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Excitement  by  Auto 


Behind  the  wheel, 

this  car  makes  me  feel  like  I'm  flying. 
Excitement  on  the  highway, 
now  everything  is  moving  my  way. 
The  car  of  my  dreams  was  waiting  for  me 
at  Autoflex  Leasing! 

When  you  call  Autoflex  Leasing, 
you're  in  touch  with  the  exclusive 
"Flexlease",  a lease  designed  with 
convenience  in  mind. 

With  just  a phone  call  today, 
you  can  be  driving  your  new  car, 
truck  or  van  tomorrow  and  you  will  have 
no  down  payment,  no  deposit 
free  rent  cars,  and  much  more! 
Volume  leasing  means  the  best  price 
on  the  best  car 
delivered  right  to  your 
home  or  office. 

The  TMA  and  Autoflex  Leasing 
have  joined  forces  to  offer  you  the  best 
auto  lease  available. 

It  was  designed  for  convenience, 

Y it  was  endorsed  for  quality. 


For  more  information 
Contact  one  of  these  specialists: 
Louis  Murad 
John  Welch  or 
Al  Couvillon 


212  W.  Spring  Valley  Richardson.  Tx  75081 
214-234-1234 


Since  1955,  the  TMA  has  provided 
insurance  to  Texas  physicians,  their 
family  members  and  office  staff. 

We  know  how  busy  you  are.  We  also 
know  that  buying  insurance  is  one 
of  the  most  important  financial  decisions 


11  Good  Reasons 
Why  Your 

Insurance  Provider 
Should  Be  The 
Only  One  Created 
And  Endorsed  By 
The  TMA. 


you  make.  We  think  you'll  find  this 
comparative  chart  helpful  the  next  time 
you  or  your  Office  Manager  researches 
insurance  companies  and  their  products. 


Insurance  Coverages  for  You, 

Your  Family,  Your  Staff 

Coverage 

Physician 

Family 

Staff 

Major  Medical 

/ 

y 

y 

Life 

y 

y 

y 

Disability 

y 

Office  Overhead 

y 

Personal  Accident 

y 

y 

Call  now  for  an  enrollment  packet 
or  more  information. 


BENEFITS 


TMAIT 


Other 

Companies 


Physicians  Yes  ? 

manage 
the  program 

Appeal  Yes  ? 

Committee 
consists  of 
TMA  member 
physicians 

Insurance  is  Yes  ? 

"Portable" 

Premium  Yes  ? 

Stabilization 
Fund  ensures 
financial 
stability 

TMAIT  also  offers  the 
following  benefits  which  we 
encourage  you  to  compare  with 
other  insurance  companies. 

Financially  sound 


Low  administrative  costs 


7  Underwritten  by  Prudential  Insurance 
Company,  rated  A+  Superior  by 
A.M.  Best  Company 

8  Free  hotline  directly  to  a 

knowledgeable  claims  expert 

9  Special  provision  for  surviving 
spouse  and  children 

Only  one  claim  form  needs  to  be 
submitted  each  year 

Continuous  coverage  after  retirement 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the 
Texas  Medical  Association 


1-800-880-8181 
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“The  mind  is 
like  any  other 
muscle:  it  atrophies  if 
you  don ’t  exercise  it.  ” 

— Gary  Welch, 
MD,  PhD 


The  Nth  Degree 

Would  adding  a JD  or  PhD  or  MBA 
behind  your  MD  make  you  rich  and 
famous  ? Read  what  Texas  physicians  say 
about  life  with  more  degrees. 

BY  KEN  ORTOLON  AND  LAURA  J.  AL  BRECHT 


11 
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Leadership  conference  to  stress  caring  advocacy  • Journal  section  features  new  CPC  series 
• Ownership/self-referral  draws  House  of  Delegates  debate  • New  section  profiles  physicians  ‘with  flair’ 
• Drue  O.D.  Ware,  MD,  to  receive  Distinguished  Service  Award  • More  news  from  interim  session 
• TMA’s  Special  Advocacy  Fund  fights  government  hassles 


Profile 

R.  Maurice  Hood,  MD:  “Doing  a little  good  . . . 

By  Barbara  Lang ham 


for  a little  while’ 


27 

Medical  Economics 

Medicare  incentives  encourage  physicians  to  file  electronic  claims  • Texas  Medicine  to  examine 
computers  in  medicine  • Need  a fax  machine?  TMA  introduces  discount  buying  plan 
• Delegates  hack  programs  to  cut  regulations,  increase  reimbursements 
• Medicare  splits  RBRVS  into  surgical,  nonsurgical  pay  schedules  for  1993 


32 

Law 

What  happens  when  your  patient’s  records  are  subpoenaed? 

By  Donald  P.  Wilcox,  JD,  and  C.J.  Francisco  III,  JD 
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Charging  interest  on  patient  accounts  has  legal,  ethical  concerns 
By  Helene  Alt  Thompson,  JD 

National  Practitioner  Data  Bank:  to  report  or  not? 

By  Hugh  M.  Barton,  JD 


49 

Legislative  Affairs 

TMA  proposes  new  criteria  for  licensing  hoard  appointees 
• ‘Sunset’  of  medical  liability  law  forces  issue  to  forefront 
• Enoch  win  tops  long  list  of  TEXPAC  victories 
• Hotline  to  provide  legislative  information 
• Physician-candidate  urges  more  political  involvement 
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Delegates  speak  out  on  host  of  ‘hot’  public  health  issues 
• Agenda  on  AIDS  • Statewide  program  targets 
babies  for  cancer  detection 
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By  Diana  L.  Fite,  MD 


62 
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CATCHUM  Project  to  develop  cancer  detection, 
prevention  curriculum  • Nominations  due  February  12  for 
TMA’s  Science  Teaching  Awards 
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By  John  P.  Howe  III,  MD 
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Texas  Medicine’s  new 
Profile  section  makes  its 
debut  with  a feature  on 
Austin  physician 
R.  Maurice  Hood,  MD. 
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Effortless  Auto 


Leasing! 


Medical  Leasing 


Lower  Monthly  Payments 
No  Downpayment* 

No  Security  Deposit* 
Service  Assistance 
Free  Local  Rent  Car 
Free  Delivery 
GAPP  Insurance 
Trade-in's  Welcome 
TMA  Endorsed 


* With  approved  credit 
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APPLE 


The  Baylor  Physician  ConsultLine: 
Your  Direct  Source  For  Oncology 
Consultation  And  Patient  Referral. 


Baylor  is  one  of  the  first  hospitals  in  the  country  to  utilize  new  3-D  breast  MRI  technology  for  extremely  detailed  breast  exams. 


Finding  solutions  to  complex  oncology  problems 
is  a challenge  you  face  each  day.  It  requires  you  to  call 
upon  many  resources  to  help  you  make  the  proper  diag- 
nosis and  develop  the  appropriate  treatment  plan.  One 
resource  more  and  more  physicians  rely  on  to  help  them 
find  those  solutions  is  the  Baylor  Physician  ConsultLine.5" 

This  dedicated  line  allows  one  call  to  link  you  to 
the  Baylor  Consultation  and  Referral  Service5"  — a com- 
prehensive network  of  physician  specialists,  clinical  ser- 
vices, educational  programs  and  other  services  developed 
specially  for  referring  physicians. 

They  include  the  Baylor  - Charles  A.  Sammons 
Cancer  Center,  the  coordinating  entity  for  the  major 


specialties  relating  to  cancer,  including  the  divisions  of 
medical  oncology-hematology,  surgical  oncology,  radia- 
tion oncology  and  oncologic  pathology,  as  well  as  the 
Baylor -Susan  G.  Komen  Alliance  Clinical  Breast  Center 
and  the  Cvetko  Patient  Education  and  Psychosocial 
Support  Programs. 

The  Baylor  Physician  ConsultLine  is  your  direct 
source  for  oncology  consultation  and  referral  services. 

For  more  information,  call  1-800-9BAYLOR 
(1-800-922-9567). 

6 Baylor  Physician  ConsultLine™ 

A Service  of  Baylor  University  Medical  Center  at  Dallas 


© 1992  Baylor  Health  Care  System 
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Criteria  needed  for 
TSBME  appointees 

Ken  O r t o 1 o n ’ s article 
on  the  Texas  State  Board  of 
Medical  Examiners  (TSBME) 
in  the  November  issue  of  Texas 
Medicine  (pp  36-47)  is  well  done 
and  timely  in  view  of  the  “sunset” 
review  process.  As  a former  member 
of  the  TSBME  (1985-19^1)  I feel 
qualified  to  comment  on  several  as- 
pects of  the  article. 

The  sole  function  of  the  TSBME 
is  to  uphold  the  Texas  Medical  Prac- 
tice Act.  In  so  doing,  the  board  acts 
as  a consumer  protection  agency  for 
health  care  in  Texas  through  the  li- 
censure and  disciplinary  process. 
Like  any  other  human  institution, 
the  board  has  faults  and  shortcom- 
ings that  may,  from  time  to  time, 
overshadow  an  otherwise  acceptable 
performance.  Certainly  it  needs  the 
TMA’s  support  as  it  goes  through 
the  “sunset”  process.  It  would  be  a 
major  mistake  to  combine  the  board 
with  other  health-care  agencies. 

The  majority  of  the  board’s  real 
and  perceived  deficiencies  result  from 
the  political  appointment  process. 
TSBME  appointments  are  made  to 
well-meaning  individuals  with  vary- 
ing agendas  who  have  little  under- 
standing of  the  TSBME’s  purpose  or 
prior  experience  in  the  peer  review 
process.  Frequently  the  appointee 
lacks  either  the  ability  to  make  hard 
choices  or  the  psychological  and 
emotional  inclination  to  view  the  TS- 
BME’s activities  through  the  filter  of 
consumer  protection.  This  results  in 
operational  omissions  and  excesses 
that  would  astonish  most  Texas 
physicians  or  peer  review  organiza- 
tions. As  an  example,  I have  recently 
watched  the  TSBME  unjustly  harass 
a highly  respected  internist  about 
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narcotic  prescriptions  while  allowing 
an  infamous  physician  to  prey  on 
cancer  patients  undeterred. 

The  Texas  Legislature  and  the 
TMA  should  demand  excellence 
from  the  appointees  to  the  TSBME 
and  credibility  from  the  TSBME  it- 
self. (It  is  unheard  of  for  the  Texas 
Senate  not  to  confirm  a TSBME  ap- 
pointee.) The  TMA  and  the  Texas 
Legislature  should  support  depoliti- 
cizing  the  appointment  process  and 
the  establishment  of  criteria  for  ap- 
pointees. Ehis  will  go  a long  way  to- 
ward creating  consistency  in  the  TS- 
BME’s operation,  and,  in  the  future, 
deter  criticism. 

Ms  Jenkins  and  Dr  Stasney  are 
in  large  part  the  conscience  of  the 
TSBME.  The  people  of  Texas  and 
the  physicians  of  Texas  are  fortu- 
nate to  have  them  in  this  important 
public  service. 


John  C.  Bagwell,  MD 

3320  Live  Oak,  Suite  700 
Dallas,  TX  75204 


Physician  recommends 
new  rules  for  TSBME 

I HAVE  FORWARDED  THE 
following  recommendations  to 
the  Sunset  Advisory  Commission 
in  regard  to  the  Texas  State  Board  of 
Medical  Examiners  (TSBME): 

1.  The  scope  of  a complaint  investi- 
gation against  a physician  shall  be 
strictly  limited  to  the  particulars 
of  that  complaint.  (At  present, 
TSBME  has  no  such  limitation.) 

2.  The  statute  of  limitations  of  a 
complaint  is  6 months  from  the 
rendering  of  the  services  by  the 
physician.  (At  present,  TSBME 
has  no  such  limitation.) 

3.  The  nature  of  the  complaint  shall 
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be  limited  to  issues  of  direct  pa- 
tient care  by  the  physician. 
Specifically  excluded  are  busi- 
ness, personal,  or  billing  disputes. 
(At  present,  TSBME  has  no  such 
limitation.) 

4.  A copy  of  the  complaint  and  the 
physician’s  response  shall  be  sent 
by  TSBME  to  the  respective  par- 
ties. (At  present,  TSBME  has  no 
such  provision.) 

5.  Whenever  TSBME  sends  a 
notification  about  an  MD  to  a 
governing  body,  the  MD  must  re- 
ceive a copy  of  the  notification. 
(At  present,  TSBME  has  no  such 
provision.) 

6.  Whenever  a complainant  withdraws 
the  complaint,  the  investigation  ter- 
minates with  prompt  notification  of 
both  parties.  (At  present,  TSBME 
has  no  such  provision.) 

Remember,  colleagues,  we  bear  a 
marked  disadvantage  in  this  process. 
The  implementation  of  these  points 
would  help  to  safeguard  our  rights 
and  practices  against  the  unwarrant- 
ed encroachments  of  adversarial 
government  investigators. 

Willard  S.  Gold,  MD 

1127  judson  Rd,  #136 
Longview,  TX  75601 

Gun  control  should  not 
be  TMA  issue 

IT  WAS  WITH  GREAT  DISMAY 
that  I read  of  the  gun  control  res- 
olution proposed  by  the  TMA 
Council  on  Legislation  (See  “Coun- 
cil recommends  gun  legislation,” 
Texas  Medicine , November  1992,  p 
32).  With  the  many  serious  prob- 
lems facing  the  medical  profession  it 
seems  ludicrous  for  this  organization 
to  insert  itself  in  this  debate. 
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As  a member  of  the  NRA,  I ob- 
ject to  having  NRA  funds  spent  to 
counter  the  ill-considered  opinion  of 
another  organization  to  which  I pay 
dues.  I would  prefer  not  to  have  to 
choose  between  the  NRA  and  the 
TMA,  as  both  are  making  a great 
contribution  to  our  society. 

In  a day  when  law-abiding  men 
and  women  are  being  dragged  from 
their  cars  and  terrorized  in  their 
homes,  we  need  to  support  “right  to 
carry”  legislation  and  meaningful 
sentences  for  gun  crimes.  Adequate 
and  accessible  health  care  for  all  is 
meaningless  if  we  no  longer  live  in  a 
free  society. 

If  the  TMA  cannot  support  the 
Second  Amendment  it  should  re- 
main silent. 

Albert  T.  Gros,  MD 

4007  James  Casey,  Suite  A2S0 
Austin,  TX  78745 

(Editor 's  note:  For  a report  on  action  taken 
by  the  House  of  Delegates  on  this  issue,  see 
“ Delegates  speak  out  on  host  of  ‘hot'  public 
health  issues,  ” p 58.) 

Abortion:  are  finances 
clouding  the  issue? 

There  has  been  much 
correspondence  concerning 
abortion  in  recent  Texas 
Medicine  issues  (See  “The  tactics  are 
the  crime,”  September  1992,  pp 
9-10,  and  “The  abortion  issue:  a 
battle  worth  fighting,”  and  “Gun 
control  and  abortion:  not  our  bat- 
tle,” October  1992,  pp  8-9). 

So  far  one  area  of  this  controver- 
sy seems  to  receive  no  attention:  the 
financial  gain  of  those  who  perform 
abortions.  Hundreds  of  millions  of 
dollars  are  being  made  by  physicians 
. who  have  decided  to  “make  the  sac- 
: rifice”  (as  Dr  Greenberg  states)  of 


performing  the  1 to  2 million  abor- 
tions a year  in  the  United  States. 

I would  like  to  believe  that  physi- 
cians make  decisions  based  on 
ethics,  not  finances,  but  certain  ob- 
stetricians and  abortion  centers 
stand  to  lose  quite  a bit  of  money  if 
any  restrictions  are  imposed  on  this 
procedure.  I hope,  likewise,  that 
money  is  not  a consideration  when 
the  TMA  House  of  Delegates  forms 
their  opinion  on  abortion. 

Dayna  G.  Diven,  MD 

The  University  of  Texas  Medical  Branch 
Galveston,  TX  77555-0783 

Hurricane  Andrew: 
a Texas  physician 
helps  out 

Last  August  24,  Hurricane 

Andrew  hit  South  Florida. 
The  devastation  it  caused  is 
well  known:  loss  of  human  lives 
and  property  damage  ranging  into 
the  billions. 

The  entire  nation  was  moved  by 
this  human  tragedy  and  wanted  to 
help.  I decided  to  go  to  South  Florida 
immediately.  Thirty-six  hours  after 
the  storm,  I arrived  at  the  Miami  In- 
ternational Airport,  where  hundreds 
of  people  were  sleeping  on  the  floor. 

My  initial  efforts  to  get  into  ac- 
tion were  rather  unsuccessful  be- 
cause people  were  still  too  shocked 
to  get  organized.  It  was  not  until  4 
days  after  the  storm  that  the  gover- 
nor passed  an  executive  order  allow- 
ing out-of-state  physicians  to  work 
in  the  disaster  areas,  bypassing  state 
regulations  on  licensing,  etc.  Other 
bureaucratic  red  tape,  like  malprac- 
tice insurance  coverage  and  a lack  of 
transportation  to  the  heart  of  the 
disaster  area,  also  interfered. 

It  was  no  easy  task  to  coordinate 


all  the  activities  needed  to  provide 
help.  Many  drug  companies  helped 
me  with  medical  supplies.  I would 
also  like  to  thank  Delta  Airlines  for 
waiving  restrictions  to  allow  me  to 
purchase  a ticket  at  the  lowest  fare 
and  for  not  charging  for  excess  bag- 
gage. Many  car  rental  companies 
and  motels  also  extended  full  coop- 
eration for  relief  workers. 

I would  also  applaud  the  US 
Army,  Marines,  and  the  National 
Guard,  as  well  as  the  local  police, 
DEA  officers,  and  others  for  their 
selfless  and  noble  peacetime  work.  I 
saw  Army  personnel  literally  carry- 
ing patients  in  their  arms. 

I did  not  meet  many  out-of-state 
physicians  but  there  were  many  out- 
of-state  nurses  and  other  volunteers. 
Our  days  began  about  5 am  in  the 
Humana  cafeteria  where  we  dis- 
cussed plans  for  the  day  and  then 
were  divided  into  groups  and  taken 
to  different  cities  in  vans. 

A typical  group  consisted  of  four 
to  six  nurses,  two  to  three  physi- 
cians, a pharmacist,  a psychological 
counselor,  and  support  volunteers. 
We  worked  in  tents  with  generators 
of  limited  power.  There  was  a triage 
area,  a mobile  telephone,  and  sever- 
al stretchers  for  the  patients.  The 
number  of  patients  varied  from  150 
to  300  per  day. 

The  most  common  problems  seen 
were  severe  mosquito  bites,  gas- 
troenteritis, heat  exhaustion,  dehy- 
dration, lacerations,  hypertension, 
and  acute  depression.  Medications 
were  in  short  supply  and  were  dis- 
pensed upon  availability  rather  than 
necessity.  Lacerations  were  repaired 
without  sterility  but  upon  necessity. 

One  of  the  chief  lessons  from  this 
experience  concerns  the  need  for  a 
centralized  group  prepared  to  han- 
dle emergencies  of  this  magnitude. 
They  must  be  able  to  respond  within 
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YOCON' 

YOHIMBINE  HCI 


12  to  24  hours  of  a disaster  and  to 
provide  care  until  bureaucratic  hur- 
dles can  be  overcome.  It  is  sad  but 
true  that  Floridians  experienced 
tremendous  physical  and  mental 
agony  that  could  have  been  avoided 
with  a master  plan. 

On  the  positive  side,  once  every- 
thing was  rolling,  we  showed  a great 
sense  of  unity,  which  many  nations 
will  envy. 

The  desire  to  help  fellow  Ameri- 
cans makes  this  nation  the  greatest 
on  the  face  of  this  earth.  God  bless 
the  people  of  South  Florida  as  they 
overcome  their  difficulties  and  God 
bless  America. 


Syed  Husain  Ahmad,  MD 

South  Georgia  Medical  Center 
3609  S Georgia 
Amarillo,  TX  79109 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editori- 
al advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
policies  of  the  Texas  Medical  Association. 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 •3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon**  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Contact  your  local  dealer 
for  more  information 


More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


Xz. 


Management  Solutions 

Arlington,  Tx  800/275-5266 

BMI 

Dallas,  Tx  214/423-3101 

Schutzman  Medical 
Systems,  Inc. 

Dallas,  Tx  800/443-5755 

Texas  Medical 
Systems,  Inc. 

Dallas,  Tx  800/551-4588 

Independent  Consulting 
Experts 

Alvin,  Tx  713/585-4767 

Advanced  Medical 
Management,  Inc. 

Houston,  Tx  713/789-0030 

Management  Integrated 
Solutions,  Inc.  / CCMS,  Inc. 

Houston,  Tx  713/580-6717 

Healthcare  Computers,  Inc. 

Houston,  Tx  7 13/465-9956 

Medical  Design  & Images 

Austin,  Tx  512/454-6774 

Tyme  Medical  Services 

Austin,  Tx  512/331-4667 

DRG  Associates 

San  Antonio,  Tx  512/336-2188 

Computerland  Medical 
Consulting 

Lubbock,  Tx  806/792-3835 

Unisource  Computer 
Systems,  Inc. 

Corpus  Christi,  Tx  512/855-4462 

Compatible  Micro 
Solutions,  Inc. 

El  Paso,  Tx  915/833-7011 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc  Systems  Plus,  Inc.  and  its  logo  are  registered 
trademarks  of  Systems  Plus,  Inc.  ©1990  Systems  Plus,  Inc 


Health-Tech 
Systems,  Inc. 

El  Paso,  Tx  915/833-0686 
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Leadership  conference  to 
stress  caring  advocacy 


PRESERVING  THE  PHYSICIAN’S 
commitment  to  caring  never 
has  been  more  important  than 
during  this  time  of  change  for 
medicine.  Texas  Medical  Associa- 
tion’s Winter  Leadership  Conference 
Saturday,  February  27,  at  the  Stouf- 
fer  Austin  Hotel  in  Austin  is  de- 
signed to  equip  you  for  “Advocacy: 
A Caring  Commitment.” 

US  Sen  Phil  Gramm  (R-Tex)  will 
look  at  health-care  legislation  being 
considered  in  Washington.  An  up- 
date on  pending  legislation  before 
the  Texas  Legislature  also  will  be 
presented. 

Jerry  Bell,  JD,  health  law  special- 
ist for  Fulbright  & Jaworski  in 
Houston,  will  explore  managed  care 
options  for  physicians.  He  presents 
the  Philip  R.  Overton  Lectureship  in 
Medicine  and  the  Law. 

The  conference  will  be  from  9:30 
am  to  12:30  pm,  followed  by  a lun- 
cheon sponsored  by  Texas  Medical 
Association  Insurance  Trust.  A spe- 
cial session  at  7:45  am  will  focus  on 
the  importance  of  expert  witnesses. 
Afternoon  sessions  are  planned  from 
2 to  5 pm. 

Registration  is  free  for  TMA 
members  and  association  guests, 
who  also  receive  one  luncheon  tick- 
et. Most  of  TMA’s  40  boards,  coun- 
cils, and  committees  meet  during  the 
conference  weekend. 

Preregistration  is  suggested  but 
not  required  for  those  who  plan  to 
attend  the  conference.  For  further 
information,  watch  your  mail  this 
month  or  contact  TMA  at  (800) 
880-1300  or  (512)  370-1346. 


Journal  section  features  new  CPC  series 

AN  ARTICLE  IN  the  Journal  section  of  this  issue  of  Texas  Medicine 
marks  the  start  of  a Clinicopathologic  Conference  Series.  “A  young 
man  with  fever,  cough,  and  chest  pain,”  by  Philip  C.  Johnson,  MD, 
Margaret  O.  Uthman,  MD,  and  Susan  D.  Mueller,  MD,  is  on  pp  68-74. 

This  new  occasional  series  will  present  selected  cases  from  weekly  clinico- 
pathologic conferences  coordinated  by  the  departments  of  internal  medicine 
and  pathology  at  The  University  of  Texas  Medical  School  at  Houston.  The 
cases  are  selected  from  outpatient  clinics  and  affiliated  teaching  hospitals,  in- 
cluding Hermann  Hospital,  M.D.  Anderson  Cancer  Center,  Lyndon  B.  John- 
son General  Hospital,  St  Luke’s  Episcopal  Hospital/Texas  Heart  Institute, 
Harris  County  Psychiatric  Center,  and  St  Joseph  Hospital. 

The  conferences  correlate  medical,  surgical,  or  radiographic  presentations 
with  postmortem,  histologic,  microbiologic,  or  serologic  findings  to  provide  a 
better  understanding  of  mechanisms  of  human  disease  and  enhanced  ability 
to  recognize  specific  medical  diseases  in  clinical  practice. 

Discussants  are  chosen  from  institutions  throughout  Texas. 


New  section  profiles 
physicians  ‘with  flair’ 

WE  ASKED  and  you  an- 
swered: There’s  no  shortage 
of  fascinating  physicians  in 
Texas.  Several  months  ago,  readers  of 
Texas  Medicine  were  asked  to  “nom- 
inate” Texas  physicians  to  be  profiled 
in  a new  occasional  column  about 
doctors  who  go  at  life  with  flair. 

Your  response  was  both  immedi- 
ate and  immense.  To  all  who  called, 
wrote,  or  faxed,  we  say  thank  you. 
We  could  keep  the  column  going  for 
years  just  from  the  suggestions  we 
received  in  the  first  few  days.  Select- 
ing physicians  for  the  initial  several 
articles  was  extremely  tough. 

The  first  article  in  the  new  Profile 
section  appears  on  pp  19-21.  “Doing 
a little  good  . . . for  a little  while” 
features  Austin  thoracic  surgeon  R. 
Maurice  Hood,  MD,  a great 
of  a Texas  physician  “with  fla 


example 

lir.” 


Ownership/self-referral 
draws  House  of 
Delegates  debate 

PHYSICIAN  OWNERSHIP  OF 
and  self-referral  to  health  facil- 
ities was  just  one  of  the  emo- 
tionally charged  issues  on  which  the 
Texas  Medical  Association  House  of 
Delegates  focused  during  its  interim 
session  in  Austin  November  20-21. 

(Action  taken  by  delegates  is  re- 
ported in  this  section  and  in  the  pub- 
lic health  and  medical  economics 
sections  of  this  issue  of  Texas 
Medicine.  Next  month’s  science  and 
education  section  also  will  contain 
information  on  House  action.) 

The  ownership/self-referral  issue 
was  first  addressed  in  a TMA  Board 
of  Councilors  opinion,  which  states: 

It  is  not  unethical,  as  a general 
rule,  for  a physician  to  own  or 
have  a financial  interest  in  a for- 
profit  hospital,  nursing  home,  or 
other  health  facility,  such  as  a 
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free-standing  surgical  center  or 
emergency  clinic,  even  where  the 
physician  refers  patients  to  such 
facility.  The  Board  of  Councilors 
recognizes  that  many  health  care 
facilities  would  not  exist  and  that 
many  medical  services  would  not 
be  available  to  patients,  without 
responsible  physicians  investing  in 
these  facilities  and  services,  there- 
by rendering  a valuable  public  ser- 
vice. Such  actions  are  consistent 
with  the  Principle  of  Medical 
Ethics  that  physicians  recognize 
an  ethical  responsibility  to  partici- 
pate in  activities  contributing  to 
an  improved  community. 

The  TMA  Council  on  Legislation 
addressed  these  issues  separately.  Af- 
ter reviewing  other  states’  self-refer- 
ral legislation  and  existing  AMA  and 
TMA  ethical  opinions,  the  Council 
recommended  a standard  consistent 
with  that  of  the  Board  of  Councilors, 
but  with  certain  restrictions. 

Following  debate  both  in  the  Refer- 
ence Committee  on  Financial  and  Or- 
ganizational Affairs  and  on  the  floor  of 
the  House,  delegates  approved  and  re- 
ferred to  the  Council  on  Legislation  the 
following  list  of  limitations  and  restric- 
tions concerning  physician  ownership 
of  health  facilities: 

(a) The  terms  and  restrictions  on 
which  the  investment  interest  is 
offered  (eg,  price  or  the  number 
of  shares)  should  be  the  same  as 
for  referrers  and  nonreferrers.  In- 
vestment should  not  be  tied  to 
Medicare  “safe  harbors,”  which 
are  too  restrictive. 

(b) The  price  or  amount  of  “units  of 
investments  interests”  cannot  be 
linked  to  the  amount  of  expected 
referrals. 

(c) The  joint  venture  cannot  require 
investors  to  refer  as  a condition 


Tremendous 
change  is  ahead, 

Dr  Gamel 
tells  delegates 

I H E ELECTION  OF 

Democrat  Bill  Clinton 
to  the  presidency  and 
the  push  for  health-care 
reform  on  both  the  state 
and  national  levels  means 
medicine  likely  will  see 
tremendous  changes,  said 

Texas  Medical  Association  President  William  G.  Gamel,  MD. 

“Change  is  in  the  wind,”  Dr  Gamel  said  during  his  address  to  the  interim 
House  of  Delegates  meeting  in  Austin  on  November  20. 

He  said  President-Elect  Clinton  probably  will  propose  major  national 
health-care  reforms  within  the  first  100  days  of  his  presidency,  including  uni- 
versal access,  global  expenditure  caps,  managed  competition,  insurance  re- 
form, and  medical  liability  reform.  Many  of  the  same  issues  will  be  fought 
on  the  state  level,  along  with  proposals  to  expand  the  scope  of  practice  for 
allied  health  providers,  particularly  nurse  practitioners,  he  said. 

“TMA  is  squarely  in  the  fight  to  prevent  this  from  happening  and  to  pre- 
vent those  who  have  not  been  to  medical  school  from  practicing  medicine,” 
Dr  Gamel  said. 


Board  and  delegates  commend  Robert  G.  Mickey 


Texas  Medical  Association  executive  vice  president  Robert  G. 
Mickey,  center,  was  recognized  for  his  25  years  of  exemplary  service  to 
the  association  by  the  TMA  House  of  Delegates  in  November.  Prior  to 
his  current  TMA  position,  Mr  Mickey  served  the  association  from  1967  to 
1976  as  executive  director  of  TEXPAC  and  from  1976  to  1986  as  director  of 
the  management  division. 

During  Mr  Mickey’s  6-year  tenure  as  EVP,  the  association  has  achieved  a 
16.2%  increase  in  members,  adopted  long-term  financial  strategies  for  con- 
tinued growth  and  security,  initiated  a development  program,  launched  a for- 
mal planning  process,  and  constructed  a new  association  building. 

Pictured  with  Mr  Mickey  are  TMA  President-Elect  Robert  M.  Tenery, 
MD,  Dallas,  (left  of  podium)  and  Alan  C.  Baum,  MD,  Houston,  chairman  of 
the  TMA  Board  of  Trustees. 
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of  remaining  an  investor. 

(d) The  joint  venture  cannot  loan  the 
funds  to  an  investor  for  the  pur- 
chase of  the  stock. 

(e)  The  joint  venture  cannot  market 
or  furnish  its  items  or  services  in 
a manner  that  preferentially  fa- 
vors investors. 

(f)  The  joint  venture  must  base  its 
profit  distributions  on  the 
amount  of  capital  investment, 
not  on  referrals. 

(g)  A physician  should  inform  the 
patient  of  the  physician’s  owner- 
ship and  provide  the  patient  with 
at  least  one  referral  alternative,  if 
reasonably  accessible. 


AMA  President-Elect  Joseph  T.  Painter,  MD, 
Houston,  addressed  the  delegates.  An  in- 
ternist and  oncologist  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center  where 
he  serves  as  vice  president  for  health  policy, 
Dr  Painter  will  become  president  of  the  AMA 
in  June. 


Speaker  of  the  TMA  House  of  Delegates 
Mark  J.  Kubala,  MD,  Beaumont,  left,  and 
Milton  W.  Talbot,  Jr,  MD,  an  ex  officio  dele- 
gate from  Travis  County,  discuss  a resolution 
before  the  House. 


Interim  session  combines 
efforts  of  many 


Physicians  from  throughout 
Texas  played  key  roles  in  the 
House  of  Delegates  during  its 
interim  session  held  in  Austin 
November  20-21. 


Former  TMA  President  D.  Clif- 
ford Burross,  MD,  Wichita  Falls, 
presents  testimony  during  a ses- 
sion of  the  House  of  Delegates. 


The  442  members  of  the  TMA  House  of  Del- 
egates act  as  the  primary  policymaking  body 
of  the  association.  The  delegates  and  alter- 
nate delegates  represent  the  county  medical 
societies;  various  sections  of  the  association, 
such  as  the  Resident  Physician  and  Young 
Physician  Sections;  specialty  societies;  and 
officers  of  the  association. 


Alternate  delegate  Peter  Weston, 
MD,  San  Antonio,  and  Nancy 
Dickey,  MD,  Richmond,  mem- 
ber of  the  AMA  Board  of 
Trustees,  discuss  physician  own- 
ership of  health  facilities,  an  item 
considered  by  the  TMA  House 
of  Delegates. 
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Drue  O.D.  Ware,  MD, 
to  receive  Distinguished 
Service  Award 

A STAN  DING  OVATION 
punctuated  the  House  of  Dele- 
gates’ unanimous  approval  of 
Drue  O.D.  Ware,  MD,  Fort  Worth, 
to  receive  the  association’s  highest 
recognition.  Dr  Ware  will  receive  the 
Distinguished  Service  Award  at  the 
TMA  Annual  Session,  held  in  Hous- 
ton in  May.  Ihe  TMA  H ouse  of 
Delegates  confirmed  the  Board  of 
Counci lors’  nomination  at  its 
November  meeting. 

Dr  Ware  has  served  medicine  in 
many  capacities  including  as  former 
member  and  chairman  of  the  TMA 
Board  of  Trustees.  For  his  notable 
service,  Dr  Ware  received  the  TMA 
Special  Recognition  Award  for  ser- 
vice as  a member  of  the  Board  of 
Trustees  Building  Committee  and  a 
special  commendation  for  service  on 
the  board.  He  also  has  served  as 
chairman  and  vice  chairman  of  the 
Board  of  Councilors  and  as  a mem- 
ber of  numerous  TMA  committees 
ranging  from  health  planning  to 
physician  health  and  rehabilitation. 

As  a member  of  the  Tarrant 
County  Medical  Society,  the  family 
physician  served  as  president  and 
member  of  its  board  and  as  a dele- 
gate to  TMA,  among  other  positions. 
For  his  society  service,  he  received 
the  Gold-Headed  Cane  award. 

Dr  Ware  is  a graduate  of  Baylor 
College  of  Medicine  and  began  his 
medical  career  as  an  intern  at  John 
Peter  Smith  Hospital  in  Fort  Worth. 
He  became  chief  of  staff  at  that  facili- 
ty and  later  at  Harris  Methodist  Hos- 
pital, Fort  Worth.  His  early  leadership 
in  medicine  led  him  in  1949  to  be  an 
organizing  founder  of  the  American 
Vcademy  of  Family  Practice. 
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Two  physicians  named 
honorary  members 

Jesse  D.  Cone,  MD, 
Odessa,  and  Edna  M.  Spillar, 
MD,  San  Antonio,  were  made 
honorary  members  of  the  associa- 
tion for  their  outstanding  service  to 
organized  medicine  and  contribu- 
tions to  scientific  medicine  by  TMA’s 
House  of  Delegates  in  November. 

Dr  Cone  is  a past  president  of  the 
Texas  Academy  of  Family  Physicians 
and  of  its  Midwest  Chapter.  He  also 
has  served  as  trustee  of  TAFP’s  Foun- 
dation, board  member  of  Texas  Med- 
ical Foundation,  and  chairman  of  the 
Advisory  Committee  for  Texas  State 
Board  of  Medical  Examiners.  Among 
other  activities,  the  family  physician 
has  taught  at  Texas  Tech  University 
Health  Sciences  Center,  Lubbock, 
and  The  University  of  Texas  Health 
Science  Center  at  Houston. 

Dr  Spillar  organized  and  served 
as  president  of  the  Alamo  Chapter 
of  the  American  Diabetes  Associa- 
tion. She  has  served  as  president  of 
the  local  and  state  affiliates  of  ADA 
and  as  past  chairman  of  all  ADA 
boards.  The  anesthesiologist  served 
as  chairman  of  the  TMA  Council 
on  Annual  Session  and  Scientific 
Programming  and  as  a member  of 
the  Board  of  Councilors,  among 
other  positions. 

Nominations  for  honorary  mem- 
bership are  made  annually  by  coun- 
ty medical  societies  through  the 
TMA  Board  of  Councilors. 
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Phone-a-thon  award 
winners  announced  at 
interim  session 

WINNERS  OF  THE  ANNUAL 
Session  Membership  Phone- 
A-Thon,  which  was  part  of 
the  1992  Texas  Medical  Association 
Physician  Outreach  Program  to  re- 
cruit and  retain  TMA  and  AMA 
members,  were  honored  at  the  TMA 
Interim  Session  in  November. 

Susan  G.  Dobbs,  MD,  a Houston 
anesthesiologist,  and  Martin  G. 
Guerrero,  MD,  a San  Antonio  in- 
ternist, persuaded  the  most  people 
to  rejoin  their  county  medical  soci- 
eties and  TMA. 

Houston  neurologist  Harris  M. 
Hauser,  MD,  won  for  the  second 
year  in  a row  for  persuading  the 
most  AMA  members  to  retain  their 
membership. 

Last  May  during  Annual  Session, 
Drs  Dobbs,  Guerrero,  and  Hauser 
participated  in  the  phone-a-thon 
program,  which  targets  members 
who  have  not  renewed  TMA  or 
AMA  dues. 

Honorable  mentions  went  to 
Milton  V.  Davis,  MD,  Kaufman; 
Carolyn  A.  Evans,  MD,  Dallas;  Car- 
los H.  Fernandez,  MD,  Houston; 
Ted  H.  Forsythe,  MD,  Lubbock; 
Frank  E.  Gemma,  MD,  Killeen;  H. 
Gordon  Green,  MD,  Dallas;  Wendy 
B.  Kang,  MD,  Dallas;  Richard  L. 
Plumb,  MD,  Bellaire;  and  Nalin  H. 
Tolia,  MD,  Odessa. 

If  you  can  help  with  the  phone- 
a-thon  or  other  membership  re- 
cruitment programs  in  1993, 
contact  Amy  Bruno,  TMA  mem- 
bership department,  (800)  880- 
1300,  ext  1 443. 
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TMA  SPECIAL  ADVOCACY 
FUND  CONTRIBUTORS 

Among  those  who  have  contributed  to  the  TMA  Special  Advocacy  Fund  are: 

Malouf  Abraham,  Jr,  ML);  Elvin  E.  Adams,  MD;  Ved  P.  Aggarwal,  MD;  H.  Wayne  Agnew  MD;  Bernard  Albina, 
ML);  W.A.  Alexander,  MD;  Bohn  D.  Allen,  MD;  Arthur  P.  Allison,  Jr,  MD;  Louis  M.  Alpern,  MD;  Louis  M.  Alpern, 
MD;  Kenneth  C.  Anderson,  MD;  Armando  C.  Angel,  MD;  J.  Angel,  MD;  Joseph  P.  Annis,  MD;  Arlington  Pathology 
Association;  Saul  Baer  Appel,  MD;  Saul  Balagura,  MD;  Alan  D.  Baribeau,  MD;  Alan  D.  Baribeau,  MD;  Charles  H. 
Barker,  MD;  John  W.  Barnes,  MD;  Justin  Bartos,  MD;  Ogden  T.  Baur,  MD;  Terry  J.  Beal,  MD;  Carolyn  Biebas,  MD; 
George  W.  Bird,  MD;  Jacob  C.  Blasser,  MD;  Richard  W.  Blide,  MD;  Craig  Bolton,  ML);  Glenn  J.  Boris,  MD;  D.  Born- 
stein,  MD;  Donald  J.  Boudreau,  MD;  John  K.  Boudreaux,  MD;  Lynn  L.  Bourdon,  Jr,  MD;  Donald  G.  W.  Brooking, 
MD;  Allen  C.  Bullock,  MD;  Michael  L.  Burditt,  MD;  Robert  A.  Buschow,  MD;  Chris  M.  Butschek,  MD;  Jerome  L. 
Byers,  MD;  T.  W.  Bywaters  Jr,  MD; 

Robert  W.  Cameron,  MD;  Robert  D.  Campbell,  MD;  J.  R.  Campbell,  MD;  Roberto  Canales,  MD;  David  P.  Cap- 
per, MD;  Cardiovascular  Center;  Joseph  S.  Carpenter,  DO;  Emil  Carroll,  MD;  V.T.  Castillo,  Jr,  MD;  Joseph  A.  Castil- 
lo, MD;  Central  Texas  Urologic  Associates;  William  H.  Chambers,  MD;  A.  Brooks  Chapman,  MD;  David  L.  Cisneros, 
MD;  John  E.  Cogan,  MD;  Howard  M.  Cohen,  MD;  Kenneth  E.  Cohen,  MD;  Charles  Max  Cole,  MD;  Colon  and  Rec- 
tal Associates  of  South  Texas;  James  F.  Considine,  MD;  Lloyd  W.  Conyers,  MD;  D.  Owen  Coons,  MD;  Daniel  E. 
Cooper,  MD;  Janis  R.  Cornwell,  MD;  Michael  H.  Coverman,  MD;  Gary  F.  Cox,  MD;  R.D.  Cunningham,  MD;  Susan 
B.  Darsey,  MD;  David  F.  Dean,  MD;  Gilbert  O.  Dean,  Jr,  MD;  John  R.  Debus,  MD;  Wayne  Delaney,  MD;  Kern  De- 
schner,  MD;  Jesse  H.  Dickson,  MD;  Sol  L.  Dittman,  MD;  Gene  Divita,  MD;  Benjamin  T.  Domagas,  MD;  Kevin  J. 
Doody,  MD;  Kathleen  M.  Doody,  MD;  Harold  D.  Dow,  MD;  Gerald  S.  Dowdy,  Jr,  MD;  D.  W.  Duffner,  MD;  John  T. 
Dugan,  MD; 

East  Texas  Radiology;  Harry  Eastman,  MD;  Laurie  Edmiston,  MD;  Bruce  L.  Ehni,  MD;  William  N.  Elkins,  Jr, 
MD;  Michael  Ellis,  MD;  Ernest  A.  Elmendorf,  MD;  Neal  E.  Epstein,  MD;  John  H.  Fairbanks,  MD;  David  P.  Fearis  III, 
MD;  Diana  Fite,  MD;  William  C.  Foote,  MD;  Robert  L.  Fordtran,  MD;  Marshall  S.  Frumin,  MD;  William  G.  Gamel, 
MD;  Pablo  Garza,  MD;  Gerald  F.  Geisler,  MD;  Robert  E.  Gerald,  MD;  Salah  Y.  Ghobrial,  MD;  Louis  E.  Gibson,  MD; 
William  N.  Gillum,  MD;  Isaac  M.  Goldberg,  MD;  Hugo  R.  Gonzalez,  MD;  Frank  J.  Grady,  MD;  Edwin  G.  Grafton, 
MD;  Jerry  L.  Gray,  MD;  Thomas  D.  Greider,  MD;  B.  N.  Griffin,  MD;  Donald  P.  Griffith,  MD; 

Janet  A.  Hale,  MD;  John  L.  Hall,  MD;  Tom  B.  Hancher,  MD;  Michael  J.  Hanley,  MD;  L.  G.  Hardwicke,  MD; 
Richard  J.  Hausner,  MD;  Bruce  Hay,  MD;  Janet  V.  Hays,  MD;  Eugene  L.  Heiman,  MD;  H.  A.  Hein,  MD;  Lewis  J. 
Hellerstein,  MD;  Hodgie  C.  Henderson,  Jr,  MD;  Albert  F.  Hendler,  MD;  Walter  E.  Herbst,  MD;  Beverly  A.  Herring, 
MD;  H.  Pat  Hezmall,  MD;  C.  Stratton  Hill,  Jr,  MD;  Ching  Ho,  MD;  Kim  J.  Horn,  MD;  Houston  X-Ray  Association; 
Byron  Howard,  MD;  W.  Robert  Hudgins,  MD;  Lannie  R.  Hughes,  MD;  Charles  V.  O.  Huges  III,  MD;  George  R.  Hug- 
man  III,  MD;  Sim  Hulsey,  MD;  Thomas  H.  Jackson,  Jr,  MD;  Gary  R.  Jacobs,  MD;  Paul  J.  James,  MD;  Marilyn  John- 
son, MD;  Terry  C.  Johnson,  MD;  Sid  Jones,  MD; 

Laurence  Kam,  MD;  Uma  M.  Kanojia,  MD;  Joseph  E.  Kapsos,  MD;  K.M.  Kavoussi,  MD;  Ben  R.  Keller,  Jr,  MD; 
Robert  P.  Kelley,  MD;  James  A.  Kendall,  MD;  Marie  T.  Kelly,  MD;  Sam  N.  Key  III,  MD;  Nasim  F.  Khan,  MD;  Richard 
G.  Kibbey,  MD;  Thornton  L.  Kidd,  MD;  Ridlon  J.  Kiphart,  MD;  Alfred  A.  Kopecky,  MD;  Philip  D.  Korenman,  MD; 
Gregory  C.  Kotheimer,  MD;  Michael  S.  Kramer,  MD;  James  H.  Krause,  MD;  Herbert  Kresh,  MD;  Esta  Kronberg, 
MD;  Mark  J.  Kubala,  MD;  Sumant  A.  Kumar,  MD;  Linda  S.  Lacy,  MD;  W.  Pennock  Laird,  MD;  Sharad  Lakhanpal, 
MD;  Mack  Lancaster,  MD;  Alfred  E.  Lauden,  MD;  Charles  R.  Lawson,  MD;  Hugh  T.  Lefler,  Jr,  MD;  Luis  Leib,  MD; 
Maurice  N.  Leibman,  MD;  Stephen  C.  Lesauvage,  MD;  Frederick  C.  Lester,  MD;  Milton  Leventhal,  MD;  Raymond  C. 
Levin,  MD;  Steven  J.  Levy,  MD;  Robert  Q.  Lewis,  MD;  H.  Michael  Lewis,  MD;  Victor  J.  Li-Pelaez,  MD;  Frank  Loner- 
gan,  MD;  John  C.  Long,  MD;  Philip  F.  Lopiccolo,  MD;  David  R.  &c  Rebecca  Luethcke,  MD; 

L.  Keith  Madison,  MD;  Gary  Mason,  MD;  Rudolph  J.  Massari,  MD;  Charles  R.  Massey,  MD;  Edward  K. 
Massin,  MD;  Richard  H.  Mathews,  MD;  William  Maxwell,  MD;  Richard  M.  Mayer,  DO;  Michael  S.  McArthur,  MD; 
Richard  McBride,  MD;  Ralph  M.  McCleskey  Jr,  MD;  Medford  McCoy,  MD;  M.  W.  McCurdy,  MD;  Russell  McDon- 
ald, MD;  Joe  R.  McFarlane,  MD;  J.  Cooper  McKee,  MD;  John  R.  McKenna,  MD;  Michael  R.  McLean,  MD;  Joe  E. 
McLemore,  MD;  Robert  R.  McLeroy,  MD;  R.  A.  McMurry,  MD;  Gloria  Medina,  MD;  Frederick  L.  Merian,  MD; 
Adrian  Meyer,  MD;  Paul  R.  Millman,  MD;  Joaquin  G.  Mira,  MD;  Patricia  S.  Mitchell,  MD;  J.  S.  Montgomery  III, 
MD;  A.  Boyd  Morgan,  MD;  R.  A.  D.  Morton,  MD;  Jerry  E.  Mount,  MD;  James  R.  Moyes,  MD;  John  V.  Mumma, 
MD;  Ronald  G.  Munson,  MD;  Tomas  Murillo,  MD;  Edward  C.  Murphy,  MD;  Michael  L.  Mycoskie,  MD;  Edgar  P. 
Nace,  MD;  Adel  G.  Nafrawi,  MD;  Michael  E.  Newell,  MD;  Norris  L.  Newton,  MD;  Charles  C.  Nicolette,  MD;  Sam 
A.  Nixon,  MD;  Marvin  J.  Noble,  MD;  Court  B.  Norton,  MD;  Stanley  Novy,  MD;  Gary  A.  Nussey,  MD; 

Terence  M.  O’Connor,  MD;  Charles  E.  Oswalt,  MD;  Hector  A.  Oyarzabal,  MD;  Bernard  W.  Palmer,  MD;  Ira  A. 
Pollack,  MD;  N.  Berkeley  Powell,  MD;  June  A.  Powell,  MD;  Ronald  C.  Prati,  MD;  Thomas  F.  Pugh,  MD;  Carlos  A. 
Quinones,  MD;  Lee  R.  Radford,  MD;  Ted  L.  Rankin,  MD;  Martin  P.  Rappaport,  MD;  Priscilla  Ray,  MD;  Ralph  Ren- 
shaw,  MD;  Rakesh  Kumar  Rikhye,  MD;  Jesus  Rodriquez-Aguero,  MD;  Eric  Roehm,  MD;  Michael  Rotman,  MD; 
Charles  A.  Rush  Jr,  MD;  Elizabeth  W.  Rutledge,  MD;  George  G.  San  Miguel,  MD;  George  G.  San  Miguel,  MD; 
Manuel  J.  Sanchez,  MD;  J.  Paul  Sanders,  MD;  Michele  Sartori,  MD;  Drew  W.  Sawyer,  MD;  C.  M.  Schade,  MD,  PhD; 
Martin  L.  Schneider,  MD;  Peter  W.  Schneider,  MD;  Dennis  I.  Schuster,  MD;  Edward  J.  Shapiro,  MD;  J.  C.  Sharma, 
MD;  Richard  B.  Shaw,  MD;  Nezar  A.  Shobassy,  MD;  George  P.  Shropulos,  MD;  Dana  L.  Sisk,  MD;  Frankie  Siy,  MD; 
William  E.  Skiba,  MD;  J.  Marvin  Smith  III,  MD;  Barry  S.  Smith,  MD;  Law  Sone  Jr,  MD;  Fancisco  G.  Souto,  MD;  Ed- 
ward Spencer,  MD;  Alana  R.  Spiwak,  MD;  Betty  P.  Stephenson,  MD;  Mack  D.  Stewart,  MD;  Robert  H.  Stewart,  MD; 
David  Sufian,  DO;  Elizabeth  A.  Szalay,  MD; 

Edward  A.  Talmage,  MD;  Darlene  S.  Taylor,  MD;  Lowell  N.  Templer,  MD;  Robert  M.  Tenery  Jr,  MD;  Stuart  A. 
Terry,  MD;  Paul  B.  Thames,  MD;  The  Women's  Clinic;  Joycelyn  M.  Theard,  MD;  Steven  M.  Thomas,  MD;  Gregory 
W.  Thompson,  MD;  Robert  D.  Thompson,  MD;  R.  G.  Thumwood,  MD;  Christopher  B.  Ticknor,  MD;  Dennis  M. 
Toland,  MD;  Ali  A.  Towhidi,  MD;  Sandhya  Trivedi,  MD;  Robert  L.  True,  MD;  Terry  D.  Tubb,  MD;  Steven  Tynes, 
MD;  Albert  H.  Unger,  MD;  Gary  L.  Upton,  MD;  S.A.  Vahora,  MD;  Susan  Van  de  Water,  MD;  Greg  Vanzant,  MD; 
Charles  R.  Vavrin,  MD;  Gerard  J.  Ventura,  MD;  Louis,  F.  Visentine,  Jr,  MD;  Charles  M.  Von  Henner,  MD;  Charles  W. 
Waldrop  Jr,  MD;  Daniel  R.  Walker,  MD;  Stephen  H.  Ware  III,  MD;  Drue  O.D.  Ware,  MD;  Barbara  H.  Way,  MD; 
Allen  N.  Weaver,  MD;  Stephen  E.  Webb,  MD;  Bernard  S.  Weingart,  DO;  R.  Roy  Whitaker,  MD;  WHMC  Anesthesiol- 
ogy Association;  Stephen  L.  Wiesenfeld,  MD;  Terry  L.  Wilkinson,  MD;  Howard  C.  Williams,  MD;  Arthur  W.  Willis  Jr, 
MD;  Erwin  C.  Winkel,  MD;  Barry  D.  Winston,  MD;  Thomas  P.  Wood,  MD;  S.  M.  Woodward,  MD;  David  V.  Wray, 
MD;  Edward  E.  Yosowitz,  MD;  Feras  Zabad,  MD. 
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TMA’s  Special 
Advocacy  Fund  fights 
government  hassles 

Helping  to  create  a fair, 
equitable,  and  hassle-free  cli- 
mate in  which  to  practice 
medicine  is  no  small  assignment,  but 
it  is  part  of  the  daily  work  of  the 
Texas  Medical  Association. 

However,  some  of  the  challenges 
to  medicine,  such  as  intrusive  federal 
regulations  and  third-party  payor 
hassles,  need  an  effort  and  resources 
beyond  the  scope  of  TMA’s  usual 
programs  and  services. 

The  TMA  Special  Advocacy 
Fund,  started  in  February  1990, 
ensures  that  the  association  can 
back  its  will  to  fight  these  prob- 
lems with  the  necessary  financial 
resources.  The  fund  is  designated 
for  advocating  issues  before  state 
and  federal  courts  and  legislatures 
that  would  have  a substantial  out- 
come on  the  physicians  and  pa- 
tients of  Texas. 

TMA’s  successful  efforts  to  fight 
encroachment  into  medical  practices 
in  recent  years  have  included: 

• An  aggressive  use  of  litigation 
and  lobbying  before  Congress 
that  overturned  HCFA’s  attempts 
to  recoup  $15  million  from  thou- 
sands of  Texas  physicians. 

• Protracted  litigation  and  lobby- 
ing efforts  in  the  now-infamous 
Burditt  patient  transfer  case.  As 
a result  of  the  TMA  efforts, 
Texas  physicians  are  assured 
due  process  before  the  PRO 
when  the  HHS  Office  of  Inspec- 
tor General  seeks  to  fine  or  to 
exclude  a physician  for  alleged 
improper  transfers. 

• TM  A-sponsored  legislation 
(House  Bill  2)  and  State  Board  of 
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Up  front 


Insurance  regulations  that  forced 
utilization  review  (UR)  firms  to 
adopt  medical  based  standards 
for  their  review  activities,  re- 
quired certification  of  UR  agents, 
and  forced  UR  firms  to  conduct 
business  on  a more  rational  basis. 

The  new  battles  on  the  horizon 
include  the  sunset  review  of  the 
Medical  Practice  Act  and  the  1977 
tort  reform  legislation,  and  the  con- 
tinuing battle  in  Congress  over  re- 
form of  the  geographic  practice  cost 
indexes  and  other  facets  of  the  new 
Medicare  payment  system. 

“These  past  battles  and  future 
challenges  require  significant  re- 
sources beyond  regular  association 
programs  and  services,”  said  TMA 
President  William  G.  Gamel,  MD. 
“Your  contributions  to  the  fund 
will  be  used  to  support  and 
strengthen  TMA  representation 
and  advocacy  efforts  on  your  be- 
half. The  stakes  are  too  high  not  to 
be  involved!” 

To  add  your  name  to  the  grow- 
ing list  of  individual  physicians  and 
practices  who  support  the  fight 
against  governmentally  mandated 
hassles  and  other  attacks  on 
medicine,  mail  your  contribution  to 
Special  Advocacy  Fund,  Texas  Med- 
ical Association,  401  W 1 5th  St, 
Austin  TX  78701. 

Although  contributions  to  the 
Special  Advocacy  Fund  are  not  tax 
deductible  as  a charitable  contribu- 
tion, they  may  be  deductible  as  ordi- 
nary and  necessary  business  expens- 
es. Consult  a tax  accountant  for 
advice  on  the  deductibility  of  such 
contributions. 


Betty  Andujar  honored  by  TMA 


The  first  physician’s  spouse  (and  first  female)  elected  to  the 
Texas  Senate,  Betty  Andujar  served  in  that  capacity  from  1973 
through  1983.  In  recognition  of  her  distinguished  term  of  service  and 
her  lifetime  of  caring  on  behalf  of  the  citizens  of  Texas,  TMA  recently  un- 
veiled a portrait  of  Senator  Andujar  that  will  be  displayed  in  the  TMA 
headquarters.  The  senator  and  her  husband,  John  J.  Andujar,  MD,  Fort 
Worth,  also  were  recognized  for  their  generous  support  of  “A  Legacy  of 
Caring”  Endowment  Campaign. 


Education  opportunities 
abound  at  TMA’s 
annual  session 

Dozens  of  top-flight 
continuing  medical  education 
programs  with  a special  focus 
on  primary  care  will  be  the  main  at- 
traction at  the  Texas  Medical  Asso- 
ciation’s 126th  Annual  Session, 
planned  May  13-16  at  the  George 
R.  Brown  Convention  Center  in 
Houston.  More  than  5,000  Texas 
physicians  are  expected  to  attend. 

A highlight  of  this  year’s  meeting 
will  be  a general  session  exploring 
medical  ethics  in  a rapidly  changing 
world.  The  session,  planned  for 
Thursday,  May  13,  will  examine 
topics  such  as  genetics  research,  life 
extension,  human  values,  privacy, 
and  the  physician’s  influence  on  the 
morals  of  the  American  family. 

The  TMA  House  of  Delegates,  as 
well  as  most  of  its  councils,  commit- 
tees, and  sections,  also  will  meet 
during  the  session.  House  reference 
committees  will  give  all  TMA  mem- 


bers an  opportunity  to  speak  out  on 
pressing  medical  issues.  The  House 
will  convene  Thursday,  May  13,  fol- 
lowed by  reference  committee  ses- 
sions, and  then  reconvene  on  Friday, 
May  14. 

A new  feature  of  annual  session 
this  year  will  be  the  CME  Resource 
Center  sponsored  by  the  TMA  Li- 
brary. At  the  center,  physicians  can 
earn  on-the-spot  CME  credits  using 
library-owned  audiovisual  materials. 
The  center  will  be  in  the  TMA  ex- 
hibit hall  in  the  convention  center. 

A “Hello  Houston”  reception  on 
Thursday,  March  13,  will  provide  an 
opportunity  to  meet  others  attending 
the  session,  and  a TMA/TMA  Al- 
liance Fabulous  Fifties  Dance,  featur- 
ing the  band  Duck  Soup,  is  set  for 
Friday,  May  14. 

For  more  information,  see  the 
four-page  advertisement  beginning 
on  page  53  of  this  issue. 
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LITTLE  PEOPLE'S  GUIDE 
TO  THE  BIG  WORLD 
T M A ALLIANCE’S  HEALTHIER 
YOUTH  2000  INITIATIVE  ADDS 
A NEW  VENTURE 

Healthier  Youth  2000,  umbrella 
for  TMA  Alliance  projects  on  behalf  of 
young  people,  is  taking  the  initiative  to 
the  little  folks  with  a new  book  for  children 
ages  4-9  entitled  Little  People’s  Guide  to  the 
Big  World. 

The  book,  written  by  Austin  author  and 
illustrator  Trevor  Romain,  is  being  printed 
by  Bright  Books,  also  of  Austin.  Healthier 
Youth  spokesman.  Way  Cool,  will  appear  on  the  opening  page  introducing 
the  book.  Written  in  rhyme,  the  48-page  full-color,  hardback  book  will  ad- 
dress dozens  of  issues  that  concern  children.  Examples  are:  getting  lost, 
racism,  dealing  with  death,  moving,  burying  a pet,  wearing  glasses,  visiting 
the  doctor  or  going  to  the  hospital,  divorce,  and  others. 

Not  available  in  stores,  the  book  will  be  sold  exclusively  by  TMAA  and  its 
chapters.  “We  have  wanted  something  that  could  be  ours  and  ours  alone,” 
says  TMAA  President  Barbara  Williams,  Lake  Jackson,  “and  this  project  is 
perfect.  It  incorporates  Way  Cool,  it  reaches  younger  children,  and  it  takes 
Healthier  Youth  2000  a step  farther.” 

Funds  from  book  sales  will  be  shared  by  TMAA  and  its  chapters  and  will 
be  used  for  Healthier  Youth  projects  and  community  service  activities. 

Sandy  Lanier,  Fort  Worth,  chairman  of  the  Healthier  Youth  2000  initia- 
tive, assembled  a committee  of  experts,  including  physicians,  to  oversee  the 
book’s  content  and  guarantee  a good  balance  of  topics  and  information. 

Author  Trevor  Romain  is  known  for  other  children’s  books,  including  The 
Big  Cheese  and  Keeper  of  the  Dreams.  The  latter  benefits  The  Candle 
Lighters,  an  Austin  organization  supporting  children  with  cancer.  He  is  a 
popular  speaker  at  elementary  schools,  where  he  talks  to  children  about 
drugs,  smoking,  and  many  of  the  topics  addressed  in  the  new  book.  He  will 
accompany  Alliance  members  to  promote  the  Little  People’s  Guide,  making 
media  appearances,  doing  readings,  and  autographing  books. 

The  book  is  scheduled  for  completion  in  February,  in  time  for  spring  com- 
munity health  fairs  sponsored  by  county  medical  alliances  and  medical  soci- 
eties. Mr  Romain  is  expected  to  be  on  hand  at  many  of  these  fairs  for  readings 
and  autographs.  He  also  will  present  the  book  at  the  TMAA  Diamond  Jubilee 
convention  in  May  when  TMAA  celebrates  its  75th  anniversary. 

Single  copies  will  sell  for  $14  plus  8%  tax  and  $1  postage  and  handling, 
for  a total  of  $16.12.  Quantity  discounts  will  be  available.  For  information, 
contact  TMAA  at  (800)  880-1300,  ext  1328/1329/1331,  or  write  TMA  Al- 
liance, 401  W 15th  St,  Austin,  TX  78701. 


THE 

LITTLE  PEOPLE'S 
GUIDE  TO 
THE  BIG  WORLD 


How  many  doctors 
are  in  your  family? 

WHEN  YOU  DECIDED  TO 
become  a physician,  was  it 
no  big  surprise  given  your 
family’s  tradition  of  producing  doc- 
tors? Do  you  have  enough  physi- 
cians in  your  family  to  start  your 
own  HMO?  If  you  are  a Texas 
physician  with  family  members  who 
also  are  physicians,  Texas  Medicine 
would  like  to  hear  from  you. 

We  plan  an  article  about  medical 
dynasties  and  would  like  to  know 
about  yours. 

Which  family  members  were/are 
physicians?  When  and  where  did 
they  graduate?  In  which  specialties 
are  they  involved?  Would  you  rec- 
ommend medicine  as  a profession  to 
your  children  or  have  the  stresses  of 
practicing  medicine  in  the  LInited 
States  become  too  high? 

If  you’d  like  to  be  considered  for 
the  article  or  know  someone  who 
should  be,  please  contact  managing 
editor  Kathryn  Trombatore  at  (800) 
880-1300  or  (512)  370-1380.  Better 
yet,  write  down  the  information  and 
fax  it  to  her  at  (512)  370-1632  or 
mail  it  to  Texas  Medicine , 401  W 
15th  St,  Austin,  TX  78701.  ★ 
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You  Practice  Medicine 

Well  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best  . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


— — — 


Kelsey-Seybold  Clinic,  P.A. 

Al  Czerwinski,  M.D.  - Medical  Director 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 


Photograph  by  Jim  Lincoln. 
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R.  Maurice  Hood,  MD 

“Doing  a little  good  ...  for  a little  while” 

By  Barbara  Langham!' 

• • • 

“The  place  God  calls  you  to  is  the  place 
where  your  deep  gladness  meets  the 
world’s  deep  hunger.” 

— Richard  Boles, 

How  to  Find  Your  Mission  in  Life , 1991. 


R Mali  rice  Hood,  MD, 
has  found  “the  world’s  deep 
H hunger”  in  several  places: 
the  operating  table,  burning  build- 
ings, a New  York  medical  school 
campus,  and  the  Nigerian  jungle. 

Whether  his  accomplishments 
represent  a “deep  gladness”  is  hard 
to  tell.  Says  a former  associate, 
“Someone  asked  me  once  if  Dr 
Hood  was  ever  happy,  and  I said, 
’Dr  Hood  never  has  been  happy,  and 
he  never  will  be  happy.’” 
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A solemn,  unsmiling  man.  Dr 
Hood  has  always  steered  his  own 
course.  “I  don’t  compromise  well, 
I’ve  never  had  time  for  meetings, 
and  I don’t  always  agree  with  the 
positions  of  the  AMA.” 

His  “maverick”  roots  go  back  to 
Protestant  Irish  ancestors  and  an 
austere  childhood.  He  grew  up  in 
Lubbock,  a town  of  15,000  at  the 
edge  of  the  Dust  Bowl,  which  meant 
that  he  never  saw  a tree  or  hill  until 
well  into  his  boyhood  on  a brief  trip 
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to  New  Mexico.  At  home,  he  was  an 
only  child,  and  his  mother  was 
“overprotective. ” He  recalls:  “I 
didn’t  get  to  do  much  of  what  other 
children  did.”  Just  before  he  started 
to  school,  the  Depression  hit. 

Attracted  to  medicine  through  a 
Boy  Scout  first-aid  program,  he 
wondered  how,  as  a fireman’s  son, 
he  could  ever  afford  medical  school. 
Then  World  War  II  and  the  Korean 
War  intervened.  The  Navy  financed 
his  training  at  Southwestern  Medical 
School  in  Dallas  and  provided  a se- 
ries of  surgical  residencies  at  San 
Diego,  Guam,  and  Oakland  naval 
hospitals,  culminated  by  a fellow- 
ship in  thoracic  and  cardiovascular 
surgery  at  the  University  of  Michi- 
gan School  of  Medicine. 

‘Any  patient,  any  time’ 

Facing  an  unwanted  overseas  assign- 
ment, Dr  Hood  resigned  from  the 
Navy  Medical  Corps  in  195  8 to 
start  private  practice.  By  that  time 
he  had  a wife  — a nurse  whom  he 
had  met  as  a senior  medical  student 
— and  four  children.  He  considered 
Dallas  but  chose  Austin  because  it 
had  no  cardiac  surgeon.  At  first,  he 
spent  2 days  a week  introducing 
himself  to  other  physicians. 

“Within  a month,  I had  all  the 
patients  I wanted,  and  within  a year, 
I had  more  than  I could  handle.” 

That  success  came  not  only 
because  thoracic  and  cardiovascular 
surgery  were  new  to  Austin,  but  also 
because  he  gave  such  emphasis  to 
exacting  postoperative  care,  a hall- 
mark, he  says,  of  graduates  of  the 
University  of  Michigan. 

He  worked  12  to  16  hours  a day, 
treating  patients  from  a 10-county 
area  with  lung  cancer,  pleurisy,  tuber- 


*Ms  Langham  is  an  Austin-based  education 
and  human  resources  writer. 
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culosis,  bronchial  and  esophageal  dis- 
orders, cardiac  problems,  and  trauma. 

In  1960,  Austin  acquired  its  first 
intensive  care  unit  at  the  city-owned 
Brackenridge  Hospital.  Within  a 
year,  Dr  Hood  led  a 12-member 
team  that  performed  the  city’s  first 
open-heart  surgery. 

As  his  patient  load  grew,  Dr  Hood 
invited  other  surgeons  to 
join  him  — first  Jim 
H.  Calhoon,  MD,  then 
Homer  S.  Arnold,  MD, 
followed  by  Thomas  Kirk- 
sey,  MD,  Robert  Tate, 

MD,  and  Gerald  Baugh, 

MD.  The  group  had 
grown  to  six  members 
when  Hood  left  in  1980. 

At  the  outset,  he  made 
his  patient-centered  phi- 
losophy clear:  “We  would 
see  any  patient,  any  time, 

7 days  a week.” 

That  meant  frequent 
midnight  hospital  rounds 
as  well  as  complete  disre- 
gard for  a patient’s  ability 
to  pay.  At  least  25%  to 
30%  of  his  practice  con- 
sisted of  nonpaying  pa- 
tients, and  he  did  not  overcharge  oth- 
er patients  to  make  up  for  the  loss. 

“I  don’t  think  any  of  us  suffered 
materially,”  Dr  Hood  says. 

Fire  and  smoke  in  his  blood 

“He  has  to  be  busy  24  hours  a day, 
and  he’s  an  incurable  insomniac,” 
says  longtime  associate  Jim  Cal- 
hoon, MD.  “I’d  be  operating  at  2 
am  and  look  up,  and  there  he’d  be.” 

Besides  medicine,  Dr  Hood  ad- 
mits to  another  obsession  — chasing 
fires.  He  monitors  the  fire  depart- 
ment radio  frequency  on  two-way 
radios  at  his  bedside  and  in  his  car. 
For  years,  on  hearing  a dispatch,  he 
donned  fire  helmet,  coat,  pants,  and 
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boots  and  drove  to  the  blaze,  ready 
to  assist  burn  victims  and  injured 
firefighters.  Sometimes  he  grabbed 
onto  a hose  and  swashed  flames. 

He  views  his  compulsion  matter- 
of-factly:  “My  father  worked  shifts 
that  were  72  hours  on,  24  hours 
off.  If  I wanted  to  see  him,  I had  to 
go  to  the  fire  station.”  He  insists 
that  he’s  merely  one 
of  thousands  of  “fire 
buffs”  whose  adrenalin 
starts  pumping  at  the 
sound  of  a fire  bell:  “It’s 
infectious.” 

In  the  1960s,  before 
the  creation  of  Emer- 
gency Medical  Service 
units,  firefighters  re- 
sponded to  many  emer- 
gencies. Consequently, 
Dr  Hood  helped  with 
drownings,  heart  at- 
tacks, and  car  wreck  in- 
juries. Since  firefighters 
knew  only  Red  Cross 
first  aid,  he  used  Mon- 
day nights  — his  nights 
“off”  — over  3 years  to 
teach  them  cardiopul- 
monary resuscitation. 
Later  when  the  city  contracted  for 
ambulance  service,  Dr  Hood  do- 
nated his  time  training  the  medical 
technicians.  As  one  of  the  state’s 
first  paramedic  trainers,  he  re- 
ceived a commendation  letter  from 
then-Governor  Preston  Smith. 

His  efforts  have  endeared  him  to 
Austin’s  firefighters.  They  not  only 
named  him  an  honorary  fire  chief  in 
1970  but  also  helped  nominate  him 
for  Austin’s  Most  Worthy  Citizen 
Award,  which  he  won  in  1976. 

“We  have  responded  to  many 
emergency  calls  to  find  Dr  Hood  ei- 
ther already  on  the  scene  or  on  the 
way,”  wrote  the  firefighters  of  Unit 
216,  A Shift,  in  their  nomination  let- 
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ter.  “There  is  no  way  for  the  people 
of  Austin  to  know  how  many  lives 
this  man  has  saved.” 

Ministering  to  body  and  soul 

In  the  early  1970s,  Dr  Hood  learned 
about  an  opportunity  to  serve  as  a 
medical  missionary  from  a fellow 
churchman  and  surgeon,  Henry  Far- 
rar, MD,  who  had  founded  the  Nige- 
rian Christian  Hospital  some  years 
earlier.  Motivated  by  a deep  religious 
faith,  Dr  Hood  has  served  14  tours, 
ranging  from  1 to  6 months,  from 
1972  to  1990;  his  wife  accompanied 
him  on  12  of  the  tours. 

“Christ  did  not  try  to  separate 
man’s  body  from  his  spirit,  and  nei- 
ther should  we,”  he  writes  in  a book 
about  his  experiences. 

In  Nigeria,  like  many  Third  World 
countries,  native  peoples  suffer  from 
malnutrition,  malaria,  hookworm, 
viral  hepatitis,  dysentery,  and  other 
“obsolete”  diseases.  The  country  has 
only  one  physician  per  40,000  popu- 
lation; drugs  and  medical  supplies 
cost  three  times  as  much  as  they  do 
in  the  United  States. 

Arriving  for  his  first  tour.  Dr  Hood 
reacted  with  shock.  The  operating 
room  had  two  wooden  tables,  a con- 
crete floor,  a battery-powered  lamp, 
and  a ceiling  fan.  Drapes  consisted  of 
four  towels  and  a thin  sheet  with  a 
hole  in  the  center.  Nitrous  oxide  and 
Pentothal  were  available  as  general 
anesthetics,  but  most  surgeries  used 
spinal  anesthesia.  An  instrument  set 
consisted  of  14  worn  tools,  sterilized 
in  an  ordinary  oven  or  a small  auto- 
clave “that  was  nothing  more  than  a 
10-quart  pressure  cooker.”  There  was 
no  x-ray  machine. 

The  75-bed  hospital,  which 
grew  to  100  beds  by  the  late  1980s, 
generally  had  only  one  physician. 
The  staff  consisted  of  one  or  two 
registered  nurses,  usually  medical 
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“WE  HAVE 
RESPONDED 
TO  MANY 
EMERGENCY 
CALLS  TO  FIND 
DR  HOOD 
EITHER 
ALREADY 
ON  THE 
SCENE  OR 
ON  THE  WAY.” 


missionaries,  10  native  women 
who  worked  as  assistant  nurses, 
and  a handful  of  native  men  who 
served  as  operating  room  assistants 
and  laboratory  technicians. 

Since  Dr  H ood  was  the  only 
physician,  specialization  mattered 
little.  A typical  day  started  at  8 am 
with  a 15-minute  devotional,  fol- 
lowed by  rounds.  About  9:30,  Dr 
Hood  began  the  first  of  four  or  five 
surgical  procedures,  typically  her- 
nias, bowel  obstructions,  tumors, 
and  caesarean  sections.  At  noon,  he 
stopped  for  a sandwich  and  then  re- 
sumed in  the  95°  heat,  usually  run- 
ning out  of  sterilized  supplies  by 
midafternoon.  He  saw  outpatients 
and  handled  emergencies  until  sup- 
per, made  rounds  again,  and  finished 
about  9 pm.  Once  or  twice  during 
the  night,  he  was  awakened  to  han- 
dle another  emergency. 

“Your  work  load  is  determined 
by  your  energy,”  he  says.  During 
one  6-month  stint  in  1980,  he  lost 
35  pounds  from  an  already  lean 
frame.  On  later  tours,  he  brought  a 
half-dozen  senior  medical  students 
and  residents  to  help,  but  the  endless 
patients,  the  primitive  facilities,  and 
the  clash  of  cultures  drained  him 
physically  and  emotionally.  He  left 
his  last  tour  seriously  ill.  “I  thought 
I was  indestructible,  but  I found  out 
I wasn’t.” 

Hounding  young  residents 

Wanting  to  teach,  write,  and  have 
more  time  for  missionary  service, 
Dr  Hood  joined  the  New  York  Uni- 
versity School  of  Medicine  in  1981. 
He  plunged  into  writing  a text- 
book, Techniques  in  General  Tho- 
racic Surgery , and  coauthoring  two 
volumes,  Surgical  Diseases  of  the 
Pleura  and  Chest  Wall  and  Tho- 
racic Trauma , as  well  as  chapters 
for  other  books. 
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On  the  staff  at  three  hospitals  — 
University  Hospital,  Manhattan  VA 
Hospital,  and  Bellevue  Hospital 
Center,  he  hounded  young  residents 
about  putting  patients’  needs  before 
their  own.  He  recalls  one  resident 
who  failed  to  follow  up  with  a pa- 
tient’s loved  ones  after  an  operation: 
“I  found  him,  chewed  him  out,  and 
made  him  apologize  to  the  family.” 

Dr  Hood  worries  about  the 
growing  influence  of  technology  on 
medical  school  graduates:  “They 
practice  with  a computer,  not  a 
stethoscope,”  he  says.  And  while  he 
has  met  many  capable  and  selfless 
young  physicians,  he  senses  a wan- 
ing of  compassion.  “We  should  be 
dedicated  to  caring  for  sick  people, 
instead  of  getting  a lifestyle.” 

Today  at  age  68,  he  has  retired 
with  his  wife,  Jonnie,  to  their  mod- 
est Austin  home.  He  still  chases  fires, 
teaches  Bible  class  at  Highland  Vil- 
lage Church  of  Christ,  and  enjoys 
his  grown  children  and  10  grand- 
children. (Having  raised  four 
healthy,  productive  children,  is  “an 
accomplishment  more  important  to 
me  than  any  of  these  other  things,” 
he  says.)  Characteristically,  however, 
he  is  not  completely  content  with 
life.  He  longs  to  return  to  Nigeria, 
except  that  the  country’s  political 
turmoil  makes  it  impossible  for  any- 
one to  obtain  a visa. 

Why  go  back?  Why  exchange  a 
life  of  comfort  to  struggle  against 
enormous  odds,  knowing  that  you 
will  never  make  a dent  in  one  coun- 
try’s health  problems?  “You  don’t 
think  about  the  country  — you 
think  about  the  individual,”  he  re- 
sponds. He  quotes  Dr  Farrar,  his  col- 
league in  Africa,  who  said:  “You  do 
a little  good  for  a few  people  for  a 
little  while.”  ★ 
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TIMBERLAWN 

An  independent  mental  health  system 


232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • Outpatient  Clinics 
24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 


ESTABLISHED  IN  1917 


HOSPITAL  SERVICES 

Treatment  of 

Children,  Adolescents,  Adults 
Short-term  Acute  Care 
Long-term  Care 

SUBSTANCE 

ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
Aftercare  Monitoring 

PROFESSIONAL 
EDUCATION  PROGRAMS 
Residency  Training  Programs 
Child  Training  Residency 
Substance  Abuse  Fellowship 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Medication  Management 
Individual  and  Group 
Psychotherapy 

Family  Assessment  and  Therapy 
Substance  Abuse  Counseling 

PARTIAL  HOSPITALIZATION 
PROGRAMS 

Day  Hospital 

Children  - Adolescents  - Adults 
Medication  Supervision 
Aftercare  Programs 

RESIDENTIAL  SERVICES 

Adolescent  Residential 
Treatment  Program 
Substance  Abuse  Residential  Program 

ACCEL 

Unique  Treatment  Program  for  High 
Functioning  Men  and  Women 


For  your  patients' convenience,  evaluations 
may  be  done  at  any  of  our  four  locations: 
the  main  hospital  campus  in  Dallas, 
the  Timberlawn  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center,  or 
the  Timberlaum  DeSoto /Duncanville  Center. 


Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 
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Don’t  throw  caution  to  the  wind. 
Instead,  throw  a little  light  on 
the  subject  . . . 


TMLT  has  been  protecting  Texas  physi- 
cians and  their  practices  since  1979.  We 
take  pride  in  the  high  level  of  products 
and  services  we  offer.  From  tailor-made 
risk  management  programs  to  help  yon 
reduce  the  chance  of  a lawsuit  to  our 
outstanding  claims  service  should  it  be 
needed,  TMLT  has  your  best  interest 
in  mind.  Before  you  select  a medical 
liability  carrier,  talk  to  us. 


Over  the  years,  we  have  grown 
steadily  in  strength  and  numbers 
through  sound  business  management  and 
by  being  responsive  to  what  you,  the  Texas 
physician,  want  and  need  in  medical  liabil- 
ity protection.  Come  grow  with  us. 


Choosing  a medical  liability  company  to 
protect  your  practice  is  serious  business. 
The  more  you  know,  the  better  you  will 
feel  about  the  choice  you  make. 


Master  Group  Policy 

Claims-made  & Occurrence 
Policies 


Occurrence  Plus 
Loss  Prevention  Programs 


Questions?  Let’s  Talk. 

Call  us  at  800-580-8658  or 
512-454-6781,  ext.  3026  or  3011. 


myrn 

Texas  Medical  Liability  Trust 

“The  only  health  care  liability  claim  trust  created 
and  endorsed  by  Texas  Medical  Association” 


Discount  Opportunities 


Endorsed  by  the 

Texas  Academy  of  Family  Physicians 


P.O.  Box  14746  • Austin,  Texas  • 78761-4746 
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NEWSMAKERS 


Louis  S.  Binder,  MD,  assistant  dean  for 
medical  education  at  the  Texas  Tech 
University  Regional  Academic 
Health  Center  at  El  Paso,  is  presi- 
dent-elect of  the  Society  for  Aca- 
demic Emergency  Medicine.  Dr 
Binder  is  an  associate  professor  of 
emergency  medicine  at  Texas  Tech 
in  El  Paso  and  serves  as  an  examiner 
for  the  American  Board  of  Emergen- 
cy Medicine. 

Psychiatrist  Jack  W.  Bonner  III,  MD,  was 

elected  the  1992-1993  president  of 
the  Southern  Psychiatric  Association. 
Dr  Bonner,  medical  director  of  The 
Oaks  Treatment  Center  in  Austin, 
also  has  been  appointed  to  a 3-year 
term  on  the  editorial  board  of  the 
Southern  Medical  Journal. 

Dallas  preventive  medicine  practi- 
tioner Kenneth  Cooper,  MD,  was 

named  one  of  the  10  Healthy  Ameri- 
can Fitness  Leaders  (HAFL)  for 
1992  for  his  efforts  in  promoting 
physical  fitness  and  health  aware- 
ness in  America.  Sponsored  by  All- 
state Life  Insurance,  the  HAFL  pro- 
gram is  administered  by  The  US 
Junior  Chamber  of  Commerce  and 
conducted  in  cooperation  with  the 
President’s  Council  on  Physical  Fit- 
ness and  Sports. 

The  Texas  Society  for  Gastroenterol- 
ogy and  Endoscopy  has  elected  Robert 
E.  Davis,  MD,  Houston,  president  of 
the  organization.  Other  officers  in- 
clude Harry  Sarles,  Jr,  MD,  Dallas,  vice- 
president;  Houstonian  Frank  L.  Lanza, 
MD,  secretary;  and  Delbert  Chumley, 
MD,  San  Antonio,  treasurer. 

Diana  L.  Fite,  MD,  emergency  medicine 
specialist,  has  been  elected  to  the 


Houston  Area  Women’s  Center 
board  of  directors. 

Martin  Grabois,  MD,  professor  and  de- 
partment chairman  of  physical 
medicine  and  rehabilitation  at  Bay- 
lor College  of  Medicine,  was  ap- 
pointed chairman  of  the  Seventh 
World  Congress  of  the  International 
Rehabilitation  Medicine  Association 
Organizing  Committee. 

Jordan  U.  Gutterman,  MD,  internist  and 
chairman  of  clinical  immunology  and 
biological  therapy  at  The  University 
of  Texas  M.D.  Anderson  Cancer  Cen- 
ter, received  the  Milstein  Award  from 
the  International  Society  for  Interfer- 
on Research.  Dr  Gutterman  was  hon- 
ored for  his  efforts  in  demonstrating 
that  interferon  is  effective  against  sev- 
eral forms  of  cancer. 

Isabel  V.  Hoverman,  MD,  Austin,  was 
elected  to  serve  a 3-year  term  as  a 
trustee  of  the  American  Society  of 
Internal  Medicine. 


Isabel  Hoverman,  MD 


Dallas  nephrologist  Alan  R.  Hull,  MD, 
president  of  the  American  Society  of 
Transplant  Physicians  and  president- 
elect of  the  National  Kidney  Foun- 
dation, was  honored  with  the  cre- 
ation of  the  Alan  R.  Hull  Chair  of 


Transplant  Medicine  at  Baylor  Uni- 
versity Medical  Center.  Dr  Hull  is  a 
clinical  professor  of  internal 
medicine  at  The  University  of  Texas 
Southwestern  Medical  School. 

Nephrologist  Neil  A.  Kurtzman,  MD, 

was  elected  president  of  the  National 
Kidney  Foundation.  Dr  Kurtzman  is 
chairman  of  the  department  of  inter- 
nal medicine  at  Texas  Tech  Universi- 
ty School  of  Medicine  in  Lubbock. 

John  L.  Montgomery,  MD,  radiologist, 
has  been  named  president  of  the 
Scott  and  White  Clinic  in  Temple. 


John  L.  Montgomery,  MD 


The  National  Council,  Boy  Scouts  of 
America,  presented  the  Distin- 
guished Eagle  Scout  Award  to  re- 
tired Abilene  radiologist  Wayne 
Ramsey,  MD. 

San  Antonio  pediatrician  Ricardo  Rio- 
jas,  MD,  received  the  1992  St  Luke 
Patron  Saint  of  Physicians  Award 
from  the  San  Antonio  Catholic 
Physicians’  Guild  for  his  contribu- 
tions to  the  medical  community  and 
his  work  with  the  church. 

The  Texas  Society  of  Internal 
Medicine  installed  A.  Bryan  Spires, 
MD,  Austin,  as  its  1993  president 
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and  voted  Harlingen  nephrologist 

Joseph  C.  Dougherty,  MD,  president- 
elect. Newly  elected  hoard  members 
include  Carlos  Hamilton,  Jr,  MD,  Hous- 
ton; Albert  F.  Hendler,  MD,  Dallas;  and 
Robert  Lin  Cash,  Jr,  MD,  Fort  Worth. 

Nationally  recognized  children's 
cancer  specialist  Jan  van  Eys,  MD,  has 
been  appointed  to  the  David  R.  Park 
Professorship  in  Pediatric  Medicine 
at  The  University  of  Texas  Medical 
School  at  Houston.  Dr  van  Eys  is 
professor  and  chairman  of  the  pedi- 
atrics department  at  the  school,  pe- 
diatrician-in-chief at  Hermann 
Children’s  Hospital,  and  physician- 
in-chief,  pediatrics,  at  Lyndon  B. 
Johnson  General  Hospital. 

James  T.  Willerson,  MD,  chairman  of 
internal  medicine  at  The  University 
of  Texas  Medical  School  at  Hous- 
ton, has  been  appointed  editor  of 
the  American  Heart  Association’s 
journal,  Circulation , and  will  begin 
a 5-year  term  in  mid-1993.  Dr 
Willerson  is  director  of  cardiology 
research  programs  and  codirector 
for  the  Cullen  Cardiovascular  Re- 
search Laboratories  at  St  Luke’s 
Episcopal  Hospital/Texas  Heart  In- 
stitute and  chief  of  medical  services 
at  Hermann  Hospital  and  Lyndon  B. 
Johnson  General  Hospital. 

Dr  Willerson  also  has  been  ap- 
pointed to  a 19-member  multidisci- 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member ; election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization ; or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701. 


plinary  panel  to  develop  guidelines 
for  the  diagnosis  and  management  of 
unstable  angina.  This  project  is  fund- 
ed by  the  Agency  for  Health  Care 
Policy  and  Research  and  the  Nation- 
al Heart,  Lung,  and  Blood  Institute. 

DEATHS 


Gray  E.  Carpenter,  MD,  74;  El  Paso; 
Columbia  University,  1943;  died 
October  23,  1992. 

James  Byars  Carter,  MD,  58;  Austin; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1959;  died 
November  3,  1992. 

E.  Stanley  Crawford,  MD,  70;  Houston; 
Harvard  Medical  School,  1946;  died 
October  27,  1992. 

J.  Elbert  Loveless,  MD,  81;  Lubbock; 
Baylor  College  of  Medicine-Dallas, 
1940;  died  October  16,  1992. 

Daniel  0.  Montalvo,  MD,  33;  The 

Woodlands;  Stanford  University 
Medical  School,  1986;  died  October 
2,  1992. 

Albert  Dixon  Pattillo,  MD,  84;  Denton; 
Baylor  College  of  Medicine-Dallas, 
1933;  died  October  16,  1992. 

Harvey  C.  Slocum,  MD,  83;  San  Anto- 
nio; University  of  Buffalo  Medical 
School,  1932;  died  October,  1992. 

James  Harbert  Wooten,  Jr,  MD,  80; 

Columbus;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1938; 
died  October  6,  1992. 
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We’d  like  to  think  the  more  you 
know,  the  better  your  patient  care. 
That’s  why  TMA  offers  you  Annual 
Session.  An  opportunity  for  further 
learning.  And  better  patient  care. 

Four  days  of  accredited  CME 

* 

Nationally  recognized  speakers 

❖ 

Network  with  colleagues 

IN  ALL  SPECIALTIES 

❖ 

Social  and  sports  events  for  you 

AND  THE  FAMILY 

4* 

Speak  out  in  House  of  Delegates 

REFERENCE  COMMITTEES 

4* 

Visit  our  new  CME  Resource 
Center  and  earn  credit 

Learn,  network,  speak  out 
and  have  fun.  All  in  one  place. 

FREE  general  registration 
for  members 
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Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin 


Total  C 


Triglycerides 


Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


'Each  arrow  represents  a range  of  means  derived  from  a single  placebo-controlled 
study  that  included  55  patients  treated  with  pravastatin. 


PRAVACHOL'9  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ila  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

Reference:  1.  Jones  PH,  el  al.  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia:  a 
dose-response  study.  Clin  Cardiol.  1991;14:146-151 . 


Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  page. 


Bristol-Myers  Squibb  Company 


PRAUACHOL  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  elevations  in  lixrer  function  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lowering  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development 
(including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  administered  to  pregnant  women.  Therefore,  HMG-CoA  reductase  inhibitors  are  contrain- 
dicated during  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discon- 
tinued and  the  patient  appnsed  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lcwering  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U S.  over  an  average  penod  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  levels  usually  fell  slowly  to  pretreatment  levels.  These  biochemical  findings  are 
usually  asymptomatic  although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain 
may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowenng  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e  g., 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  ntervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  amrotransferase  elevations  following  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy 

Active  liver  disease  or  unexplained  transamriase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
COfTlT^INDICATONS).  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism). 
Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphoknase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patents  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  m clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  tnal  of  limited  size  rvolving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin 

Homozygous  Familial  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Flenal  Insufficiency  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a-hydroxy  isomeric  metabolite  (SQ  31,906).  A small  increase  was  seen  in  mean  AUC 
values  and  half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31 ,945).  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who 
are  receiving  pravastatin  should  be  closely  monitored. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs,  Gemfibrozil,  Niacn  (Nicotnic  Acid),  Erythromycin  See  WARN- 
INGS: Skeletal  Muscle 

Antipyrhe:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e.g.,  phenytoin,  quinidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Cholestyramine/ Colestipol:  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin.  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION:  Concomitant  Therapy.) 

Z/arfann  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfarin.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfann-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed. 

Cimetidine:  The  AUC0.i2hr  for  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone.  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxin:  In  a crossover  trial  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for  9 
days,  the  bioavailability  parameters  of  digoxin  were  not  affected.  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 ,906  and  SQ  31 ,945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  unnary  excretion  and  protein  binding  of  pravastatin.  In 
addition,  there  was  a significant  increase  in  AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906. 
Combination  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspirm,  antacids  (1  hour  prior  to  PRAVACHOL),  cimetidine,  nicotnic  acid,  or  probucol, 
no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
administered. 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers,  or  nitroglycerin. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  clinical  trials  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showing  a >50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  r these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any,  of  pravastatr  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazole,  spironolactone, 
cimetidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40 
mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 


A chemically  similar  drug  n this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
nogeniculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day,  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear Wallenan-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  weeks  at 
180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10, 30,  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0.01).  Although  rats  were  gi\ren  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC. 

The  oral  administration  of  10,  30,  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25,  100,  and  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15,  and  33  times  higher  than  the  mean 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Liver  carcinomas  were 
significantly  increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90 
percent  in  males.  The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose 
females.  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose  males 
and  females.  Adenomas  of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high- 
dose  mice  than  in  controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  following 
studies:  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimurium  or  Eschenchia  coli,  a forward 
mutation  assay  n L51 78Y  TK  + / - mouse  lymphoma  cells;  a chromosomal  abeuation  test  in  hamster  cells;  and 
a gene  conversion  assay  using  Saccharomyces  cerevisiae.  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertil- 
ity or  general  reproductive  performance.  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  there 
was  decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium)  was  ob- 
served. Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clinical 
significance  of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS. 

Safety  in  pregnant  women  has  not  been  established.  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter? ).  However,  in  studies  with  another  HMG-CoA  reductase 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice.  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL  (prav- 
astatin sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established.  Hence, 
treatment  in  piatients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS:  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated;  adverse  reactions  have  usually  been  mild  and  transient.  In  4-month  long 
placebo-controlled  trials,  1 .7%  of  pravastatin -treated  piatients  and  1 .2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy;  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-spiecific  gastrointestinal  complaints.  During  clinical  trials  the  overall 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  piatients. 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatin -treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug: 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardicwascular 

Cardiac  Chest  Pain 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  Fain 

5.4 

6.9 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pain 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Fain 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitounnary 

Unnary  Abnormality 

2.4 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhinitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class 

Skeletal:  myopathy,  rhabdomyolysis. 

Neurological:  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve 
palsy. 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  in- 
cluded one  or  more  of  the  following  features:  anaphylaxis,  angioedema,  lupus  erythematous- like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA, 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Sto/ens-Johnson  syndrome. 

Gastrontesthal:  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma;  anorexia,  vomiting. 

Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosinophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal  despite 
continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reduc- 
tase inhibitors. 

Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic aad,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatin  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatin  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis  (with  or 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  in  combi- 
nation with  immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lowenng  doses  of  nicotinic  acid.  Con- 
comitant therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended.  (See 
WARNINGS  Skeletal  MuscSe  and  PRECAUTIONS:  Drug  Snieractiops.) 

CJVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required. 

^ (J4-422A) 
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Medical  Economics 


Texas  Medicine  to  examine  computers  in  medicine 

Microelectronic  technology  has  revolutionized  the  busi- 
ness world  in  the  past  decade,  as  advances  have  put  a small  but  pow- 
erful computer  on  the  desk  of  virtually  every  business  person  in  the 
United  States.  Everyone,  that  is,  except  the  physician. 

Medicine  has  been  cautious  in  its  acceptance  of  computers  in  clinics,  hos- 
pitals, and  physicians’  offices.  While  they  have  seen  limited  use  as  a tool  for 
accounting,  billing,  and  scheduling,  the  medical  jury  is  still  out  on  the  com- 
puter’s effectiveness  in  other  areas,  such  as  medical  records,  consultations, 
biomedical  research,  education,  and  diagnostic  assistance. 

However,  recent  developments  at  the  country’s  academic  and  commercial 
centers,  particularly  in  Texas,  are  poised  to  push  computer  technology  to  cen- 
ter stage  in  medicine.  The  networked  electronic  medical  office  is  just  over  the 
horizon,  researchers  claim. 

What  will  this  explosion  of  high  technology  mean  to  you  in  your  practice? 
In  February,  Texas  Medicine  will  examine  the  state  of  the  art  in  medical  office 
computers  and  take  a look  2,  5,  and  10  years  down  the  road  at  what  practic- 
ing medicine  in  the  future  may  look  like. 


Medicare  incentives 
encourage  physicians  to 
file  electronic  claims 

Before  third-party  payors 
were  invented,  the  economics 
of  medicine  were  fairly  simple: 
a service  was  performed,  and  the  pa- 
tient — if  he  or  she  could  — paid 
the  doctor  then  and  there.  There 
were  no  insurance  forms  and  no  red 
tape,  and  cash  flow  problems 
weren’t  because  insurance  company 
or  Medicare  reimbursement  checks 
failed  to  arrive. 

While  hardly  a return  to  the 
“good  old  days,”  the  modern-day 
use  of  electronic  claims  filing  and 
electronic  direct  reimbursements 
could  bring  medical  payments  full 
circle,  eventually  cutting  the  time  be- 
tween when  a service  is  performed 
and  when  a doctor  gets  paid  to  a 
few  hours  or  days  instead  of  several 
weeks  or  months. 

As  of  January  1,  incentives  are  in 
place  to  encourage  physicians  to  file 
claims  to  Medicare  electronically. 
Advocates  of  electronic  media 
claims  (EMC)  say  the  use  of  a com- 
puter and  modem,  fax  machine,  or 
computer  diskette  speeds  up  the  pro- 
cess, cuts  the  cost,  lowers  the  num- 
ber of  errors,  and  puts  funds  front 
the  claim  in  the  physician’s  bank  ac- 
count much  more  quickly. 

The  EMC  process  is  already  be- 
ing used  in  the  private  sector,  where 
payment  turnaround  has  been  cut 
from  weeks  to  a few  days.  Claims 
are  filed  to  private  insurance  compa- 
nies, usually  through  electronic 
clearinghouses,  who  accept  large 
batches  of  claims  for  several  differ- 
ent insurers  and  distribute  them  to 
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individual  third  parties,  charging 
physicians  a small  per-claim  fee. 
There  is  no  such  fee  for  Medicare, 
Medicaid,  and  private  insurance 
claims  electronically  filed  directly  to 
individual  carriers. 

TMA’s  Committee  on  Electronic 
Claims  met  in  Dallas  November  13 
with  officials  of  Blue  Cross  and  Blue 
Shield  of  Texas  to  learn  more  about 
that  organization’s  electronic  claims 
filing  program,  which  is  the  largest 
in  the  state  and  one  of  the  largest  in 
the  country.  The  committee  is  gath- 
ering information  and  will  make  rec- 
ommendations on  electronic  filing 
systems  to  the  Council  on  Socioeco- 
nomics later  this  year. 

“Electronic  filing  is  not  only  a 
more  efficient  way  to  handle  claims, 
but  is  becoming  the  preferred 
method,”  said  Committee  Chairman 
Robert  Vanzant,  MD,  Houston. 
“Several  health-care  reform  propos- 
als have  talked  about  mandating 
computerized  claims.  We  think  that 
getting  organized  now  can  keep  us 


ahead  of  that  game  and  give  doctors 
some  control  over  the  process.” 

Recent  actions  taken  by  the  fed- 
eral Health  Care  Financing  Adminis- 
tration (HCFA)  are  specifically  de- 
signed to  prod  physicians  to  utilize 
EMC  for  Medicare.  They  include: 

• a measure  extending  the  payment 
turnaround  for  clean  (error-free) 
paper  claims  to  27  days  while 
paying  clean  EMCs  after  the 
standard  14-day  waiting  period; 

•broadening  the  definition  of 
EMC  to  include  claims  sent  by 
fax  machine  and  mailed  in  on 
computer  tape  and  diskettes,  in 
addition  to  material  sent  comput- 
er-to-computer  via  a modem; 

• a system  to  electronically  deposit 
payments  for  such  claims  directly 
into  a physician’s  bank  account, 
rather  than  sending  a printed 
check  through  the  mail;  and 

• a service  that  allows  physicians 
who  file  at  least  90%  of  their 
Medicare  claims  electronically  to 
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Need  a fax  machine? 

TMA  introduces  discount 
buying  plan 

Want  TO  AVOID  the  extra 
waiting  time  and  expense  of 
filing  paper  claims  to  Medi- 
care but  don’t  yet  own  a fax  ma- 
chine? TMA’s  Council  on  Member 
Services  has  negotiated  special  dis- 
count rates  for  TMA  members  on  fax 
machines  and  supplies  through 
Meridian  One  Corporation.  The  pro- 
gram will  offer  Ricoh  and  Panasonic 
fax  machines  and  supplies  at  special 
prices  to  TMA  members  only.  Call 
Meridian  One  at  (800)  289-2776  to 
order  or  for  more  information. 


use  their  computers  to  determine 

the  payment  status  of  those  claims. 

As  part  of  a bill  passed  by 
Congress  last  year,  HCFA  was  in- 
structed to  pay,  after  January  1, 
1993,  an  electronically  filed  Medi- 
care Part  B claim  after  the  mandato- 
ry 14-day  waiting  period,  in  effect 
penalizing  paper  claim  filers  with  an 
additional  13-day  wait  for  their 
money.  Payments  directly  deposited 
in  a physician’s  bank  account  will 
further  cut  the  “lag  time”  between 
when  a claim  is  sent  and  when  funds 
are  received.  Without  the  14-day 
wait  mandated  by  Congress,  clean 
Medicare  EMC  claims  could  theo- 
retically be  paid  within  a few  min- 
utes after  the  carrier  receives  them. 

A loophole  in  the  law  may  tem- 
porarily benefit  those  who  file  paper 
claims.  Current  rules  specify  that 
Medicare  must  pay  interest  on  clean 
claims  held  beyond  17  days  for  par- 
ticipating physicians  and  24  days  for 
nonparticipating  physicians.  Thus, 
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paper  claims  filed  under  the  new  law 
will  automatically  accrue  10  days  of 
interest  for  participating  physicians 
and  3 days  of  interest  for  nonpartici- 
pating doctors. 

But  that  windfall  is  expected  to  be 
very  short-lived.  A congressional  at- 
tempt to  remedy  the  problem  was 
contained  in  a different  bill  passed  in 
the  last  congressional  session,  but  it 
was  vetoed  by  President  Bush  for  un- 
related reasons.  Congress  is  expected 
to  close  the  loophole  early  in  its  next 
session,  which  opens  this  month. 

The  purpose  of  the  new  payment 
regulations  are  to  decrease  the  num- 
ber of  paper  claims  being  filed,  ac- 
cording to  Crawford  Guthrie,  direc- 
tor of  provider  information  for  Blue 
Cross  and  Blue  Shield  of  Texas,  the 
state’s  Medicare  carrier.  The  goal  is 
to  increase  the  rate  of  EMC  to  75% 
by  the  end  of  1993  from  the  current 
rate  of  about  50%,  he  said,  adding 
that  a complete  conversion  to  EMC 
is  expected  by  the  mid-1990s. 

Mr  Guthrie  said  the  capability  to 
fax  claims  was  specifically  designed 
to  benefit  the  small  medical  office 
with  a low  volume  of  Medicare 
claims  or  offices  that  have  not  yet 
computerized  their  operations. 
Claims  for  Medicaid  and  the  various 
Blue  Cross  plans  also  may  be  filed 
electronically  to  Blue  Cross. 

“Almost  every  medical  office  has 
a fax  machine  these  days,”  he  said. 
“Our  fax  capability  will  make  it 
possible  for  those  folks  who  want  to 
get  the  advantages  of  electronic 
filing  to  do  so  without  immediately 
having  to  invest  thousands  of  dollars 
in  computer  hardware  and  software 
first.  You  can  get  a pretty  good  fax 
machine  for  a few  hundred  dollars.” 

He  notes  that  physicians  may  fax  a 
typed  or  computer-generated  copy  of 
the  standard  HCFA-1500  (12-90) 
claim  form  to  Blue  Cross.  For  best  re- 
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suits,  green  HCFA  1500  claim  forms 
are  recommended,  he  said,  though 
HCFA  1500  claims  on  white  paper 
are  also  acceptable.  A physician’s 
office  must  contact  the  Blue  Cross 
provider  automation  department  to 
set  up  a receiving  file  on  their  comput- 
er before  a claim  can  be  faxed.  Several 
“test  run”  faxes  must  be  sent  first  to 
ensure  that  the  process  runs  smoothly 
before  going  “live”  with  filing  claims. 

The  process  is  similar  for  those 
who  wish  to  file  via  computer  mo- 
dem or  on  computer  tape  or  diskette. 
The  proper  file  format  and/or  soft- 
ware must  be  used  on  such  claims. 
Again,  a test  run  is  necessary  before 
“live”  claims  may  be  filed.  Basic  soft- 
ware for  filing  EMC  is  available  free 
through  Blue  Cross,  and  more  exten- 
sive programs  are  available  through 
commercial  vendors. 

In  addition,  physicians  who  file  at 
least  90%  of  their  claims  electroni- 
cally may  use  a new  “Part  B Status 
Inquiry”  computer  system.  This  sys- 
tem (software  is  available  at  no 
charge  to  qualified  physicians)  will 
allow  physician  offices  with  a small 
IBM-compatible  computer  system 
and  a modem  to  determine  the  status 
of  their  assigned  claims  and  whether 
they  have  been  paid  or  denied. 

For  more  information  on  filing 
electronically  for  Medicare,  Medi- 
caid, and  Blue  Cross  claims,  such 
as  what  type  of  computer  equip- 
ment is  needed,  what  forms  should 
be  used,  and/or  what  software  is 
needed,  contact  Blue  Cross  and 
Blue  Shield  of  Texas,  Provider  Au- 
tomation Department,  PO  Box 
655924,  Dallas,  TX  75265-5924, 
or  call  the  provider  automation 
“helpline”  at  (214)  669-5480. 

For  more  information  about 
TMA’s  electronic  claims  initiative, 
contact  Bradley  Reiner  at  (800)  880- 
1300  or  (512)  370-1407. 
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Members  of  the  TMA  House  of  Delegates  express  their  preferences  on  one  of  several  topics  that 
were  too  close  to  call  on  a voice  vote  at  the  Interim  Session  in  November. 


Delegates  back  programs 
to  cut  regulations, 
increase  reimbursements 

Repeal  and/or  modification 
of  the  Clinical  Laboratory 
Improvement  Amendments 
(CLIA)  of  1988  was  the  subject  of 
one  of  the  resolutions  passed  at  the 
interim  session  of  Texas  Medical  As- 
sociation’s House  of  Delegates  in 
Austin  on  November  21. 

Delegates  heard  testimony  that 
the  CLIA  regulations  may  force 
many  physicians  to  either  stop  per- 
forming many  simple,  basic,  and  nec- 
essary tests  for  their  patients  or  face 
the  high,  and  occasionally  pro- 
hibitive, costs  of  complying  with  the 
regulations.  Physicians  noted  that  the 
potential  fines  for  noncompliance 
with  the  regulations  could  bankrupt 
a small  practice  in  some  cases. 

The  resolution  passed  by  the  dele- 
gates was  formed  from  similar  reso- 
lutions submitted  by  both  the  El  Paso 
and  Harris  county  medical  societies. 

Though  the  resolution  calls  for 
TMA  to  work  with  the  AMA  and  the 
Texas  congressional  delegation  to  re- 
peal the  complicated  regulatory  pro- 
gram, it  also  specifies,  barring  the 
outright  dismantling  of  CLIA,  that: 

• physicians’  offices  and  ambu- 
lances not  be  considered  clinical 
labs  for  the  purposes  of  the  act; 

• TMA  and  the  AMA  develop  a 
public  education  program  to  ex- 
plain the  adverse  affect  CLIA  has 
on  patient  care;  and 
• while  CLIA  remains  in  effect, 
TMA  and  the  AMA  work 
through  regulatory,  judicial,  and 
legislative  channels  for  changes  in 
or  elimination  of  rules  that  harm 
patient  care. 
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Physicians  testifying  for  the  anti- 
CLIA  resolution  noted  that  CLIA 
provided  little,  if  any,  mechanism  to 
improve  laboratory  tests  and  that 
the  government’s  own  analysis  of 
CLIA  stated  that  the  regulations  will 
produce  no  tangible  benefits. 

The  resolution  was  scheduled  to  be 
presented  to  the  AMA  House  of  Dele- 
gates interim  meeting  in  December. 

In  other  action,  the  delegates: 

• Approved  resolutions  from  the 
El  Paso  and  Taylor-Jones- 
Haskell  county  medical  societies 
calling  for  TMA  to  seek  to  bring 
Blue  Cross  and  Blue  Shield  of 
Texas’  ParPlan  under  provisions 
of  House  Bill  2 requiring  insur- 
ance companies  in  Texas  to  hon- 
or assigned  claims  from  physi- 
cians. Blue  Cross  sought  and 
received  an  exemption  from  that 
provision  of  HB  2 during  the 
1991  Texas  Legislature.  Physi- 
cians testifying  for  the  resolution 
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stated  that  participating  physi- 
cians are  paid  directly  and  non- 
participating physicians  must 
collect  from  their  ParPlan  pa- 
tients, saying  it  was  an  unfair 
plan  to  assure  physician  partici- 
pation. The  resolutions  were  ap- 
proved and  referred  to  the 
Councils  on  Legislation  and 
Socioeconomics. 

• Passed  a measure  from  the  report 
of  the  Physician-Patient  Advoca- 
cy Committee  for  TMA  to  seek 
regulations  requiring  physicians 
making  decisions  on  utilization 
review,  precertification,  and 
concurrent  review  to  be  licensed 
to  practice  medicine  in  the  state 
of  Texas,  and  that  utilization  re- 
view be  considered  the  practice 
of  medicine  and  subject  to  the  re- 
quirements of  the  Medical  Prac- 
tice Act. 

• Reviewed  and  amended  a 1986 
TMA  policy  statement  on  second 
surgical  opinion  programs,  re- 
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taining  most  of  the  language 
from  the  original  policy,  but 
adding  the  phrase,  “The  Texas 
Medical  Association  agrees  that 
the  concept  of  second  surgical 
opinions  is  not  cost  effective.” 

• Approved  a report  from  the 
Council  on  Socioeconomics  re- 
garding several  proposals  con- 
taining principles  on  which  na- 
tional health  care  reform  should 
he  based.  The  report,  which 
heavily  amended  an  earlier  reso- 
lution that  proposed  several 
specific  measures,  instead  out- 
lines broad  concepts  and  princi- 
ples that  should  receive  particu- 
lar weight  in  TMA  evaluation  of 
any  proposal  for  reform.  High- 
lights of  the  report  include  pro- 
visions for  health  insurance  tax 
credits;  freedom  of  choice  of 
health  insurance  coverage;  tax 
credits  for  deposits  in  Medisave 
(IRA-type)  accounts;  allowing 
private  insurers  to  repackage 
Medicare  benefits  to  meet  differ- 
ent individuals’  needs;  allowing 
Medicaid  patients  to  supplement 
benefits  with  their  own  funds  to 
purchase  additional  medical  ser- 
vices; and  allowing  patients  to 
avoid  the  tort  system  through 
voluntary  contracts. 

• Approved  a resolution  from  the 
Bexar  County  Medical  Society 
calling  for  the  repeal  of  Medi- 
care limiting  charges,  noting  that 
such  charges  set  an  unreasonably 
low  compensation  for  the  ser- 
vices of  Medicare  nonparticipat- 
ing physicians. 


Medicare  splits  RBRVS 
into  surgical,  nonsurgical 
pay  schedules  for  1993 

On  January  1,  Medicare 
entered  the  second  year  of  its 
5-year  conversion  to  a Re- 
source-Based Relative  Value  Scale 
(RBRVS)  payment  system.  As  with 
1992,  this  year  brings  several 
changes  in  the  program,  most  no- 
tably the  advent  of  separate  conver- 
sion factors  for  surgical  and  nonsur- 
gical services. 

The  conversion  factor  (CF)  is  a 
dollar  figure  used  by  the  Health 
Care  Financing  Administration 
(HCFA)  based  on  the  amount  of 
available  funds  to  determine  the 
final  payment  for  each  Medicare 
procedure.  The  RBRVS  system  de- 
termines the  relative  value  of  each 
procedure  by  accounting  for  the 
physician’s  work,  office  overhead 
costs,  and  malpractice  costs,  adjust- 
ing each  for  geographic  cost  differ- 
ences. The  sum  of  the  relative  values 
for  each  procedure  is  multiplied  by 
the  CF  to  determine  the  payment. 

A single  CF  for  all  procedures,  set 
at  $31,001,  was  used  in  1992.  In 
1993,  the  CF  is  set  at  $31.96  for 
surgical  services,  a 3.1%  increase, 
and  $31.25  for  nonsurgical  services, 
a 0.8%  increase. 

Since  Medicare  is  still  converting 
to  the  RBRVS  system,  physicians 
should  consult  their  individual  dis- 
closure report  sent  by  HCFA  in  late 
November  for  their  exact  level  of  re- 
imbursement for  1993.  More  than 
900  procedure  codes  have  been  up- 
dated for  1993,  so  physicians  are  ad- 
vised to  examine  the  disclosure  re- 
port carefully. 

Also  new  for  Medicare  in  1993 
are  more  than  1,000  changes  in  CPT 
codes.  Physicians  should  obtain  a 
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copy  of  Current  Procedural  Termi- 
nology (1993)  from  the  AMA  or 
other  medical  supply  source  to  be 
sure  of  having  the  latest  information 
on  billing  codes. 

Beginning  in  1993,  Medicare  also 
is  required  to  notify  beneficiaries 
when  a physician  exceeds  the  limit- 
ing charge.  Physicians  are  advised  to 
monitor  their  patient  charges  and 
quickly  correct  any  errors.  In  addi- 
tion, balance  billing  limits  were  low- 
ered in  1993  to  115%  of  the  non- 
participating allowable. 

If  you  have  specific  questions 
about  Medicare’s  1993  rules  and 
regulations,  contact  either  Pat  Cof- 
fey or  Bradley  Reiner  in  TMA’s 
health-care  financing  department  at 
(800)  880-1300  or  (512)  370-1407. 

You  may  wish  to  attend  a Mini- 
Medicare  Consultation  Session,  in 
which  TMA  staff  work  one-on-one 
with  physicians  and  their  office  staff 
to  help  clear  up  problems  with  Medi- 
care hilling.  Check  with  your  county 
medical  society  to  see  when  such  a 
seminar  is  planned  for  your  area.  ★ 
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AT  ST.  MICHAEL'S 
NEW  OUTPATIENT  REHAB, 
THERE  ARE  A FEW  THINGS 

OUR  PATIENTS 
WILL  PROBABLY  HAVE 
TO  LEARN  TO  LIVE  WITHOUT. 


As  a part  of  St.  Michael  Hospital’s  commitment  to  provide  the  community  with  the  most  pro- 
gressive medical  services,  we  now  offer  a free-standing  rehabilitation  facility  completely  dedicated 
to  outpatient  treatment. 

Within  this  facility,  we  provide  the  very  best  technology,  equipment  and  care  available  for  work 
injury,  neurological  and  orthopedic  rehabilitation  programs.  For  each  of  these  specialized  programs 
our  objective  is  simple  - to  return  patients  to  their  previous  lifestyle  as  quickly  as  possible.  And  help 
them  leave  any  unnecessary  physical  and  mental  cmtches  behind. 

For  more  information  about  St.  Michael  Outpatient  Rehab,  call  792-6767  locally  or  1-800-753-0455 
toll-free. 


St.  Michael  Rehab 

2223  Morris  Lane  at  Summerhill  Road 
Texarkana,  Texas  75503 
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What  happens  when 
your  patients  records 
are  subpoenaed? 

Donald  P.  Wilcox,  JD 

TMA  General  Counsel 

CJ.  Francisco  III,  JD 

TMA  Assistant  General  Counsel 

PHYSICIANS  HAVE  A FIDUCIARY 
responsibility  to  protect  the 
confidentiality  of  their  pa- 
tients’ medical  records. 

As  a general  rule,  every  person 


has  the  right  to  every  other  person’s 
evidence.  If  a person’s  mental  or 
physical  condition  is  relevant  to  a 
lawsuit,  that  evidence  will  more  than 
likely  be  discoverable  and  admissible 
at  trial.  Although  the  Texas  Rules  of 
Civil  Evidence  provide  for  confiden- 
tiality of  medical  and  mental  health 
records,  those  rules  also  provide  for  a 
number  of  exceptions  to  the  privilege 
of  confidentiality  of  medical  and 
mental  health  records  in  court  or  ad- 
ministrative proceedings. 

In  the  event  a subpoena  is  issued, 
a physician  may  claim  the  privilege 


or  confidentiality  on  behalf  of  his  or 
her  patient  and  may  take  legal  steps 
to  protect  the  confidentiality.  Howev- 
er, this  action  can  be  time-consuming, 
expensive,  and  wearing.  A different 
approach  to  the  release  of  medical 
records  under  subpoena  is  to  contact 
the  patient  or  patient’s  attorney,  noti- 
fy either  one  of  them  of  the  subpoe- 
na, and  allow  the  attorney  to  assert 
or  waive  the  privilege  on  behalf  of 
the  client  in  the  appropriate  court. 
The  privilege  is  for  the  patient’s  pro- 
tection, not  the  physician’s. 

The  Court  of  Criminal  Appeals, 


The  release  of  medical  records  under  subpoena 


• Review  the  subpoena  to  deter- 
mine the  parties  to  the  lawsuit. 
Typically,  a caption  will  identify 
the  plaintiff  and  defendant.  As 
an  example,  if  Mr  Jones  is  suing 
Mr  Smith,  the  caption  would 
read  Jones  v Smith. 

• If  you  are  named  as  a party,  im- 
mediately contact  your  attorney 
and  insurance  carrier.  Your  at- 
torney will  be  the  best  person  to 
advise  you.  The  subpoena  may 
or  may  not  be  the  result  of  a 
medical  professional  liability 
lawsuit.  Although  the  law  re- 
quires written  notice  to  the 
physician  before  instituting  a 
lawsuit,  this  does  not  happen  in 
all  cases.  The  notice  itself  may 
request  records.  In  this  instance, 
immediately  contact  your  medi- 
cal professional  liability  carrier 
so  that  legal  representation  for 
you  may  be  obtained.  The  attor- 
ney provided  for  you  by  your 
carrier  will  advise  you  about  the 


release  of  records. 

• If  you  are  not  the  object  of  the 
lawsuit,  determine  if  the  subpoena 
came  with  a medical  release.  If  a 
medical  release  is  included,  patient 
medical  records  can  be  provided  as 
directed  by  the  medical  release  and 
the  subpoena. 

• If  you  are  not  the  object  of  the 
lawsuit  and  no  medical  release  is 
included,  review  the  records  to  de- 
termine if  the  records  pertain  to 
the  identity,  diagnosis,  prognosis, 
or  treatment  for  drug  or  alcohol 
abuse  in  a program  that  is  con- 
ducted, regulated,  or  assisted  by 
the  federal  government.  If  the  sub- 
poena does  include  these  records, 
then  immediately  contact  your  at- 
torney because  federal  confidential- 
ity laws  may  require  you  to  object 
formally  to  the  subpoena. 

• If  you  are  not  the  object  of  the 
lawsuit,  no  medical  release  is  in- 
cluded, and  the  records  are  not 
covered  by  federal  confidentiality 


laws,  then  determine  if  the  subpoe- 
na includes  a “deposition  upon 
written  questions.”  If  the  subpoe- 
na contains  this  deposition,  you 
may  safely  assume  that  all  parties 
to  the  action  have  been  notified  of 
the  deposition  and  have  had  an 
opportunity  to  object  or  to  seek  to 
quash  the  subpoena.  Therefore,  if 
the  patient  is  a party  and  a “depo- 
sition upon  written  questions”  is 
included  with  the  subpoena,  pa- 
tient medical  records  can  be  pro- 
vided as  directed  by  the  subpoena. 

• If  you  cannot  determine  from  the 
subpoena  that  the  patient’s  medi- 
cal records  can  be  released  or  if 
you  have  some  well-justified  con- 
cern about  releasing  patient 
records  (for  example,  confidential 
information  about  another  person 
who  has  not  consented  to  the  re- 
lease is  in  the  medical  records), 
then  you  may  contact  the  request- 
ing attorney  and  ask  for  a signed 
written  authorization  under  Rule 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the 
Law  and  Public  Health  sections  of  Texas  Medicine. 
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the  court  of  highest  jurisdiction  for 
Texas  criminal  cases,  adopted  rules 
of  criminal  evidence  for  the  conduct 
of  criminal  cases  effective  September 
1,  1986.  These  rules,  published  as 
Texas  Rules  of  Criminal  Evidence, 
abolish  the  physician/patient  privi- 
lege in  criminal  proceedings.  Thus, 
physicians  are  bound  to  honor 
grand  jury  and  trial  court  subpoenas 
for  medical  records  and  testimony, 
and  need  not  obtain  written  consent 
before  complying.  The  law  recog- 
nizes that,  in  many  cases,  patients 
will  be  defendants  and  would  refuse 


166(b)(2)(h),  Texas  Rules  of  Civil 
Procedure.  Rule  166(b)(2)(h) 
states  in  pertinent  part,  that  “any 
party  alleging  physical  or  mental 
injury  and  damages  arising  from 
the  occurrence  which  is  the  subject 
of  the  case  shall  be  required,  upon 
request,  to  produce  or  furnish  an 
authorization  permitting  the  full 
disclosure  of  medical  records  not 
theretofore  furnished  the  (movant) 
and  which  are  reasonably  related 
to  injury  or  damages  asserted.” 
The  attorney  who  represents  a 
party  may  seek  the  medical  re- 
lease, which  can  then  be  forward- 
ed to  the  physician.  Medical 
records  may  then  be  provided  as 
directed  by  the  subpoena. 

• In  circumstances  not  clearly  cov- 
ered above  or  if  you  are  uncer- 
tain about  honoring  a subpoena 
seeking  the  release  of  patient 
medical  records,  contact  your 
private  attorney  for  advice. 

Source:  Texas  Medical  Association  Office  of 
General  Counsel  in  cooperation  with 
Richard  L.  Griffith,  JD,  Cantey  & Hanger, 
Fort  Worth. 


to  consent,  or,  as  in  murder  cases, 
may  be  dead  and  unable  to  consent. 

In  civil  court  or  administrative 
proceedings,  a number  of  exceptions 
to  the  privilege  of  confidentiality 
may  or  may  not  apply.  It  is  not  pos- 
sible for  a physician  to  make  an  ac- 
curate decision  in  every  case  about 
whether  or  not  the  records  are  rele- 
vant to  a particular  issue.  Such  deci- 
sions should  be  made  by  a judge  of  a 
court  of  competent  jurisdiction. 

Therefore,  the  physician  should 
be  cautious  in  releasing  information 
about  a patient  but  should  bear  in 
mind  that  the  rules  of  evidence  and 
the  decisions  of  trial  and  appellate 
courts  have  generally  favored  the  re- 
lease of  information. 

Charging  interest  on 
patient  accounts  has 
legal,  ethical  concerns 

Helene  Alt  Thompson,  JD 

TMA  Associate  Counsel 


SOME  PHYSICIANS  MAY 
find  it  necessary  to  impose  in- 
terest charges  on  overdue  pa- 
tient accounts. 

Since  the  practice  of  medicine  is 
first  and  foremost  dedicated  to  the 
health  and  welfare  of  the  patient, 
ethical  opinions  from  both  the 
Texas  Medical  Association  and 
American  Medical  Association  re- 
quire physicians  to  inform  their  pa- 
tients in  advance  when  such 
charges  will  be  imposed,  even 
where  the  authority  to  charge  in- 
terest without  prior  notice  may  be 
granted  by  Texas  law. 

In  1982,  the  AMA’s  Council  on 
Ethical  and  Judicial  Affairs  adopted 
the  following  statement,  which  is  in- 
cluded as  Section  6.08  of  the  1992 
Current  Opinions  of  the  Council  on 


Ethical  and  Judicial  Affairs  of  the 
American  Medical  Association: 

INTEREST  CHARGES  AND  FI- 
NANCE CHARGES.  Although 
harsh  or  commercial  collection 
practices  are  discouraged  in  the 
practice  of  medicine,  a physician 
who  has  experienced  problems 
with  delinquent  accounts  may 
properly  choose  to  request  that 
payment  be  made  at  the  time  of 
treatment  or  add  interest  or  other 
reasonable  charges  to  delinquent 
accounts.  The  patient  must  be 
notified  in  advance  of  the  interest 
or  other  reasonable  finance  or  ser- 
vice charges  by  such  means  as  the 
posting  of  a notice  in  the  physi- 
cian’s waiting  room,  the  distribu- 
tion of  leaflets  describing  the  office 
billing  practices  and  appropriate 
notations  on  the  billing  statement. 
The  physician  must  comply  with 
state  and  federal  laws  and  regula- 
tions applicable  to  the  imposition 
of  such  charges.  The  Council  on 
Ethical  and  Judicial  Affairs  en- 
courages physicians  who  choose  to 
add  an  interest  or  finance  charge 
to  accounts  not  paid  within  a rea- 
sonable time  to  make  exceptions  in 
hardship  cases  (1). 

The  TMA  Board  of  Councilors 
has  adopted  the  same  statement, 
which  may  be  found  under  “Collec- 
tion Practices”  in  the  Board  of 
Councilors  Current  Opinions  1991. 

Two  types  of  debts: 
unanticipated  and  anticipated 

According  to  the  Office  of  Con- 
sumer Credit  Commissioner,  two 
types  of  open  accounts  exist:  unan- 
ticipated and  anticipated  (2). 

An  unanticipated  debt  is  one  in 
which  the  patient  was  supposed  to 
pay  for  the  services  at  the  time  they 
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were  received,  but  the  physician 
agreed  to  accept  full  payment  at  a 
later  date.  Two  rate  limitations  are 
applicable  to  unanticipated  debts. 
Where  no  rate  has  been  agreed  upon 
in  writing,  a rate  of  6%  per  annum 
may  be  imposed  on  amounts  com- 
mencing on  the  30th  day  from  and 
after  the  time  when  the  sum  is  due 
and  payable,  (Vi%  a month  on  the 
unpaid  balance)  (3). 

If  the  consumer  and  provider 
agree  in  writing  to  a rate,  they  may 
agree  to  a rate  of  18%  per  annum, 
(11/2%  a month  on  the  unpaid  bal- 
ance) (4). 

An  anticipated  debt  is  a predeter- 
mined extension  of  credit,  in  which 
both  the  patient  and  physician  were 
aware  that  payments  would  be  made 
over  a period  of  time. 

Physicians  are  excluded  front 
financing  their  services  by  Retail  In- 
stallment Contracts  or  charge  agree- 
ment by  statute  (5).  Therefore,  the 
anticipated  extension  of  credit  is  in 
effect  a loan.  The  maximum  rate  of 
interest  a person  may  charge  on  a 
loan,  without  being  licensed  as  an 
“authorized  lender”  by  the  Office  of 
Consumer  Credit  Commissioner,  is 
10%  per  annum  (6). 

Practical  vs  legal  side  for  charging 
interest 

The  real  problem  confronting  physi- 
cians who  choose  to  charge  interest 
may  be  more  practical  than  legal. 

The  interest  rate  charged  on  de- 
ferred payments  must  be  correct  for 
the  applicable  amount  due,  with  the 
number  of  days  the  debt  remains  out- 
standing factored  in.  For  example, 
assume  that  a patient  incurs  a bal- 
ance of  $100  and  is  unable  to  pay  it 
in  30  days.  The  patient  has  already 
read  and  signed  a written  agreement 
stating  that  simple  interest  at  the  rate 
of  10%  per  annum  will  be  charged. 


Legal  Notebook 

The  following  amicus  curiae  brief  was  filed  recently  by  the  Texas  Medical 
Association  Office  of  the  General  Counsel.  “Friend  of  the  court”  briefs  are 
filed  in  state  or  federal  court  when  the  outcome  of  a proceeding  will  have  a 
substantial  impact  on  Texas  physicians  and  their  patients.  Amicus  briefs  are 
normally  filed  at  the  appellate  level  after  the  facts  have  been  determined  and 
the  law  applied  at  the  trial  level.  The  facts  should  present  a genuine  opportu- 
nity to  support  or  defend  the  issue  based  on  the  importance  to  medicine. 

• Fernandez  v Memorial  Healthcare  System 

The  TMA  Office  of  the  General  Counsel  filed  an  amicus  curiae  brief  on  be- 
half of  a radiologist  who  was  effectively  terminated  front  practicing  his  spe- 
cialty at  the  hospital.  The  hospital  had  entered  into  an  exclusive  contract 
with  another  group,  excluding  the  radiologist  from  access  to  the  equipment. 
No  charges  of  poor  quality  were  made  nor  were  the  due  process  provisions 
in  the  bylaws  followed.  The  hospital  argued  in  its  defense  that  the  physician 
still  had  privileges;  he  just  could  not  use  the  equipment.  TMA  argued  that  (a) 
exclusive  contracts  do  not  warrant  violating  hospital  medical  staff  bylaws 
and  their  due  process  safeguards;  (b)  due  process  requires  hospital  governing 
bodies  to  adhere  to  hospital  medical  staff  bylaws  adopted  by  the  medical 
staff  and  approved  by  the  hospital  governing  body;  and  (c)  a hearing  was  re- 
quired under  principles  of  fundamental  fairness  and  common  law  due  pro- 
cess prior  to  any  reduction  in  staff  privileges. 


Those  terms  mean  that  for  the  first 
month,  if  the  patient  has  not  paid  a 
principal  payment,  the  interest  will 
be  one-twelfth  of  $10.  However,  sup- 
pose the  patient  then  makes  a pay- 
ment of  $30,  16  days  later,  plus  the 
interest  billed.  The  physician’s  staff 
must  refigure  the  applicable  interest 
due  on  the  reduced  principal  balance 
every  month. 

The  physician’s  decision  to  charge 
interest  may  well  reflect  a balance  be- 
tween the  overhead  costs  involved  in 
the  monthly  calculation  of  the  cor- 
rect sum  due  for  each  account  versus 
the  interest  income  expected. 

Physicians  may  also  face  some 
risk  of  liability  for  usury  if  their  em- 
ployees bill  patients  for  too  much  in- 
terest. Penalties  for  usury  may  in- 
clude forfeiture  of  an  amount  equal 
to  twice  the  interest  at  issue,  all  the 
principal  balance,  and  reasonable  at- 
torneys’ fees.  Each  contract  or  trans- 
action constitutes  a separate  misde- 
meanor offense  punishable  by  a fine 
of  not  more  than  $100  (7). 

Additionally,  a person  who  en- 
gages in  the  lending  business  without 
obtaining  a license  from  the  Commis- 
sioner of  Consumer  Credit  is  guilty 
of  a misdemeanor  punishable  by  a 


fine  of  not  more  that  $1,000,  forfei- 
ture of  all  principal  and  interest 
charges  contracted  for,  and  the  oblig- 
or’s reasonable  attorney  fees.  Each 
such  loan  made  without  a license  is  a 
separate  offense  (8). 

Credit  cards,  late  charges,  federal 
disclosures,  and  hot  checks 

The  physician  who  accepts  credit 
cards  as  payment  for  medical  ser- 
vices usually  is  not  personally  ex- 
tending credit  and  has  not  issued  his 
or  her  own  cards. 

An  agreement  by  the  physician 
with  a bank  or  other  institution  to 
reimburse  the  physician  at  a mer- 
chant’s discount  for  charges  made 
by  patients  with  credit  cards  means 
the  bank  or  institution  is  the  credi- 
tor, not  the  physician. 

A Texas  court  has  held  that  a late 
charge  that  was  characterized  as  “a 
service  charge  intended  to  reimburse 
(the  lender)  for  the  time,  expense 
and  inconvenience  incident  to  any 
delinquency.  . .”  and  not  as  interest 
was  in  fact  interest  under  the  statute 
(9).  Thus,  physicians  may  levy 
charges  reflecting  costs  of  rebilling 
for  patient  accounts,  but  the  total  of 
all  such  charges  may  not  exceed  the 
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applicable  interest  rate  ceilings.  The 
charging  of  late  fees  should  be  noted 
on  the  agreement  to  pay  for  services 
on  the  new  patient  form.  Such  nota- 
tion should  avoid  any  allegations 
that  the  charging  of  late  fees  without 
agreement  is  violative  of  any  state 
debt  collection  statutes  (10). 

The  Federal  Trade  Commission 
(FTC)  has  promulgated  sample 
forms  detailing  the  disclosures  re- 
quired for  a creditor  who  extends 
consumer  credit  more  than  25  times 
a year  when  the  credit  is  subject  to  a 
finance  charge  or  is  payable  by  a 
written  agreement  in  more  than  four 
installments  (11).  At  one  time  a 
form  was  promulgated  that  was  very 
specific  to  physicians’  and  hospitals’ 
accounts  that  considered  such  ac- 
counts as  closed-end  credit  accounts 
requiring  just  an  initial  disclosure. 
That  form  has  been  rescinded,  most 
probably  because  physicians’  and 
hospitals’  accounts  are  considered  as 
open-end  credit  wherein  there  is 
contemplated  future  services.  Open- 
end  credit  requires  initial  disclosure 
as  well  as  periodic  statements  and 
subsequent  disclosures. 

Late  fees  are  not  considered 
finance  charges  under  federal  regula- 
tion so  physicians  who  only  impose 
late  charges  and  do  not  extend  cred- 
it need  not  give  patients  a disclosure 
form  (12).  The  law  also  provides 
that  a physician  may  charge  a pa- 
tient a fee  up  to  $25  for  a hot  check 
(13).  Along  with  the  legal  authority 


Legal  articles  in  Texas  Medicine  are  intend- 
ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek 
assistance  from  their  attorneys. 


National  Practitioner 
Data  Bank:  to  report 
or  not? 

Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 


The  National  Practitioner  Data 
Bank  (NPDB)  has  recently  released 
an  updated  “Guidebook  Supple- 
ment’’ on  data  bank  operations  and 
reporting  obligations.  The  new  ma- 
terials answer  a number  of  questions 
that  physicians  have  asked  about 
unclear  situations  (1). 

Medical 

MALPRACTICE 

PAYMENTS 

Q:  When  are  fee  refunds  reportable? 

A:  Fee  refunds  are  not  reportable  un- 
less they  result  from  a written  com- 
plaint or  claim  demanding  monetary 
payment  for  damages.  Waiver  of 
debt  is  not  considered  a payment 
and  is  not  reportable.  The  guide- 
book supplement  uses  the  example 
of  a patient  who  has  an  adverse  re- 
action to  an  injection  and  is  willing 
to  accept  waiver  of  fee  as  settlement 
of  their  complaint.  If  the  physician 
agrees  and  the  fee  is  waived,  that 
waiver  is  not  reportable  to  the  Na- 
tional Practitioner  Data  Bank 
(NPDB)  as  a malpractice  payment. 

Q:  Can  I avoid  a medical  malpractice  pay- 
ment report  if  my  insurance  carrier 
makes  a payment  on  behalf  of  my  profes- 
sional association? 

A:  Probably  not.  If  the  named  defen- 
dant is  a sole  practitioner  who  is  in- 
corporated as  a “professional  corpo- 
ration,” then  a payment  made  on 
behalf  of  the  corporate  entity  must 
be  reported  for  the  practitioner.  This 
is  obviously  intended  to  stop  the  tac- 
tic of  avoiding  reporting  by  settling 


to  charge  interest  also  comes  the  re- 
sponsibility for  physicians  to  comply 
with  a very  complicated  body  of 
law.  Physicians  who  contemplate 
charging  interest  on  their  past-due 
accounts  should  seek  the  advice  of 
their  own  legal  counsel. 
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a case  by  payment  on  behalf  of  the 
defendant  physician’s  professional 
association  rather  than  by  the  physi- 
cian individually.  Where  the  named 
defendant  is  not  a sole  practitioner, 
but  an  employee  of  a larger  incorpo- 
rated group,  the  payment  would 
also  be  reportable. 

Q:  I settled  a lawsuit  prior  to  the  opening 
of  the  NPDB.  The  settlement  included 
purchasing  an  annuity  for  the  plaintiffs 
that  will  make  payments  to  them.  Are 
these  payments  reportable? 

A:  No.  Payments  made  after  the 
opening  of  the  NPDB  under  annu- 
ities existing  prior  to  its  opening  are 
not  reportable  to  the  NPDB. 

Q:  I settled  a lawsuit  in  which  the  primary 
and  excess  insurers  were  obligated  to 
make  a payment  to  the  plaintiff.  A reinsur- 
er also  made  a payment  to  the  primary  in- 
surer. Who  reports  payments  to  the  NPDB? 
A:  In  this  case,  both  the  primary  and 
excess  insurers  will  make  reports  to 
the  data  bank.  However,  the  payment 
made  by  the  reinsurer  to  the  primary 
insurer  is  not  reportable,  since  the 
reinsurer  was  obligated  to  make  the 
payment  directly  to  the  primary  insur- 
er and  not  on  behalf  of  a physician. 

Q:  I settled  a lawsuit  after  the  trial  start- 
ed but  prior  to  judgment.  Is  my  insurer’s 
payment  reportable  to  the  NPDB? 

A:  Generally  not,  unless  your  dis- 
missal from  the  lawsuit  was  a condi- 
tion of  the  settlement.  If  your  dis- 
missal from  the  lawsuit  was  in 
consideration  of  the  payment  being 
made  in  settlement  of  the  lawsuit, 
then  payment  could  only  be  con- 
strued as  payment  on  your  behalf 
and  must  be  reported. 

Q:  What  happens  if  an  insurer  makes  a 
payment  on  behalf  of  a physician  who 
died  not  only  prior  to  the  filing  of  suit, 
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but  prior  to  the  opening  of  the  NPDB? 

A:  It  is  still  reportable.  TMA  tried  to 
assist  a TMA  member’s  widow  who 
unsuccessfully  attempted  to  file  a 
dispute  regarding  a medical  mal- 
practice payment  report  submitted 
to  the  NPDB  concerning  a report 
made  on  behalf  of  her  husband  5 
years  after  his  death.  Thomas  C. 
Croft,  acting  director  of  the  division 
of  quality  assurance,  US  Public 
Health  Service,  in  October  1992 
concluded  that,  under  the  circum- 
stances, a medical  malpractice  pay- 
ment report  should  have  been  hied. 

TMA  argued  that  the  public 
good  was  not  served  since  the  physi- 
cian in  question  died  in  1987;  thus, 
no  conceivable  threat  to  the  public 
welfare  now  exists  sufficient  to  re- 
quire the  reporting  of  such  claims. 
Further,  TMA  argued  that  requiring 
a report  in  this  instance  only  lends 
credence  to  those  critics  who  main- 
tain that  the  data  bank  will  contain 
largely  useless  and  irrelevant  infor- 
mation. Mr  Croft  disagreed,  saying, 
“Fraudulent  practitioners  often  seek 
to  assume  the  identity  of  deceased 
physicians.  It  is  our  (policy)  judg- 
ment that  reporting  to  the  Data 
Bank  on  deceased  practitioners  (or 
on  their  behalf  through  their  estates) 
is  consistent  with  the  act  and  the  re- 
quirements of  42  CFR  60.  It  is  noted 
in  the  address  block  and  in  the  nar- 
rative section  of  the  report  that  the 
practitioner  is  deceased.” 

Clinical 

privileges 

ACTIONS 

Q:  What  are  the  rules  for  reporting  sum- 
mary suspensions? 

A:  Reportability  of  summary  suspen- 
sions has  been  clarified.  A summary 
suspension  is  reportable  if  (a)  it  lasts 
longer  than  30  days;  (b)  it  is  based  on 
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professional  competence  or  conduct 
that  is  related  to  the  health  and  wel- 
fare of  patients;  and  (c)  it  is  the  result 
of  peer  review  taken  by  the  hospital. 
If  a summary  suspension  is  imposed 
by  the  chairman  of  a department, 
then  it  is  not  reportable,  unless  the 
suspension  is  reviewed  and  confirmed 
hy  a body  authorized  by  the  bylaws 
such  that  it  becomes  a “professional 
review  action  taken  by  the  entity.” 

However,  if  a physician  surren- 
ders his  clinical  privileges  during  a 
summary  suspension,  that  surrender 
is  reportable  to  the  data  bank. 

Q:  What  happens  if  a hospital  assigns  a 
surgical  proctor  for  60  days,  and  the 
physician  cannot  perform  surgery  without 
the  proctor’s  approval? 

A:  That  action  is  reportable  as  a re- 
striction of  clinical  privileges. 

Q:  Would  a 31-day  suspension  for  failure 
to  complete  medical  records  be  re- 
portable? 

A:  Suspensions  for  nonclinical,  admin- 
istrative factors  are  generally  not  re- 
portable. A 31-day  suspension  of  fail- 
ure to  complete  medical  records  is 
reportable  only  if  the  suspension  is 
“determined  to  relate  to  the  physician’s 
professional  competence  or  conduct  in 
such  a manner  as  to  adversely  affect  a 
patient’s  health  or  welfare.” 

Q:  Suppose  a hospital-based  physician’s 
contract  is  terminated  for  cause  relating 
to  poor  patient  care,  which  leads  to  a 
loss  of  privileges  with  no  right  to  a hear- 
ing as  provided  in  the  contract  and  medi- 
cal staff  bylaws.  What  is  reportable? 

A:  According  to  the  guidebook  sup- 
plement, the  contract  termination  is 
not,  in  itself,  reportable.  Termina- 
tion of  a physician’s  privileges,  even 
with  no  right  to  a hearing,  may  be 
reportable  if  it  is  related  to  profes- 
sional competence  or  conduct,  and  it 
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is  considered  to  be  a professional  re-  I 
view  action  by  the  hospital. 

Adverse 

licensure 

ACTIONS 

Q:  What  licensure  actions  by  the  Texas 
State  Board  of  Medical  Examiners  will  be 
considered  reportable  to  the  NPDB? 

A:  Reportable  actions  include  denial 
of  renewal  application,  when  related 
to  professional  competence  or  con- 
duct; licensure  disciplinary  action 
based  on  licensure  action  in  another 
state,  when  related  to  professional 
competence  or  conduct;  and  fines  ac- 
companied by  other  licensure  actions 
such  as  suspension  or  probation. 

Q:  What  licensure  actions  are  not 
reportable? 

A:  Nonreportable  licensure  actions 
include  denial  of  an  initial  applica- 
tion for  a license;  settlement  agree- 
ments imposing  periodic  monitor- 
ing, unless  the  monitoring  itself  is  a 
license  restriction  or  considered  a 
reprimand;  or  fines  unaccompanied 
by  other  licensure  action,  such  as  re- 
vocation or  suspension. 

Civil  monetary 

PENALTIES  FOR 
VIOLATING 
CONFIDENTIALITY 

Q:  Suppose  a hospital  is  served  with  a sub- 
poena for  a copy  of  an  adverse  action  re- 
port to  the  NPDB.  Can  the  hospital  provide 
that  document  in  response  to  a subpoena? 

A:  No.  Disclosure  of  information  re- 
ported to  the  NPDB  in  response  to  a 
subpoena  or  discovery  request  is 
considered  an  improper  disclosure  in 
violation  of  the  data  bank’s 
confidentiality  provisions. 

Q:  Suppose  a hospital  is  served  with  a 
subpoena  for  peer  review  committee 
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records  of  a case  in  which  a physician’s 
clinical  privileges  were  restricted  and  the 
action  was  reported  to  the  data  bank.  Can 
the  hospital  refuse  to  respond  to  the  sub- 
poena on  grounds  that  the  material  is  pro- 
tected by  NPDB  confidentiality  provisions? 
A:  No.  Disclosure  or  release  of  the 
original  records  from  which  the  re- 
ported information  is  obtained  is  not 
considered  an  improper  disclosure. 
However,  in  such  a case  a hospital 
may  contest  the  subpoena  on  grounds 
that  it  violates  medical  peer  review 
committee  confidentiality  provisions 
in  the  Medical  Practice  Act  of  Texas. 

Q:  Will  there  be  a Reporting  Thresholds 
for  Malpractice  Actions? 

A:  The  Health  Resources  and  Services 
Administration  currently  supports  re- 
porting all  claims  filed  and  opposes 
reporting  thresholds  for  malpractice 
actions  (2).  Nevertheless,  there  are  a 
number  of  proposals  for  malpractice 
reporting  thresholds.  The  American 
Medical  Association  supports  a 
$30,000  floor,  while  the  American 
Hospital  Association  and  Physician 
Insurers  Association  of  America  sup- 
port a $50,000  floor.  The  general 
counsel  of  the  Department  of  Health 
and  Human  Services  proposes  a slid- 
ing scale,  under  which  neurosurgeons 
and  other  “high-risk”  physicians 
would  report  payments  of  $75,000  to 
$100,000,  other  physicians  would  re- 
port $50,000  payments,  and  dentists 
would  report  $20,000  payments  (3). 
Currently,  44%  of  the  payments  re- 
ported to  the  NPDB  are  under 
$30,000,  although  those  payments 
only  amount  to  4%  of  the  total  pay- 
ments reported  (4). 

Q:  Is  the  AMA  still  pursuing  its  “disman- 
tling strategy?” 

A:  The  AMA  initially  supported  the 
NPDB  to  the  point  of  bidding  on  the 
contract,  but  withdrew  in  August 


1988,  saying  that  the  project  could 
not  be  implemented  efficiently  and 
economically.  In  June  1991,  the  AMA 
House  of  Delegates  asked  the  Board 
of  Trustees  to  consider  abolishing  the 
NPDB.  However,  the  board  rejected 
this  call  at  the  1991  interim  session 
and  now  says  that  it  is  working  close- 
ly with  federal  officials  to  make  sure 
the  bank  is  fair  and  equitable  (5).  If 
there  were  any  doubts,  James  Todd, 
MD,  AMA  executive  vice  president, 
stated  in  a recent  interview  in  Medi- 
cal Economics  that  dismantling  the 
NPDB  was  politically  infeasible  and 
would  not  be  further  pursued  (6). 

Q:  What  if  the  Texas  Medical  Association 
drops  a physician  from  membership? 

A:  When  TMA  “drops”  a physician 
from  its  membership  rolls  because 
that  physician  has  had  his  or  her  li- 
cense revoked  by  the  Texas  State 
Board  of  Medical  Examiners,  that 
does  not  constitute  a “professional 
review  action”  requiring  full  due  pro- 
cess and,  thus,  is  not  reportable  to 
the  NPDB.  Revocation  of  member- 
ship in  this  case  is  imposed  solely  on 
the  basis  of  a physician’s  not  meeting 
the  eligibility  criterion  and  is  thus  not 
reported  to  the  data  bank. 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin  * 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 


HI-791 1-B-249343  © 1992,  eli  lilly  and  compai 


Silence  IsRTot  Golden 


connected  to  someone  who  can  answer  them? 

You  won’t  get  the  silent  treatment  at  ICA,  and 
you  will  get  answers  from  real  people  who  care 
about  you  and  your  practice. 


From  the  CEO.  . . to  the  President,  . . to  an 
Underwriter.  ..to  a Claims  Attorney. . . we’ll  talk 
to  you  about  the  importance  of  the  consent- 
to-settle  clause,  our  tough  stand  on  claims, 
risk  management,  and  credits  to  reduce  your 
premium,  anything  of  interest  to  you. 

Insurance  Corporation  of  America 
4295  San  Felipe  P.O.  Box  56308 
Houston,  Texas  77256-6308 
l-(800)-899-2356  (713)  871-8100 

Defending  Defensible  Doctors 


^CT  ~JTO  U NAME  IT,  they’ve 
j earned  it.  From  (D  to  MBA 
A to  PhD  to  DVM  to  DDS  to 
MLA  to  MPH,  Texas  physicians  can 
boast  almost  every  conceivable  combi- 
nation of  professional  degrees. 

But  after  spending  years  in  medical 
school  or  earning  a degree  in  another 
field,  what  drives  a person  to  return  to 
the  classroom?  After  all,  he  or  she  has 
already  endured  tedious  hours  of  study- 
ing, agonized  over  exams,  sacrificed 
personal  time,  and  searched  for  the 
ways  and  means  to  pay  tuition. 

As  many  reasons  probably  exist  for 
going  back  to  school  as  there  are  physi- 
cians who  have  done  it.  Some  simply  de- 
scribe themselves  as  “bookworms”  or 
driven  by  “intellectual  challenge.”  Oth- 
ers say  they  realized  while  studying  for 
other  careers  that  medicine 
was  the  profession  they  re- 
ally wanted  to  pursue.  Still 
others  were  dissatisfied 
with  the  medical  profes- 
sion or  believed  additional 
study  would  enhance  their 
medical  practice. 

Whatever  the  reasons, 
their  desire  to  return  to  the 
classroom  had  to  be  strong 
because  most  worked  their 


way  through  their  second  round  of 
schooling  and  had  the  added  pressures  of 
raising  a family  while  doing  so. 

What  does  it  take  to  succeed  under  these 
circumstances?  “A  fire  in  your  belly  along 
with  a willingness  to  make  sacrifices,”  says 
San  Antonio  colon  and  rectal  surgeon 
William  Bode,  MD,  who  went  to  medical 
school  after  earning  a degree  in  veterinary 
medicine.  “I’m  one  of  those  people  who 
never  wants  to  look  in  the  mirror  one  day 
and  say  I wish  I had  done  this  or  that.” 

If  you’ve  felt  the  call  of  the  classroom, 
take  heed  to  advice  from  those  who  have 
gone  before  you:  don’t  expect  either  a 
noticeable  change  in  your  income  or  un- 
ending accolades  from  patients  and  col- 
leagues. What  you  can  look  forward  to  is 
personal  satisfaction  from  reaching  an- 
other milestone  in  your  career. 


Concertos  in  Paris 


OW  MANY  OF 
us  would  have  the 
courage  at  age  30 
to  scrap  a successful  career  and 
plunge  into  medical  school  know- 
ing a decade  of  arduous  work  lay 
ahead  before  we  could  return  to 
professional  life?  That’s  exactly 
what  Austin  dermatologist 


George  Baker,  MD,  did  in  1981. 

A successful  concert  organist 
and  composer  with  four  degrees 
in  music,  including  a doctorate  in 
musical  arts,  Dr  Baker  simply  de- 
cided he  was  not  getting  enough 
satisfaction  out  of  his  career. 

“My  parents  kind  of  pushed 
me  in  the  direction  of  being  a 
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“That  was  the  thing  that  did  it 
for  me  — to  finally  realize  that  the 
students,  most  of  them,  weren’t  as 
enthusiastic  about  it  as  you  were,” 
he  says.  “And  trying  to  light  a fire 
under  their  bottoms  was  something 
that  I didn’t  want  to  do,  didn’t  feel  I 
could  do  successfully.” 

He  began  looking  for  other  possi- 
bilities and  turned  to  medicine.  “Be- 
ing a doctor  was  something  that  had 
intrigued  me  ever  since  I was  a kid,” 
he  says. 

Dr  Baker’s  trek  to  become  a 
physician  was  even  longer  than  most 
who  turn  to  medicine  in  midcareer 
because,  as  a music  major,  he  had 
little  background  in  the  sciences  and 
mathematics. 

“I  had  to  go  through  2 years  of 
pre-med  because  really  I had  noth- 
ing,” he  says.  “I  had  no  science  and 
only  rudimentary  college  math,  so  I 
had  to  take  calculus  and  start  at 
ground  zero  at  age  30  with  the  18- 
year-old  freshmen.” 

Today,  Dr  Baker  is  getting  the 
personal  fulfillment  he  didn’t  find 
as  a classical  musician  and  teach- 
er. “Not  every  patient-physician 
interaction  is  one  that  you  really 
cherish,”  he  says.  “There  are 
tough  cases,  there  are  difficult 
people  in  the  world,  difficult  pa- 
tients. But  that  just  goes  with  it 
and  I think,  certainly,  the  good 
parts  of  medicine  outweigh  the 
bad  parts.” 

And  he  still  finds  time  for  his 
music,  even  in  a professional  ca- 
pacity. “I  still  play  occasional  con- 
certs. As  a matter  of  fact  I played 
one  in  Paris  in  July  that  was  very 
well  received,”  Dr  Baker  says.  “I’m 
still  making  CD  recordings.  Most 
of  them,  unfortunately,  are  un- 
available except  in  France  and 
Great  Britain,  but  I am  hoping  to 
find  a way  to  have  them  imported 
into  America.” 

While  the  transition  from  music 
professor  to  physician  may  be  an 
unusual  one.  Dr  Baker  is  one  of 
many  Texas  physicians  who  hold 
doctoral  degrees,  including  many 
academic  and  research  physicians  at 
medical  schools  and  other  facilities 
across  the  state. 


“I  still  play 
occasional  concerts. 
As  a matter  of  fact  I 
played  one  in  Paris 
in  July  that  was 
very  well  received.” 

George  Baker,  MD,  AMusD, 
Austin  dermatologist 


musician,  and  I had  some 
talent  in  that  field  and  was  suc- 
cessful,” he  says.  “So  I just  kept 
going  in  it.” 

But  the  fulfillment  Dr  Baker  was 
getting  from  his  musical  career  did 
not  measure  up  to  his  personal 
definition  of  success. 

“The  success  that  was  bestowed 
upon  me  from  the  outside  didn't 
lead  to  personal  fulfillment  com- 
pletely, and  that  is  why  I did  what  I 
did  — went  back  to  pre-med  and 
medical  school,”  he  says. 

The  decision  to  change  course 
came  while  Dr  Baker  was  teaching 
music.  He  found  his  students  lacked 
the  drive  he  thought  every  musician 
should  have. 
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Some,  like  Gailen  Marshall,  Jr, 
ML),  PhD,  have  had  a tough  time 
choosing  between  the  laboratory 
and  the  bedside.  Chief  of  the  divi- 
sion of  allergy  and  immunology  at 
The  University  of  Texas  Health  Sci- 
ence Center  at  Houston,  Dr  Mar- 
shall was  all  set  on  a research  career 
until  “someone  put  a stethoscope  in 
my  hand  when  I was  a sophomore 
and  made  me  completely 
schizophrenic,”  he  says.  Today, 
though  not  as  financially  successful 
as  he  might  have  been  in  private 
practice,  he  enjoys  a career  that  uses 
everything  he  has  learned. 

“I’m  not  making  as  much  money, 
hut  I wouldn't  trade  it  because  I am 
so  much  happier.  It  is  worth  every 
penny  I gave  up,”  he  says. 

Another  physician  with  both  an 
MD  and  a PhD  (and,  for  good  mea- 
sure, a JD  gained  through  a corre- 
spondence program)  is  Gary  Welch, 
associate  chairman  of  anesthesiology 
at  Texas  Tech  in  El  Paso.  Dr  Welch 
earned  a combined  MD/PhD  from 
The  University  of  Virginia  and  was 
working  on  a master  of  business  ad- 
ministration that  was  delayed  by  the 
outbreak  of  Desert  Storm.  While  he 
isn’t  sure  he  will  have  the  opportuni- 
ty to  complete  that  degree,  he 
doesn’t  intend  to  let  his  mind  rest. 

“I  think  the  mind  is  like  any  oth- 
er muscle,”  he  says.  “It  atrophies  if 
you  don’t  exercise  it.” 


BEER,  BARBECUE, 
and  “Old  Red” 

And  then  there’s 
Glen  E.  Journeay,  MD, 
PhD,  Austin,  who  be- 
. gan  his  professional  life 
as  a research  chemist  for  Monsanto 
in  Texas  City  after  earning  his  doc- 
torate in  organic  chemistry.  Actually, 
it  was  that  job  and  a neighbor  that 
led  Dr  Journeay  to  medicine. 

“I  had  always  had  an  interest  (in 
medicine)  even  before  I went  to 
graduate  school,”  he  says.  “My  lab- 
oratory window  at  Monsanto 
opened  out  across  Galveston  Bay 
and  every  morning  I looked  at  the 
medical  school.  So  one  day  when  1 
got  mad  at  the  boss,  I decided  to  go 


to  medical  school.” 

His  decision  was  solidified  by  a 
neighbor  with  similar  aspirations. 

“The  guy  who  lived  next  door  to 
me  in  Texas  City  was  a drug  detail 
man  for  Squibb,”  Dr  Journeay  says. 
“We  would  sit  out  drinking  beer  and 
barbecuing  and  one  day  he  said  he 
was  convinced  he  was  as  smart  as 
the  doctors  he  was  calling  on,  so  he 
decided  to  go  to  medical  school.” 

The  two  were  going  to  start  at 
the  same  time,  but  Dr  Journeay  had 
to  wait  a year  because  his  wife  was 
pregnant.  Though  both  he  and  his 
friend  eventually  became  physicians, 
it  was  not  an  easy  road  for  Dr 
Journeay,  who  had  four  children 
when  he  started  medical  school.  His 
oldest  started  first  grade  the  same 
day  he  started  medical  school. 

To  make  ends  meet,  he  worked  at 
night  as  a first  aid  technician  for  a lo- 
cal oil  company.  He  also  got  a job 
teaching  chemistry  and  physiology  at 
St  Mary’s  Nursing  School  and 
worked  as  a laboratory  chemist  in 
the  summers.  (Teaching  has  remained 
a strong  interest  for  Dr  Journeay, 
who  is  chairman  of  the  Editorial 
Committee  for  Texas  Medicine.  In 
addition  to  his  family  medicine  prac- 
tice, he  has  taught  biomedical  engi- 
neering at  The  University  of  Texas 
for  more  than  25  years.) 

While  he  has  no  regrets,  Dr 
Journeay  says  there  were  some 
stresses  during  his  medical  school 
years.  Thanks  to  family  support,  he 
got  through  it,  but  he  remembers 
one  story  vividly. 

“My  youngest  son  was  about  3 
when  we  told  him  I was  going  to  go 
to  medical  school,”  he  says.  “And 
my  wife  said,  ‘Now  daddy  can  be 
your  doctor.’  He  clouded  up  and 
said,  T don't  want  him  to  be  my 
doctor,  I just  want  him  to  be  my 
daddy.’  That  kind  of  got  to  me.” 


WORKING  YOUR 
WAY  THROUGH 
LAW  SCHOOL 


OU  MIGHT  SAY 
Charles  W.  Bailey,  Jr, 
MD,  JD,  was  born  to 
both  the  law  and 


medicine.  The  Houston  plastic  sur- 
geon’s father,  Charles  W.  Bailey, 
MD,  JD,  had  blazed  that  trail  before 
him.  That,  along  with  “intellectual 
curiosity,”  is  what  got  the  younger 
Dr  Bailey  interested  in  the  dual  de- 
gree track. 

Dr  Bailey’s  father  was  in  general 
practice  for  40  years  in  an  office 
across  the  street  from  The  University 
of  Texas  Law  School. 

“We’ve  always  had  a lot  of 
friends  of  the  family  who  were 
judges  and  attorneys,”  Dr  Bailey,  Jr, 
says.  “At  some  point,  my  dad  be- 
came curious  about  studying  law 
and  he  started  going  over  there  and 
taking  a course  every  once  in  a 
while.  He  used  to  like  to  tell  people 
he  was  working  his  way  through 
law  school  (as  a physician).” 

Ultimately,  the  elder  Dr  Bailey 
got  his  law  degree  — 25  years  after 
graduating  from  medical  school. 

When  the  younger  Dr  Bailey  re- 
ceived his  medical  degree  in  1967 
from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  he  already 
was  thinking  of  law  school. 

“I  had  sort  of  decided  that,  in 
the  event  that  I practiced  in  a town 
with  a law  school,  I would  maybe 
take  a couple  of  courses  and  see 
how  I liked  it.” 

After  practicing  medicine  for  sev- 
eral years.  Dr  Bailey  got  his  chance 
to  enroll  at  South  Texas  College  of 
Law  in  Houston,  and,  like  his  father, 
essentially  “worked  his  way” 
through  law  school. 

“I  didn’t  alter  my  practice  at 
all,”  he  says.  In  1980,  he  got  his 
law  degree  and  passed  the  bar  ex- 
amination, but  like  many  MD/JDs, 
he  spends  the  great  majority  of  his 
time  practicing  medicine  and  hasn’t 
found  that  his  dual  degrees  greatly 
affect  that  practice  or  his  financial 
security. 

“Most  doctors  with  law  degrees 
practice  medicine  because  they  can 
consistently  make  a better  living  at 
it,”  he  says.  While  some  physicians 
may  assume  that  a doctorate  in  ju- 
risprudence would  make  them  likely 
candidates  for  a high-dollar  position 
with  a huge  law  firm,  Dr  Bailey  says 
the  reality  is  quite  different: 
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“I  think  a healthy 
intellectual  curiosity 
keeps  a person 
young.” 

Charles  W.  Bailey,  JR,  MD,  JD , 
Houston  plastic  surgeon 


“If  a law  firm  needs  to  know 
something  about  plastic  surgery, 
they  don’t  need  to  pay  a physician 
$300,000  to  be  in  their  Hrm.  They 
can  call  the  best  plastic  surgeon  in 
the  entire  United  States  for  that 
given  situation  and  spend  $3,000 
to  $4,000  to  get  everything  they 
need.  And  they  can  do  that  in  any 
specialty.” 

Brownwood  emergency  medicine 
physician  John  Dale  Dunn,  MD,  JD, 
readily  agrees  and  adds  that  insur- 
ance companies  aren’t  lining  up  to 
hire  MD/JDs  either.  “Insurance  com- 
panies would  rather  hire  a cheap 
nonphysician  to  do  medical  reviews 
and  to  provide  a little  bit  of  exper- 
tise than  to  pay  a physician/attorney 
to  be  a consultant,”  he  says. 

And  while  he  credits  his  JD  with 
greatly  expanding  his  understanding 
of  the  health-care  system.  Dr  Dunn 
cautions  that  there  are  no  free 
lunches.  “If  you  don’t  demonstrate 


expertise,  talent,  and  initiative,  the 
second  degree  doesn’t  mean  much.” 


Mixing  oil 

AND  WATER 

WHILE  MANY 
people  assume  that 
doctors  and  lawyers 
just  don’t  mix,  Drs 
Bailey  and  Dunn  are  far  from  alone 
as  physician-lawyers.  In  fact,  more 
than  2,000  US  doctors  also  have  law 
degrees.  They  earned  them  for  vari- 
ous reasons,  but  both  the  threat  of 
malpractice  suits  and  the  need  to 
know  about  legal  rights  and  respon- 
sibilities likely  have  directed  many 
physicians  to  the  law  school  admis- 
sions office. 

“It’s  hard  to  find  a law  school 
that  doesn’t  have  physicians  taking 
classes,”  says  Jay  Gold,  MD,  JD, 
Milwaukee,  Wis,  executive  director 
and  fellow  of  the  American  College 
of  Legal  Medicine.  “And  the  num- 
bers are  increasing.” 

Dr  Gold  says  a majority  of  physi- 
cians who  have  doctorates  of  ju- 
risprudence graduated  from  medical 
school  first  and  then  gravitated  to 
law  school  while  continuing  to  prac- 
tice medicine. 

“I  sometimes  say  a knowledge 
of  the  law  is  as  important  to  the 
practice  of  medicine  today  as  the 
knowledge  of  anatomy,”  says  Dr 
Gold,  a graduate  of  Texas  A&M 
University  College  of  Medicine. 
“Doctors  have  to  deal  with  legal 
questions  every  day.” 

That  certainly  seemed  true  to  Dr 
Dunn,  the  Brownwood  emergency 
physician.  Raised  in  a medical  family 
(his  father,  brother,  and  sister  are 
physicians),  he  realized  early  in  life 
the  impact  of  government  on 
medicine. 

“I  was  struck  by  physicians’  frus- 
tration and  general  dislike  of  the 
law,”  he  says.  “But,  at  the  same 
time,  I could  see  that  the  govern- 
ment and  law  was  more  important 
to  the  average  practicing  physician 
than  medicine  is  to  the  average  per- 
son on  the  street.  I learned  it  was 
not  a good  idea  for  physicians  to  ig- 
nore the  impact  that  law  has  on 


44 


TEXAS  MEDICINE 


VOLUME  89  NO.  1 


JANUARY  1993 


their  practices.” 

Among  other  physician-lawyers 
in  Texas  are  Houston  internist  Eu- 
gene M.  Hoyt  Jr,  MD,  JD;  Austin 
neurologist  David  Duhon,  MD,  JD; 
and  Houston  orthopedist  Gary  Free- 
man, MD,  JD. 

Dr  Hoyt,  who  serves  on  the 
Texas  Medicine  editorial  committee 
and  is  an  alternate  delegate  from 
Harris  County  to  the  TMA  House 
of  Delegates,  and  Dr  Duhon  did  not 
follow  the  usual  path.  Both  were 
lawyers  before  attending  medical 
school.  Dr  Hoyt  says  he  knew  at  an 
early  age  he  wanted  to  pursue  both 
Helds.  The  charged  atmosphere  in 
which  medicine  is  practiced  today 
has  proven  that  choice  a wise  one, 
he  says. 

“The  practice  of  medicine  has 
become  highly  risky,”  he  says, 
“both  because  of  the  increased 
amount  of  government  regulation 
and  because  of  the  increased  adver- 
sarial stance  between  physicians 
and  their  patients.” 

Dr  Duhon  simply  decided  after  5 
years  of  legal  practice  that  it  was 
time  for  a change.  But  that  change 
meant  a real  shift  in  lifestyle  for  him 
and  his  wife. 

“Deciding  to  go  into  medicine 
essentially  meant  leaving  the  mid- 
dle class,  in  which  I was  fairly 
firmly  entrenched,”  says  Dr 
Duhon,  who  was  practicing  civil 
law  with  an  emphasis  on  work 
with  the  indigent.  “I  wasn’t  getting 
rich  working  in  legal  aid,  but  they 
were  paying  me  enough  to  live  a 
decent  suburban  existence.”  Medi- 
cal school  meant  “descending  into 
inner-city  poverty,”  he  says. 

Dr  Freeman,  who  also  holds  a 
master  of  liberal  arts  degree  in 
British  Victorian  history,  consults 
for  both  plaintiff  and  defense  attor- 
neys and  enjoys  the  fact  that  his  ed- 
ucation enables  him  to  “earn  my  liv- 
ing by  thinking.”  He  urges  medical 
schools  to  expand  the  training  the> 
provide  about  legal  issues  (“I  think 
young  medical  graduates  are  set  up 
for  disillusionment,  disappointment, 
and  disaster  because  they  are  not 
taught  the  realities  of  the  legal  sys- 
tem”), but  sides  with  most  of  his 


colleagues  when  asked  if  he  would 
abandon  medicine  for  a legal  prac- 
tice: “I  still  love  being  a doctor.” 

Open  wide 

AND  BARK? 

CORPUS  CHRISTI 
anesthesiologist  F.M. 
Langley,  MD,  DVM, 
JD,  may  win  the  award 
for  going  to  the  greatest  lengths  to 
earn  his  three  doctorates.  His 
Northeast  Texas  childhood  led  to 
a love  for  animals  that  eventually 
translated  into  a doctorate  in  vet- 
erinary medicine  from  Texas 
A&M  University,  but  something 


“There  are 
enough  lawyers 
walking  around  in 
depositions  acting 
like  jackasses  that  it 
really  helps  to  be  a 
veterinarian.” 

F.  M.  Langley,  MD,  DVM,  JD, 
Corpus  Christi  anesthesiologist 
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happened  on  his  way  to  a career 
in  veterinary  medicine. 

While  pursuing  a research  fellow- 
ship in  physiology,  biomedical  elec- 
tronics, and  computer  programming 
at  Baylor  College  of  Medicine  he  got 
sidetracked  by  a chance  to  become  a 
physician. 

“I  did  nearly  all  my  PhD  work 
and  had  an  opportunity  to  go  to 
medical  school  and  junked  it  all,”  he 
says.  “I  couldn’t  work  out  a pro- 
gram with  Baylor  to  let  me  finish  a 
PhD  and  UT  Galveston  to  let  me  be 
in  medical  school.  I just  said  ah  . . . 
and  went  to  medical  school.” 

Dr  Langley  supported  himself 
through  medical  school  by  prac- 
ticing veterinary  medicine.  “I  had 
a house  call  veterinary  practice 
before  it  was  fashionable,”  he 
says.  “I  practiced  for  7 years 
when  I was  in  Galveston  in  medi- 
cal school  and  during  my  residen- 
cy in  anesthesia  there.” 

Surprisingly,  he  didn’t  suffer 
much  kidding  from  his  colleagues 
for  ministering  to  both  two-legged 
and  four-legged  patients.  “Actual- 
ly, most  of  my  clientele  down 
there  were  the  medical  staff  and 
the  students.” 

The  third  leg  of  Dr  Langley’s 
education  journey  did  not  begin 
until  after  he  established  his  anes- 
thesiology practice  in  Corpus 
Christi,  and  a journey  is  truly 
what  it  was.  During  a period  of 
time  that  Dr  Langley  describes  as 
“schizophrenic,”  he  commuted  ev- 
ery day  from  Corpus  Christi  to 
Houston  to  attend  law  school.  He 
may  he  the  only  physician  to  si- 
multaneously earn  a law  degree 
and  enough  frequent-flyer  miles  to 
travel  around  the  world. 

“I  would  work  and  be  in  the  op- 
erating room  at  10:35  and  blast  to 
the  airport  and  get  an  1 1 o’clock 
flight  and  he  in  class  at  12:30  in 
downtown  Houston  and  have  class 
all  day  and  get  on  the  9 o’clock 
flight  hack  to  Corpus  and  be  home,” 
he  says.  “1  studied  in  the  airports 
and  on  planes.” 

With  a lot  of  support  from  his 
wife.  Dr  Langley  received  his  law 
degree  from  South  Texas  College  of 


Law,  but  not  before  developing 
some  close  relationships  with  the 
Southwest  Airlines  flight  crews. 

“I  got  to  know  many  of  them 
well  enough  that  when  they  came  to 
town  they  would  call  me,”  he  says. 
“I  got  to  see  pictures  of  all  the  kids. 
That’s  a lot  of  peanuts  to  eat.” 

Dr  Langley  jokes  about  one  ad- 
vantage from  his  unusual  combina- 
tion of  MD/JD/DVM:  “There  are 
enough  lawyers  walking  around  in 
depositions  acting  like  jackasses  that 
it  really  helps  to  be  a veterinarian.” 

Dr  Langley  has  many  colleagues 
who  hold  both  medical  and  veteri- 
nary medical  degrees.  William 
Bode,  MD,  DVM,  says  he  knew  on 
the  first  day  of  veterinary  school 
that  he  wanted  to  be  a human  doc- 
tor, not  an  animal  doctor.  Fort 
Worth  cardiovascular  surgeon  Al- 
lan L.  Graham,  MD,  DVM,  also 
says  he  knew  before  completing 
veterinary  school  that  medical 
school  was  on  his  agenda,  but  he 
decided  to  finish  his  DVM  before 
serving  in  the  military  during  the 
early  1950s.  Houston  gynecologist 
Joe  Atlas,  MD,  DVM,  says  veteri- 
nary medicine  served  as  a prelude 
to  his  medical  studies. 

Fred  Olin,  MD,  DVM,  San  Anto- 
nio, says  it  was  frustration  with  pet 
owners  that  drove  him  to  medical 
school.  “The  frustration  was  not 
with  veterinary  medicine,  hut  with 
the  limitations  placed  on  veterinari- 
ans by  people  not  allowing  their  pets 
to  he  treated  because  of  the  ex- 
pense,” says  the  orthopedic  surgeon. 


PHANTOM  OF  THE 
MBA  SCHOOL 


AGGING  HERSELF  A 
“phantom  student,” 
Melissa  D.  Tonn,  MD, 
MBA,  MPH,  survived 


a whirlwind  schedule  after  gradu- 
ating from  medical  school  and  re- 
turning to  earn  master’s  degrees 
in  business  administration  and 
public  health. 

While  enrolled  in  the  MBA  pro- 
gram at  Rice  University,  she  also 
was  practicing  full  time  with 
Kelsey-Sey bold  Clinic,  PA,  in 


Houston.  She  called  herself  the 
“phantom  student”  because,  unlike 
most  other  master’s  candidates,  she 
spent  very  little  time  on  campus 
when  not  in  class. 

“I  was  working  every  minute  that 
I wasn’t  in  school,”  she  says.  “And  I 
wasn’t  just  working  across  the 
street.  I was  working  across  the 
street  in  the  medical  center,  and  in 
Pasadena,  in  Spring,  and  over  by  the 
Galleria.  So  I was  driving  like  a ma- 
niac here,  there,  and  yonder  and  go- 
ing to  class.” 

Dr  Tonn  was  one  of  two  physi- 
cians who  started  the  MBA 
program  at  Rice  in  1987  at  the 
same  time.  The  other  never 
finished.  “He  walked  out  of  an  ac- 
counting test  and  never  came 
back,”  she  says. 

Despite  the  hectic  schedule  and 
lack  of  sleep  during  her  business 
studies,  Dr  Tonn  didn’t  stop  there. 
On  the  urging  of  the  former  medi- 
cal director  at  Kelsey-Seybold, 
Stan  Fischer,  MD,  she  decided  to 
go  into  occupational  medicine  and 
enrolled  in  the  master  of  public 
health  program  at  UT  School  of 
Public  Health.  Her  two  master’s 
and  doctor  of  medicine  degrees 
are  pretty  impressive  for  a physi- 
cian who  is  just  32  years  of  age. 

Dr  Tonn’s  specialty  of  occupa- 
tional medicine  is  one  that  has  de- 
veloped a natural  link  with  a 
specific  degree  program:  many  oc- 
cupational medicine  physicians 
now  earn  the  MPH  as  part  of 
their  residencies. 

In  fact,  Jeff  Levin,  MD,  MPH, 
and  J.P.  Pizzino,  MD,  MPH,  both 
of  Tyler,  say  the  master’s  degree 
adds  to  the  credibility  of  their 
specialty. 

“The  MPH  is  an  integral  part 
of  our  training,”  says  Dr  Levin. 
“Our  pursuit  of  another  degree  is 
different  because  it  is  a require- 
ment for  occupational  medicine.” 

Says  Dr  Pizzino,  “It  is  one  of 
the  best  steps  I ever  took.  It  has 
opened  up  career  and  patient  op- 
portunities. Any  increase  in  the 
amount  of  knowledge  you  have  is 
always  useful.” 
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Are  you  ready 

TO  RETURN? 


m 


HE  LIST  OF  MULTI- 
degreed  physicians  goes 
on.  Steve  Opersteny, 
MD,  PT,  of  College 
began  his  career  as  a 
therapist  and  John 
MD,  DDS,  of 


Station, 
physical 
Eschevarria, 

Brownsville,  migrated  from  dentistry 
to  a career  in  otolaryngology.  Cor- 
pus Christi  gastroenterologist  J. 
Julio  Vela,  MD,  was  first  a pharma- 
cist who  owned  drug  stores  in  Hous- 
ton. Doris  M.  Cowley,  MD,  MPH, 
who  practices  at  Texas  A&M  Uni- 
versity’s A.P.  Beutel  Health  Center, 
also  holds  degrees  in  education,  sci- 
ence, and  psychology. 

Possibly  the  one  thing  that  ties 
these  physicians  together  is  sufficient 
drive  to  overcome  family  and  finan- 
cial pressures,  time  constraints,  and 
even  geographic  obstacles  to  attain 
their  goals. 

If  you  also  have  that  drive  (some- 
thing not  in  short  supply  among 
physicians),  now  may  be  the  oppor- 
tune time  to  hit  the  books  for  the 
second  time  around.  In  the  last 
decade,  many  universities  have  rec- 
ognized that  practicing  physicians 
(and  other  professionals)  want  addi- 
tional education.  Flexible  schedules, 
off-campus  programs,  and  evening 
classes  have  broadened  the  educa- 
tion avenues,  and  some  programs 
also  offer  combination  degrees. 

While  the  opportunities  for  more 
education  are  abundant,  the  dual- 
and  triple-degreed  physicians  who 
talked  to  Texas  Medicine  about  their 
experiences  have  some  strong  ad- 
vice. Dr  Langley  says  an  ongoing  in- 
tellectual curiosity  and  family  sup- 
port are  vital  to  academic  success. 
“It’s  a team  effort  and  if  you  don’t 
have  the  support  from  home,  it  just 
won’t  work,”  he  says.  “An  individu- 
al has  to  be  willing  to  make  the  self- 
sacrifice  to  give  up  the  recognition 
and  income  to  go  back  to  school. 
There  are  people  who  talk  about  do- 
ing a lot  of  things,  but  they  never  get 
around  to  it.” 

Dr  Tonn  says  good  time-manage- 
ment skills  are  essential  for  surviving 
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the  back-to-school  syndrome.  “You 
really  have  to  have  your  days 
blocked  off  so  you  know  when  you 
can  be  in  school,  when  you  can  see 
patients,  and  when  you  can  get  ev- 
erything else  done,”  she  says. 

But,  most  important  is  simply  a 
love  of  learning. 

“I  think  a healthy  intellectual  cu- 
riosity keeps  a person  young,”  says 
Dr  Bailey,  who  still  wants  to  learn 
Spanish  and  take  courses  in  history 
and  economics.  “I  would  hate  to 
think  that  there  would  be  a time 
when  I would  not  be  wanting  to 
learn  about  something  different.” 

Dr  Langley,  however,  isn’t  plan- 
ning to  add  any  more  letters  behind 
his  name.  “I’m  only  interested  in 
obtaining  72  degrees  on  the  beach,” 
he  laughs.  ★ 


“I  was  working 
every  minute  that  I 
wasn’t  in  school.” 

Melissa  D.  Tonn,  MD,  MBA,  MPH, 
Houston  occupational  medicine 
physician 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Dallas  Houston 

Bruce  Crim,  Keith  H.  Prince,  L.  Wayne  Kirk,  Rick  D.  Bolin, 

Charles  F.  Curtice,  Daniel  S.  Marley,  John  Bedingfield 

Steve  Baggett  (713)  465-4445 

(214)  821-4640 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(512)  490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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clinical  experience 


• Effective  central  and  peripheral  pain  relief 


Extra  strength  pain  relief 
you  can  phone  in. 


• Excellent  patient  acceptance — nausea, 
sedation  and  constipation  have  rarely 
been  reported.1 

• Four  to  six  hours  of  extra  strength  pain 
relief  from  a single  dose. 


• The  heritage  of  VICODIN®*  — over  one 
billion  doses  prescribed.2 

• The  8th  most  frequently  prescribed 
medication  in  America.2 
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with  caution  in  elderly  or  debilitated  patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture.  Cough  Reflex : Hydrocodone  suppresses  the  cough 
reflex,  as  with  all  narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tablets  are  used  postoperatively  and  in  patients  with  pulmonary  disease  Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsychotics, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive  CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations 
may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus.  Usage  in  Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has 
been  shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN/VICODIN  ES  Tablets  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs  include  irritability  and 
excessive  crying,  tremors,  hyperactive  reflexes,  increased  respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to  the  mother  shortly  before  de'ivery 
may  result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses  are  used  Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug 
to  the  mother.  Pediatric  Use : Safety  and  effectiveness  in  children  have  not  been  established.  ADVERSE  REACTIONS : The  most  frequently  observed  adverse  reactions  include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include:  Central  Nervous  System:  Drowsiness, 
mental  clouding,  lethargy,  impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psychic  dependence  and  mood  changes  Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in  suppressing  the  nausea  and 
vomitmq  which  may  occur  (see  above);  however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount  of  narcotic 
required  to  produce  a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN  ES  Tablets  may  produce  constipation.  Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been 
reported.  Respiratory  Depression : Hydrocodone  bitartrate  may  produce  dose-related  respiratory  depression  by  acting  directly  on  the  brain  stem  respiratory  center.  Hydrocodone  also  affects  the  center  that  controls  respiratory  rhythm,  and 
may  produce  irregular  and  periodic  breathing.  If  significant  respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of  naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated  DRUG  ABUSE  AND  DEPENDENCE : 
VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Substance  Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  Rev)Se(j  March  1992  5890 

repeated  administration  of  narcotics;  therefore,  VICODIN/VICODIN  ES  Tablets  should  be  prescribed  and  administered  with  caution  OVERDOSAGE : Acetaminophen  Signs  and 
Symptoms:  In  acute  acetaminophen  overdosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic 
coma,  and  thrombocytopenia  may  also  occur.  Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include  nausea,  vomiting,  diaphoresis  and  general  malaise. 

Clinical  and  laboratory  evidence  of  hepatic  toxicity  may  not  be  apparent  until  48  to  72  hours  post-ingestion.  Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyanosis),  extreme  somnolence  progress- 
ing to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac 
arrest  and  death  may  occur. 
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In  testimony  before  the 
sunset  commission, 
Nancy  Dickey,  MD, 
presented  TMA’s  rec- 
ommendations for  im- 
proving the  Texas  State 
Board  of  Medical  Ex- 
aminers and  James 
Winn,  MD,  Fort 
Worth,  discussed  the 
Federation  of  State 
Medical  Boards,  of 
which  he  is  executive 
director. 


TMA  proposes  new 
criteria  for  licensing 
board  appointees 

IN  AN  EFFORT  TO  REMOVE 
partisanship  from  the  policing  of 
the  medical  profession,  Texas 
Medical  Association  has  recom- 
mended new  qualifications  for  ap- 
pointees to  the  Texas  State  Board  of 
Medical  Examiners. 

TMA  also  has  suggested  that  the 
Sunset  Advisory  Committee  recom- 
mend to  the  Texas  Legislature  the 
“sunsetting”  of  the  current  15-mem- 
ber medical  examiners  board  and 
reappointment  of  new  members  fol- 
lowing the  new  criteria. 

In  testimony  before  the  sunset 
commission  November  19,  Nancy 
Dickey,  MD,  of  Richmond,  said  the 
proposed  criteria  would  improve  ef- 
fectiveness of  the  board  and  end 
partisan  in-fighting  among  members. 
She  also  recommended  the  proposals 
be  applied  to  all  health  profession  li- 
censing boards. 

“The  association  does  not  make 
these  recommendations  without 
lengthy  and  careful  consideration,” 
said  Dr  Dickey,  chair  of  the  TMA 
Physician-Patient  Advocacy  Commit- 
tee and  a member  of  the  Board  of 
Trustees  of  the  American  Medical  As- 
sociation. “It  is  our  opinion  that  the 
current,  partisan-driven  system  of  se- 
lecting professionals  compromises  the 
quality  and  technical  qualifications  of 
board  appointees  and  injects  unneces- 
sary and  counterproductive  conflicts 
into  board  deliberations.” 

The  medical  examiners  board  and 
19  other  health  licensing  agencies 
will  undergo  sunset  review  by  the 
legislature  this  year.  The  sunset  com- 
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mission  was  expected  to  make  rec- 
ommendations by  the  end  of  1992 
about  whether  to  continue  those 
agencies  as  they  currently  exist,  ter- 
minate the  agencies,  or  modify  them. 

Under  the  TMA  proposals,  the 
governor  would  make  appointments 
to  the  medical  examiners  board  and 
the  other  licensing  agencies  without 
consideration  of  partisan  affiliation 
or  political  contributions  made  to 
any  incumbent  or  candidate,  includ- 
ing the  governor.  If  TMA’s  proposals 
became  law,  the  following  addition- 
al criteria  would  be  followed: 

• The  governor  would  be  required 
to  balance  the  board’s  composi- 
tion according  to  geographic,  de- 
mographic, and  ethnic  diversity 
of  the  state. 

• The  governor  would  have  to  give 
emphasis  in  appointments  to 
needed  clinical  expertise,  particu- 
larly psychiatry,  substance  and 
chemical  abuse,  and  rural  prac- 
tice. Appointments  also  would  be 
balanced  between  primary  care 
and  specializations. 

• Physician  board  members  would 
be  required  to  have  at  least  5 years 
of  active  practice  and  at  least  3 
years  of  peer  review  experience. 

• At  least  one  consumer  member 


would  be  required  to  have  exper- 
tise in  medical  ethics  and/or  legal- 
procedural  due  process. 

• The  board’s  committee  structure 
would  ensure  that  a physician 
majority  is  present  for  determin- 
ing medical  or  clinical  matters. 

• All  appointees  would  be  required 
to  take  a course  and  pass  an  ex- 
amination prepared  by  the  attor- 
ney general  on  the  Administrative 
Procedures  Act  and  their  respec- 
tive licensing  act. 

“It’s  not  our  intent  by  these  rec- 
ommendations that  any  incumbent 
board  members  of  any  licensing 
agency  not  be  reappointed,”  Dr 
Dickey  said,  “but  rather  that  the  sun- 
set process,  in  looking  at  what  goes 
on  at  the  boards,  not  overlook  a very 
pivotal  element  of  these  agencies  — 
that  is,  their  appointed  leadership. 
We  have  an  extremely  good  Medical 
Practice  Act,  but  if  we  don’t  have 
both  the  staff  and  the  appointed  indi- 
viduals to  use  that  process  properly, 
then  it  can’t  serve  the  public  of  this 
state  the  way  it  was  meant  to  do.” 

TMA  also  recommended  granting 
the  state  attorney  general  increased 
authority  over  areas  of  unauthorized 
practice,  placing  new  limits  on  physi- 
cian ownership  of  medical  facilities, 
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and  requiring  insurance  companies  to 
report  to  the  attorney  general  any  ev- 
idence of  persistent  and  flagrant 
overcharging  and  overtreating  by 
physicians  and  other  providers. 

In  addition  to  its  testimony  be- 
fore the  hoard,  TMA  also  submitted 
written  responses  to  sunset  commis- 
sion staff  recommendations,  includ- 
ing creation  of  a Health  Care  Profes- 
sions Council  to  coordinate 
administrative  and  regulatory  efforts 
by  all  20  health  licensing  boards. 

In  its  written  comments,  TMA  sup- 
ported the  “concept  of  a required  liai- 
son of  the  licensed  health  professions, 
and  the  standardization  of  many  of  the 
licensing  board  functions.”  TMA  also 
said  across-the-board  standards  of 
conduct  regarding  marketing,  advertis- 
ing, billing,  and  other  business  prac- 
tices should  be  enacted. 

Creation  of  the  council  was  one  of 
58  recommendations  contained  in 
the  staff’s  report  on  health  licensing 
agencies,  which  was  released  in  late 
October.  Under  the  proposal,  the 
council  would  negotiate  to  house  all 
20  agencies  under  one  roof,  thereby 
reducing  needed  office  space  and 
consolidating  maintenance,  custodial, 
and  telephone  services.  The  executive 
director  of  each  agency  would  serve 
on  the  coordinating  council,  which 
also  would  decide  on  major  licensing 
goals  and  regulatory  policy. 

Other  recommendations  in  the  staff 
report  included  increasing  the  number 
of  nonphysician  members  of  the  medi- 
cal examiners  board  from  three  to  five; 
consolidating  activities  of  boards  that 
oversee  health  professions  engaged  in 
similar  activities;  abolishing  the  agency 
that  licenses  nursing  home  administra- 
tors and  transferring  its  duties  to 
the  Texas  Department  of  Human 
Services;  and  requiring  mandatory 
continuing  education. 
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Austin,  TX  78701. 


‘Sunset’  of  medical 
liability  law  forces  issue 
to  forefront 

WHETHER  OR  NOT 
lawmakers  agree  that  medi- 
cal liability  is  a significant 
contributor  to  health-care  availabili- 
ty and  cost  problems,  they 
will  have  to  deal  with  the 
issue  during  the  upcoming 
73rd  Legislature. 

The  Medical  Liability 
and  Insurance  Improve- 
ment Act  of  1977,  a law 
that  governs  much  of  the 
medical  tort  system,  auto- 
matically will  be  repealed 
August  31,  1993,  unless 
lawmakers  vote  to  reenact 
it.  That  fact  is  certain  to 
push  medical  liability  to 
the  forefront  in  the  legisla- 
tive session  and  provide  a 
forum  for  extensive  debate. 

“There  will  have  to  be 
a medical  liability  debate 
of  some  kind  — or  at  least 
a series  of  tort  votes  — be- 
cause the  statute  is  being 
repealed,”  says  Kim  Ross, 

Texas  Medical  Associa- 
tion’s director  of  public  affairs. 

The  1977  law,  which  originally 
set  limits  on  damages  in  medical  lia- 
bility cases,  has  been  chipped  away 
by  the  courts  over  the  years  but  still 
contains  many  provisions  important 
to  physicians.  Included  among  those 
provisions  are  an  exemption  for 
physicians  and  other  health-care 
providers  from  the  Deceptive  Trade 
Practices  Act,  with  respect  to  dam- 
ages for  injury  or  death;  a limit  on 
damages  in  wrongful  death  cases;  a 
2-year  statute  of  limitations  on  some 
malpractice  claims  by  adults;  rules 
governing  informed  consent  and  no- 
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tice  of  lawsuit;  and  a definition  of 
what  constitutes  an  expert  witness. 

Keeping  the  statute  intact,  however, 
will  be  made  more  difficult  by  the  wide 
array  of  other  health-care  issues  to  be 
debated  this  year,  including  the  “sun- 
set” of  the  Texas  State  Board  of  Medi- 
cal Examiners  and  the  health-care  re- 
form recommendations  of  the  Texas 
Health  Policy  Task  Force. 

“The  liability  issue  is  al- 
ready being  held  hostage  to 
the  repealer  dynamics  be- 
fore you  ever  get  into  all  of 
the  complicating  factors,” 
Mr  Ross  says. 

The  success  of  tort  re- 
form initiatives  beyond  the 
reenactment  of  the  1977 
laws  partially  will  depend 
on  how  well  tort  reform 
proponents  can  document 
the  direct  and  indirect  ef- 
fects the  liability  system  is 
having  on  both  availability 
and  cost  of  health  care. 

Some  trial  lawyers  across 
the  state  propagandized  a 
commonly  quoted  statistic 
from  a 1992  study  that  shows 
medical  liability  premiums 
amount  to  less  than  1%  of 
the  total  health-care  dollar. 

But  Larry  Tonn,  the  Austin  con- 
sultant who  authored  that  study,  says 
that  statistic  is  not  new  and  that  it 
also  does  not  tell  the  whole  story  of 
how  medical  liability  affects  cost. 

“The  1%  figure  is  the  quantifiable 
number,”  Mr  Tonn  says.  “The  num- 
ber that  is  not  quantifiable  from  a re- 
search perspective,  and  which  there’s 
been  a lot  of  public  debate  on,  is  the 
effect  of  defensive  medicine.” 

What  makes  defensive  medicine  so 
hard  to  quantify  is  the  continuing  de- 
bate over  what  represents  good  patient 
care  as  opposed  to  what  measures  are 
taken  purely  to  protect  a physician 
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Hotline  to  provide 
legislative  information 

Texas  physicians  can  keep  abreast  of  all  the  latest  legislative  action  on 
issues  affecting  medicine  by  calling  Texas  Medical  Association’s  toll-free 
News  Hotline.  The  hotline  number  is  (800)  880-1395. 

The  hotline  will  carry  information  on  hill  filings,  committee  actions,  House 
and  Senate  floor  debate,  and  alerts  for  grassroot  lobbying  efforts  back  home 
beginning  January  12,  the  opening  day  of  the  73rd  Legislature.  The  brief 
recorded  messages  will  be  updated  daily  throughout  the  140-day  session. 


against  lawsuits,  Mr  Tonn  says. 

He  adds  that  while  the  1%  num- 
ber is  much  quoted,  “to  physicians, 
the  issue  is  much  more  material.  In 
some  practices  — some  specialties  — 
the  medical  malpractice  costs  as  a 
percent  of  overall  operating  costs  can 
be  as  high  as  20%  or  more,”  he  says. 

The  Tonn  study  has  been  criticized 
for  being  incomplete.  Mr  Tonn  admits 
some  of  the  data  is  sketchy,  but  it  was 
pulled  together  in  only  about  10 
weeks  in  an  effort  to  bring  prelimi- 
nary data  before  the  Texas  Health 
Policy  Task  Force.  Additional  data 
have  been  compiled  and  currently  are 
being  analyzed.  Mr  Tonn  has  suggest- 
ed several  issues  on  which  he  believes 
the  study  shows  the  need  for  addition- 
al research.  Among  those  issues  are 
the  long  statute  of  limitations  on  new- 
borns and  minors;  the  influence  the 
threat  of  punitive  or  excessive  dam- 
ages has  in  getting  defendants  to  settle 
cases;  the  fact  that  some  Texas  coun- 
ties experience  much  greater  claim 
frequency  and  severity;  possible  limits 
on  joint  and  several  liability;  the  fact 
that  two  thirds  of  the  money  awarded 
goes  to  the  lawyers  rather  than  the  in- 
jured party;  and  the  use  of  alternative 
dispute  resolution. 

TMA’s  Council  on  Legislation 
and  Division  of  Public  Affairs  staff 
are  reviewing  additional  liability  re- 
search proposals  that  could  be  de- 
veloped into  reform  proposals  for 
presentation  to  the  73rd  Legislature. 

Enoch  win  tops  long  list 
of  TEXPAC  victories 

CANDIDATES  ENDORSED 
by  the  Texas  Medical  Associa- 
tion Political  Action  Commit- 
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tee  scored  impressive  victories  in  the 
November  3 general  election, 
topped  off  by  Dallas  Republican  ap- 
pellate judge  Craig  Enoch’s  defeat  of 
activist  incumbent  Justice  Oscar 
Mauzy  for  a spot  on  the  Texas 
Supreme  Court. 

Judge  Enoch’s  victory,  coupled 
with  that  of  incumbent  Justice  Jack 
Hightower  over  Republican  chal- 
lenger John  Montgomery,  maintains 
the  6-3  restraint-oriented  majority  on 
the  high  court.  TEXPAC  was  denied 
a clean  sweep  in  the  Supreme  Court 
races  by  the  victory  of  Democrat 
Rose  Spector,  who  defeated  Republi- 
can incumbent  Justice  Eugene  Cook. 

Ms  Spector’s  victory  has  been  at- 
tributed largely  to  the  strong  pro- 
woman factor  that  played  out  in 
elections  across  the  nation,  as  well 
as  anti-incumbency  fervor  that  also 
contributed  to  Mauzy’s  defeat. 

While  Ms  Spector  has  trial  lawyer 
ties,  she  is  the  wife  of  a physician.  “A 
Spector-Mauzy  trade-off  certainly 
should  be  viewed  as  a positive  one,” 
says  TEXPAC  Chair  Richard  C. 
Stoebner,  MD,  of  San  Angelo. 

In  state  legislative  races,  TEX- 
PAC scored  victories  in  25  of  27 
races  for  state  Senate  and  25  of  30 
Texas  House  races  in  which  the  or- 
ganization made  official  endorse- 
ments and/or  contributed  funds. 

On  the  congressional  level,  TEX- 
PAC’s  success  rate  was  100%  in  cam- 
paigns in  which  active  endorsements 
were  made.  Contributions  to  Texas 
congressional  candidates  were  made 
through  the  American  Medical  Asso- 
ciation Political  Action  Committee, 
as  directed  by  the  TEXPAC  board. 

Among  the  most  significant  defeats 
on  election  night  was  that  of  longtime 
Pasadena  state  Sen  Chet  Brooks,  a 
Democrat.  Senator  Brooks,  the  Senate 


dean,  was  upset  by  Republican  chal- 
lenger Jerry  Patterson. 

Senator  Brooks’  defeat  means  new 
leadership  in  the  Senate  on  health 
and  medical  issues  because  it  leaves 
open  the  chairmanship  of  the  Senate 
Committee  on  Health  and  Human 
Services.  Speculation  among  political 
observers  is  that  the  Health  and  Hu- 
man Services  chair  could  go  to  either 
Sen  Mike  Moncrief  (D-Fort  Worth) 
or  Sen  Judith  Zaffirini  (D-Laredo). 
Both  currently  serve  on  that  panel, 
and  Senator  Moncrief  chaired  the 
special  interim  committee  that  re- 
cently recommended  sweeping  re- 
forms of  the  psychiatric  hospital  in- 
dustry. He  also  is  a member  of  the 
Sunset  Advisory  Commission  and 
was  among  members  who  leveled 
harsh  criticism  at  the  Texas  State 
Board  of  Medical  Examiners  during 
hearings  on  that  agency  November 
19.  Sen  Carlos  Truan  (D-Corpus 
Christi)  also  is  considered  a leading 
candidate.  He  currently  is  vice  chair- 
man of  the  committee. 

Contributions  to  Texas  Medical 
Association  PAC  (TEXPAC),  Texas 
Medical  Association  PAC-Statewide 
(TEXPAC-Statewide),  and  Ameri- 
can Medical  Association  PAC  (AM- 
PAC)  are  not  deductible  as  charita- 
ble contributions  for  federal  income 
tax  purposes. 

Voluntary  political  contributions 
to  TEXPAC  are  shared  with  AM- 
PAC.  Contributions  are  not  limited 
to  any  suggested  amount.  Neither 
TMA  nor  AMA  will  favor  or  disad- 
vantage anyone  based  on  the 
amounts  or  failure  to  make  contri- 
butions. Contributions  to  TEXPAC 
and  AMPAC  are  subject  to  Federal 
Election  Commission  regulations. 
Federal  election  law  prohibits  TMA 
from  soliciting  donations  from  per- 
sons who  are  not  in  its  solicitable 
class  (eg,  TMA  members  and  their 


TEXAS  MEDICINE 


JANUARY  1993 


51 


Legislative  Affairs 


TEXPAC  1992 
ELECTION  RESULTS 


The  following  are  the  TEXPAC-endorsed  candidates  who  won  election 
November  3. 


families).  All  donations  received 
from  persons  who  are  not  in  TMA’s 
solicitable  class  will  be  returned. 


Physician-candidate 
urges  more  political 
involvement 

Despite  his  defeat  at  the 
polls  November  3,  Kyle 
Janek,  MD,  says  Texas  physi- 
cians must  continue  to  get  involved 
in  political  affairs. 

“I  certainly  would  urge  other 
physicians  to  run  for  office,”  says 
the  Houston  anesthesiologist.  “The 
landscape  for  medicine  is  going  to 
change.  Physicians  have  got  to  ac- 
cept that  it’s  going  to  change  and  get 
involved.  If  not,  the  train’s  going  to 
leave  without  them.” 

Dr  Janek  ran  as  a Republican  for 
Texas  House  District  134.  He  was 
defeated  by  incumbent  Democratic 
Rep  Sue  Schechter,  despite  running 
a strong  campaign.  He  actually  car- 
ried 21  of  37  precincts  in  the  dis- 
trict, but  scored  46.6%  of  the  total 
votes  cast  to  5 1.2%  for  Rep 
Schechter.  A libertarian  candidate 
pulled  2.3%  of  the  vote. 

Dr  Janek  was  prompted  to  run 
by  the  “tremendous  problems”  he 
sees  facing  health  care  and  the  medi- 
cal profession.  He  believes  the  legis- 
lature is  too  dominated  by  one  pro- 
fession — attorneys. 

“I  don’t  fault  the  attorneys,”  he 
says.  “I  fault  the  rest  of  us  for  not  get- 
ting involved.  We  need  more  lawmak- 
ers who  are  engineers.  We  need  more 
architects,  more  plumbers,  more  truck 
drivers,  and  more  doctors.” 

Dr  Janek  made  his  decision  to  en- 
ter the  campaign  last  July  after  con- 
sulting with  friends  and  family.  He 
formally  announced  his  candidacy  in 


Texas  Supreme  Court 

District  58 

Bernard  Erickson,  R-Burleson 

Place  1 

Craig  Enoch,  R-Dallas 

District  61 

‘Ric  Williamson,  D-Weatherford 

Place  3 

'Jack  Hightower,  D-Vernon 

District  63 

Mary  Denny  James,  R-Aubrey 

District  83 

‘Delwin  Jones,  R-l.ubbock 

Texas  Senate 

District  84 

Robert  L.  Duncan,  R-Lubbock 

District  1 

Bill  Ratliff,  R-Mount  Pleasant 

District  87 

‘David  Swinford,  R-Dumas 

District  3 

Bill  Haley,  D-Center 

District  92 

‘Carolyn  Park,  R-Bedford 

District  4 

‘'Carl  Parker,  D-Port  Arthur 

District  103 

‘Steve  Wolens,  D-Dallas 

District  5 

‘Jim  Turner,  D-Crockett 

District  104 

Roberto  Alonzo,  D-Dallas 

District  6 

Dan  Shelley,  R-Houston 

District  107 

‘David  Cain,  D-Dallas 

District  7 

‘Don  Henderson,  R-Houston 

District  125 

Sylvia  Romo,  D-San  Antonio 

District  8 

‘Ike  Harris,  R-Dallas 

District  135 

‘Dalton  Smith,  R-Houston 

District  9 

‘David  Sibley,  R-Waco 

District  136 

‘Ashley  Smith,  R-Houston 

District  10 

‘Chris  Harris,  R-Arlington 

District  144 

Robert  E.  Talton,  R-Deer  Park 

District  12 

‘Mike  Moncrief,  D-Fort  Worth 

District  147 

Garnet  F.  Coleman,  D-Houston 

District  13 

‘Rodney  Ellis,  D-Houston 

District  14 

‘Gonzalo  Barrientos,  D-Austin 

US  House  of  Representatives 

District  15 

‘John  Leedom,  R-Dallas 

District  2 

‘Charles  Wilson,  D-Lufkin 

District  17 

‘Buster  Brown,  R-Lake  Jackson 

District  3 

‘Sant  Johnson,  R-Plano 

District  18 

‘Ken  Armbrister,  D-Victoria 

District  4 

‘Ralph  Hall,  D-Rockwall 

District  20 

‘Carlos  Truan,  D-Corpus  Christi 

District  5 

‘John  Bryant,  D-Dallas 

District  21 

‘Judith  Zaffirini,  D-Laredo 

District  6 

‘Joe  Barton,  R-Ennis 

District  23 

Royce  West,  D-Dallas 

District  8 

‘Jack  Fields,  R-Humble 

District  24 

‘Frank  Madia,  D-San  Antonio 

District  9 

‘Jack  Brooks,  D-Beaumont 

District  26 

Jeff  Wentworth,  R-San  Antonio 

District  10 

‘J.J.  “Jake”  Pickle,  D-Austin 

District  27 

‘Eddie  Lucio,  D-Brownsville 

District  1 1 

‘Chet  Edwards,  D-Duncanville 

District  28 

‘John  Montford,  D-Lubbock 

District  12 

‘Pete  Geren,  D-Fort  Worth 

District  29 

‘Peggy  Rosson,  D-El  Paso 

District  13 

‘Bill  Sarpalius,  D- Amarillo 

District  30 

‘Steve  Carriker,  D-Roby 

District  14 

‘Greg  Laughlin,  D-West  Columbia 

District  31 

‘Teel  Bivens,  R-Amarillo 

District  15 

‘Kika  de  la  Garza,  D-McAllen 

District  17 

‘Charles  Stenholm,  D-Stamford 

Texas  House  of  Representatives 

District  18 

‘Craig  Washington,  D-Houston 

District  2 

Tom  Ramsey,  D-Mount  Vernon 

District  19 

‘Larry  Combest,  R-Lubbock 

District  5 

‘Bob  Glaze,  D-Gilmer 

District  21 

‘Lamar  Smith,  R-San  Antonio 

District  10 

Jim  Pitts,  R Waxahachie 

District  22 

‘Tom  DeLay,  R-Sugar  Land 

District  19 

‘Ron  Lewis,  D-Mauriceville 

District  24 

‘Martin  Frost,  D-Dallas 

District  21 

‘Mark  Stiles,  D-Beaumont 

District  25 

‘Mike  Andrews,  D-Houston 

District  27 

Huey  McCoulskey,  D-Richmond 

District  26 

‘Richard  Armey,  R-Denton 

District  33 

‘Eddie  Cavazos,  D-Corpus  Christi 

District  28 

Frank  Tejeda,  D-San  Antonio 

District  47 

Susan  Combs,  R-Austin 

District  30 

Eddie  Bernice  Johnson,  D-Dallas 

District  56 

Kip  Averitt,  R-Waco 

District  57 

‘Betty  Denton,  D-Waco 

‘Denotes  incum 

bent 

the  fall.  Dr  Janek  used  vacation 
time,  unpaid  leave  from  his  practice, 
and  worked  nights  to  find  time  to 
campaign.  While  disappointed  at  his 
defeat,  he  says  the  campaign  was  a 
good  learning  experience. 

“As  physicians,  we  frequently  are 
isolated  from  the  kinds  of  conflicts 
you  face  when  you  run  for  office,” 
he  says.  “When  you  enter  the  politi- 
cal arena,  every  stance  you  take  is 
open  to  ridicule  and  probing.” 

Still,  he  says  he  learned  a great 
deal  about  people  and  their  varying 
views  of  society  by  “knocking  on 
15,000  doors.”  And,  he  says  the 


support  he  received  from  other 
physicians  was  gratifying. 

While  he  has  no  definite  plans  for 
the  future,  Dr  Janek  says  he  is  leav- 
ing the  door  open  for  future  political 
involvement. 

“If  the  opportunity  presents  it- 
self, I would  consider  running 
again,”  he  says.  “The  things  I’ve 
been  talking  about  for  the  last  6 
months  are  very  important.”  He 
plans  to  keep  talking  about  them 
and  see  what  the  future  holds.  ★ 
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Annual 

Session 


Register  by  April  21 

NO  GENERAL  REGISTRATION  FEE  FOR  TMA  MEMBERS 


For  more  details,  watch  for  the 
ADVANCE  PROGRAM  in  Mid-February! 


Advance  Ticket  Reservation/Final  Program  Form 


Return  completed  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 pm  of  previous  day  of 
event.  All  events  held  at  the  George  R.  Brown  Convention  Center  unless  otherwise  noted. 


Number  of  Amount 

Tickets  Enclosed 

Hello  Houston  Party 

Darren  Ross  Trio 

Cash  Bar/Complimentary  Hors  d'  Oeuvres 

Thursday,  May  13,  5-6:30  pm  No  Charge 

TMA/TMAA  Fabulous  Fifties  Dance  (Cash  Bar) 

Band:  Duck  Soup 
Hyatt  Regency  Houston 
Friday,  May  14,  9 pm-12:30  am 

$20  per  person  

Annual  Membership  Luncheon 

Lynn  Ashby,  Editor,  The  Houston  Post 
Gilbert  Sedeno  Jazz  Trio 
Installation  of  TMA  President 
Saturday,  May  15, 12:15-2:15  pm 

$22.50  per  person  

^Medical  Student  Sponsorships 

Annual  Membership  Luncheon 

Saturday,  May  15, 12:15-2:15  pm  

Final  Program 

available  Mid-April 

$6.50  per  copy  

TOTAL  $ 

*Make  it  possible  for  a medical  student  to  attend  the  Annual  Member- 
ship Luncheon  by  providing  a donation  of  $22.50,  $12  or  $5.  Funds 
collected  will  be  given  to  the  Medical  Student  Section  for  distribution 
of  tickets.  Indicate  your  donation  on  advance  ticket  order  form. 


Name  Phone# 

Address  

City State  _____  Zip  

Ticket  reservation  form  and  payment  must  be  received  by 
April  21.  No  refunds  after  April  28. 

Charge  to  my Visa MasterCard  Amount  $ 

Acct.  No  Exp.  Date 

Name  on  Card 

Signature 

□ & 

Please  check  here  if  you  require  any 
special  assistance  to  fully  participate. 

A staff  member  will  contact  you  prior  to 
the  meeting  to  discuss  accommodations. 

We  cannot  assure  the  availability  of 
appropriate  accommodations  without 
prior  notification  of  need. 


1993  Annual  Session  Advance  Registration  Form 


member  ID# 


name  (please  print) 

(see  mailing  label) 

address 

specialty 

city 

state 

zip 

MEMBER 


No  Fee 


please  check  all  applicable  spaces 

□ Physician 

□ Intern/Resident/Fellow 

□ Medical  Student 
O TMA  Officer 

□ TMA  Delegate 

□ TMA  Alternate  Delegate 

□ TMA  Councilor 

□ TMA  Vice  Councilor 

□ TMA  Board  Member  □ Chairman 

□ TMA  Council  Member  □ Chairman 

□ TMA  Committee  Member  □ Chairman 

□ TMA  Trustee 

□ AMA  Member 

□ AMA  Delegate 

□ AMA  Alternate  Delegate 


below: 

□ Speaker 

□ Scientific  Exhibitor 

□ 50  Year  Club 

□ HMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 

□ RPS  Executive  Council 

□ RPS  Chairman 

□ RPS  Councilor 

□ YPS  Chairman 

□ YPS  Governing  Board 

□ CMS  Officer 


NONMEMBER 

Fee 

□ Speaker 

waived 

□ TMA  Member’s  Family  (attach  names) 

□ County  Medical  Society  Staff  and  Family 

waived 

(attach  names) 

waived 

□ Physician 

$100 

□ Intern,  Resident,  Fellow 

$10 

□ Medical  Student 

$10 

□ Allied  Health  Personnel 

$10 

□ Approved  Visitor 

$50 

□ Nonmember's  Family  (over  age  21) 

$10 

Texas  Medical  Association 


Annual 

Session 


Send  all  forms  and  any  fees 
to:  Texas  Medical  Association, 
Annual  Session  and  Meeting 
Management  Department, 

401  West  15th  Street,  Austin, 
Texas  78701-1680. 


j 


Make  Your  Reservations  Now! 


Headquarters  Hotels 
and  Other  Facilities 

Requests  will  be  processed  on  a first-come,  first-serve  basis  by  the 
Housing  Bureau,  the  Greater  Houston  Convention  & Visitors 
Bureau.  Send  your  request  to  the  Bureau.  Hotels  will  not 
accept  reservations  directly. 


Texas  Medical  Association 


Annual 

Session 


Complete  the  Official  Housing 
Request  Form  and  return  to: 

TMA  Housing  Bureau 
3300  Main 

Houston,  TX  77002-9396 
or  Fax  to  713/522-1237 

Do  not  send  housing  form  to 
Texas  Medical  Association. 
This  will  delay  your  request 

List  three  hotels  in  order  of 
preference. 


Confirmations 


Reservation  confirmation  will 
be  sent  from  the  hotel. 


Room  Deposits 


Reservations  will  be  held  until  6 
pm  unless  special  arrangements 
are  made  with  hotel.  The  hotel 
may  request  a deposit. 


Cancellations,  Changes, 
and  Corrections 


All  cancellations  prior  to  April  21, 
should  be  made  directly  with  the 
Housing  Bureau  in  writing.  After 
April  21,  please  contact  the  assigned 
hotel  directly  with  any  cancellations. 
Changes  and  corrections  should  be 
made  directly  with  the  assigned  hotel, 

Check  your  hotel  confirmations 
regarding  cancellation  policy.  Policy 
may  vary  from  hotel  to  hotel. 


Participating  Hotels  and  Codes 


Deadline  for  Reservations- -APRIL  21 


1 Days  Inn  Downtown  (DID) 

801  Calhoun  Street 
$70  single  $70  double 
Breakfast  buffet  included 

★2  Doubletree  at  Allen 
Center  (DBH) 

400  Dallas  Street 
Scientific  Program  Partici- 
pants; General  Housing 
$100  single  $100  double 

★3  Four  Seasons  Hotel  (FSDT) 
1300  Lamar  Street 
Texas  Medical  Association 
Alliance  Meetings /Events 
$100  single  $120  double 


★4  Hyatt  Regency  Houston  (HR)  N~r 
1200  Louisiana  Street 
Delegates  Housing;  Board/ 

Council/ Committee  Meetings 
$106  single  $112  double 

5 Wyndham  Warwick  (WARH) 

5701  Main  Street 
$79  single  $89  double 

G George  R.  Brown 
Convention  Center 
1001  Convention  Center  Blvd 
Exhibits,  Scientific  Sessions, 

HOD  Meetings 


The  above  room  rates 
do  not  include  15%  hotel 
occupancy  tax. 


★ Headquarters  Hotels 


FOR  HOUSING  BUREAU  USE  ONLY 


MAIL  TO: 


-OFFICIAL  HOUSING  REQUEST  FORM- 
TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 
MAY  13-16, 1993 


TMA 

HOUSING  BUREAU 
3300  MAIN 

HOUSTON,  TX  77002-9396 
OR  FAX  TO: 

(713)  522-1237 


TELEPHONE  REQUESTS  WILL  NOT  BE  ACCEPTED 
~PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY 

_COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING 
^SHOULD  MORE  THAN  TWO  (2)  ROOMS  BE  NEEDED,  FORM  MAY  BE  DUPLICATED,  OR  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING 
SAME  FORMAT  AS  IN  PART  III 


_ALL  CONFIRMATIONS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I 

PART  I 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 


“ Te> 

It 


TexasMedical 

Association 


NAME  OF  PERSON  REQUESTING  ROOMS 


(FIRST  NAME) 

(LAST) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


Check  here  it 
handicapped 
services  required 


(CITY) 


(STATE) 


(ZIP) 


(COUNTRY) 


(Area  Code) 


(PHONE  NUMBER) 


PART  II 


Reservation  cutoff  date 

April  21 ,1993 


INSTRUCTIONS:  Select  THREE  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  THREE  choices. 


FIRST  CHOICE 


(HOTEL  CODE) 


SECOND  CHOICE 


(HOTEL  CODE) 


THIRD  CHOICE 

(HOTEL  CODE) 


PART  III 

INSTRUCTIONS:  i . print  or  type  names  of  all  persons  occupying  each  room 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 


OCCUPANTS  NAME/S 

(PRINT  LAST  NAME  FIRST) 

P + 1 — Parlor  & one  bedroom  P + 2— Parlor  & two  bedrooms 

1 

CHECK  ONE 

□ SINGLE 

ARR.  DATE  DEP.  DATE 

ROOM 

2 

□ DOUBLE 

□ TWIN,  DOUBLE/DOUBLE 

ARRIVAL  TIME  n AM  n PM  (Check  One) 

NO.  1 

3 

□ TRIPLE 

□ QUAD 

□ P+1 

□ P + 2 

Note:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

4 

1 

CHECK  ONE 

□ SINGLE 

□ DOUBLE 

□ TWIN,  DOUBLE/DOUBLE 

ADD  nATC  npp  nATF 

ROOM 

2 

ARRIVALTIME  □ AM  □ PM  (Check  One) 

NO.  2 

3 

□ TRIPLE 

□ QUAD 

□ P+1 

□ P + 2 

Note:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 

4 

with  hotel.  The  hotel  may  request  a deposit. 

GUARANTEE  BY  CREDIT  CARD 

Name  Number  Exp.  Date 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


This  space  contributed  as  a public  service 

Nowj 

Breast 

Cancer 

Has 

Virtually 
Nowhere 
lb  Hide. 


The  best  weapon  against  breast 
cancer  is  early  detection. 

And  that’s  why  a mammogram 
is  so  important. 

It  “sees"  breast  cancer  before 
there's  a lump,  when  the  cure 
rates  are  near  100%.  That  could 
save  your  life;  it  might  even  save 
your  breast. 

Although  not  perfect,  a mam- 
mogram is  still  the  most  effective 
weapon  against  breast  cancer. 

And  if  you’re  over  35,  it’s  essential 
you  have  one. 

Because  all  breast  cancer  needs 
is  a place  to  hide. 

Have  A Mammogram. 
Give  Yourself  The  Chance 
Of  A Lifetime. 

AMERICAN 
4?  CANCER 
? SOCIETY® 


WANTED! 

GENERAL 
INTERNISTS 
In  Central  Texas 

The  Scott  & White  Clinic,  a multispecialty  clinic  of  350 
physicians,  has  several  opportunities  for  general  internists. 

One  internist  is  needed  to  join  the  growing  8-physician 
staff  in  its  Taylor  facility.  The  Taylor  community  has  a 
population  of  11,000  and  is  located  north  of  Austin. 

An  internist  is  needed  for  the  clinic  in  College  Station. 
This  multispecialty  clinic  has  30  staff  members,  including  4 
internists.  Bryan/College  Station  is  the  home  of  Texas 
A&M  University  and  has  a 100,000  population. 

The  Gatesville  Clinic  also  needs  an  internist  to  join  its 
10  physician  staff.  Gatesville  has  a population  of  7,000. 

Scott  & White  offers  an  excellent  benefit  and  salary 
package.  Excellent  educational  opportunities.  Medical 
school  affiliation  available. 

Send  CV  to: 

Physician  Recruitment 
Scott  & White 
2401  South  31st  Street 
Temple,  TX  76508 

For  more  information,  please  call  (817)  774-5650  or 
(800)  725-3627. 

SCOTT  & WHITE 


eated  as  a public  service  by  DDB  Needham,  Chicago 
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James  B.  Hayes,  MD, 
Brownwood,  speaks  up 
during  a debate  on  a 
gun  ownership  policy 
statement  at  the  interim 
session  of  the  TMA 
House  of  Delegates.  Dr 
Hayes  is  a delegate  rep- 
resenting the  Central 
Texas  County  Medical 
Society.  Awaiting  an 
opportunity  to  speak 
are  ( from  left)  former 
TMA  President  D.  Clif- 
ford Burross , MD,  Wi- 
chita Falls,  and  Clifford 
K.  Moy,  MD,  alternate 
delegate  from  Dallas 
County  Medical  Society. 


Delegates  speak  out 
on  host  of  ‘hot’  public 
health  issues 

The  Texas  Medical 
Association  House  of  Dele- 
gates urged  the  state  to  fund  a 
poison  control  center  system, 
okayed  promotion  of  the  female 
condom,  and  requested  further 
study  of  a gun  ownership  policy 
statement  during  the  interim  session 
held  November  20-21  in  Austin. 

Delegates  also  established  policy 
on  the  use  of  fetal  tissue  in  research. 

The  House’s  support  of  a poison 
control  system  encourages  the  state 
legislature  to  fund  provisions  of  HB 
791,  which  was  passed  in  1989. 
Currently,  two  centers  — North 
Texas  Poison  Center  located  in  Dal- 
las and  Texas  State  Poison  Center 
based  in  Galveston  — are  fully  dedi- 
cated to  providing  assistance  to  the 
public  and  to  medical  personnel. 

The  delegates  voted  to  provide 
educational  support  and  promote 
use  of  the  female  condom  as  an  al- 
ternative method  of  contraception 
and  prevention  of  sexually  transmit- 
ted diseases.  The  recommendation, 
which  was  initiated  by  the  Medical 
Student  Section,  was  referred  to  the 
Council  on  Public  Health  for  imple- 
mentation. 

Drawing  the  most  debate  was  the 
issue  of  a gun  ownership  statement, 
which  ultimately  was  referred  for  fur- 
ther study.  The  issue  surfaced  initially 
during  the  May  1992  annual  session 
in  the  form  of  a resolution  submitted 
by  the  Dallas  County  Medical  Society. 
The  resolution  was  sent  to  the  Coun- 
cil on  Legislation  for  review  and  a 
proposed  policy  was  presented  during 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Law 
and  Public  Health  sections  of  Texas  Medicine. 


the  November  meeting. 

Much  testimony  on  both  sides  of 
the  issue  was  heard  by  the  Reference 
Committee  on  Public  Health  and 
Scientific  Affairs  and,  as  a result,  the 
following  statement  was  presented 
to  the  House  requesting  TMA  to: 

• Support  primary  prevention  of 
firearm  morbidity  and  mortality 
through  education.  Such  educa- 
tion should  be  encouraged  as 
part  of  comprehensive  school  ed- 
ucation and  as  part  of  a public 
education  effort  to  encourage  re- 
sponsible ownership  of  guns. 

• Encourage  efforts  to  decrease  the 
depiction  of  violence  on  television. 

• Encourage  physicians  to  include 
firearm  injury  prevention  ques- 
tions in  medical  history-taking  to 
identify  high-risk  patients. 

• Support  the  following  compo- 
nents to  improve  firearm  safety 
and  to  encourage  responsible 
ownership:  (a)  modification  of 
weapons  design  or  use  of  safety 
devices  to  make  guns  inoperable 
by  children  and  to  reduce  acci- 
dental shootings;  (b)  a waiting 
period  before  handgun  purchase; 
(c)  vigorous  enforcement  of  cur- 


rent laws  banning  handguns  in 
public;  (d)  continued  support  of  a 
ban  on  the  sale  of  “assault” 
weapons;  and  (e)  destruction  of 
firearms  seized  in  criminal  cases 
according  to  law. 

Considerable  testimony  for  and 
against  the  statement  was  heard  on 
the  floor  of  the  House.  Following  an 
attempt  to  amend  the  proposed 
statement,  the  delegates  voted  to  re- 
fer the  issue  back  to  the  Council  on 
Legislation  for  additional  study. 

In  other  action  taken  on  recom- 
mendations and  resolutions  present- 
ed by  the  Reference  Committee  on 
Public  Health  and  Scientific  Affairs, 
the  delegates: 

• Adopted  a policy  supporting  the 
use  of  fetal  tissue  for  research 
with  the  application  of  the  same 
scientific  and  ethical  standards 
that  apply  to  other  forms  of  hu- 
man tissue  research. 

• Reaffirmed  current  TMA  policy 
on  endorsing  the  concept  of  stu- 
dent-oriented health-care  centers 
for  specific  public  health  prob- 
lems when  and  if  there  is  a lack 
of  access  to  local  private  and/or 
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AGENDA  ON  AIDS 

TMA  conference  spreads  HIV  knowledge 

Experts  shared  their  knowledge  on  the  epidemiology  of  HIV/AIDS  and 
medical  management  of  the  disease  at  a Texas  Medical  Association-spon- 
sored seminar,  HIV  Management:  A Clinical  Update,  held  in  October  under 
the  direction  of  TMA’s  Division  of  Public  Health  and  Scientific  Affairs. 
Richard  Grimes,  PhD,  Houston,  left,  and  Robert  Awe,  MD,  Houston,  right, 
were  among  the  speakers.  Also  featured  on  the  program  were  Charles  1 1 a ley, 
MD,  Dallas;  Mark  Kline,  MD,  Houston;  Hunter  Hammill,  MD,  Houston; 
Russell  Sampley,  MD,  Houston;  Deborah  Brimlow,  PhD,  Houston;  Richard 

Pollard,  MD,  Galveston;  and  Thomas  N. 
Young,  Austin. 


Richard  Grimes,  PhD 


Robert  Awe,  MD 


Why  is  it  important  to  consider  TB  as  part  of  my 
differential  diagnosis  when  treating  HIV  positive  patients? 

About  10%  of  the  US  population  is  infected  with  M tuberculosis.  These  in- 
dividuals have  a 10%  chance  of  developing  symptomatic  tuberculosis 
during  their  lifetimes.  About  half  of  those  developing  symptomatic  tubercu- 
losis will  do  so  within  the  first  year  or  two  of  infection.  In  contrast,  HIV-in- 
fected individuals  who  are  also  infected  with  M tuberculosis  have  as  much  as 
a 7%  chance  per  year  of  becoming  symptomatic.  In  addition,  immunocom- 
promised individuals  are  anergic  and  may  show  little  or  no  response  to  skin 
testing.  The  general  recommendation  is  that  a skin  reaction  greater  than  5 
mm  with  a Mantoux  test  should  be  considered  positive  in  an  immunocom- 
promised patient.  However,  it  is  not  clear  that  a lack  of  reaction  can  be  used 
to  rule  out  M tuberculosis.  Clinicians  should  have  a high  suspicion  of  tuber- 
culosis in  the  HIV-infected  patient  and  should  be  aggressive  in  diagnosis.  The 
reverse  is  also  true  and  HIV  should  be  suspected  in  tuberculosis  cases. 

Richard  M.  Grimes,  PhD,  director  of  the  AIDS  Regional  Education  and 
Training  Centers  for  Texas  and  Oklahoma  at  The  University  of  Texas 
School  of  Public  Health,  answers  questions  about  AIDS  in  this  column.  For 
further  information  about  this  topic  or  any  HIV  topic,  call  the  AIDS 
Helpline  for  Health  Professionals  at  (800)  548-4659. 


community  health  resources. 

• Referred  to  the  Council  on  Legis- 
lation a request  from  the  Commit- 
tee on  Mental  Health  and  Mental 
Retardation  that  TMA  urge  insur- 
ance carriers  to  provide  coverage 
for  emotional  and  mental  illnesses 


on  an  equal  basis  with  coverage 
for  physical  illnesses. 

Asked  the  Council  on  Legislation 
to  consider  the  issue  of  mandato- 
ry reporting  of  injuries  sustained 
during  University  Interscholastic 
League-sponsored  athletic  act- 


ivities to  the  Texas  Department 
of  Health. 

• Supported  the  Texas  Department 
of  Health's  efforts  to  establish  a 
statewide  birth  defects  registry. 

• Approved  a request  to  study 
available  data  relating  to  anen- 
cephalic  births. 

• Disapproved  Resolution  28X, 
which  called  for  TMA  to  petition 
the  Texas  Department  of  Health 
for  regulatory  changes  to  permit 
outpatient  treatment  of  thyroid 
cancer  patients  with  doses  of  ra- 
dioactive iodine  (1-131)  in 
amounts  greater  than  30  mCi. 

• Enthusiastically  commended  the 
TMA  Alliance  for  its  outstanding 
contribution  to  public  health. 

Statewide  program 
targets  babies  for  cancer 
detection 

IN  A NEW  SCREENING  PROGRAM 
for  neuroblastoma,  parents  in  32 
Texas  counties  are  being  asked  to 
help  test  their  infants.  Physicians  in 
these  counties  may  encounter  ques- 
tions from  some  of  the  parents  who 
receive  the  urine  test  kits. 

Sponsored  by  The  University  of 
Texas  M.D.  Anderson  Cancer  Center, 
the  Texas  Outreach  Program  for 
Neuroblastoma  Screening  (TOP  NB) 
program  targets  infants  6 to  9 
months  old.  The  Texas  Department 
of  Health  is  providing  names  and  ad- 
dresses of  newborns  in  the  selected 
counties,  which  account  for  nearly 
two  thirds  of  all  hirths  in  the  state. 

Counties  included  in  the  program 
are  Bexar,  Bell,  Brazoria,  Chambers, 
Collin,  Comal,  Coryell,  Dallas,  Den- 
ton, Ector,  Ellis,  El  Paso,  Fort  Bend, 
Galveston,  Guadalupe,  Harris, 
Hays,  Johnson,  Kaufman,  Liberty, 
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Lubbock,  McLennan,  Midland, 
Montgomery,  Parker,  Potter,  Ran- 
dall, Rockwall,  Tarrant,  Travis, 
Waller,  and  Williamson. 

The  screening  test  is  offered  to 
parents  free  of  charge  as  part  of  the 
cancer  center’s  Texas  Outreach  Ini- 
tiative. By  late  November,  approxi- 
mately 30,000  kits  had  been  mailed 
to  parents,  but  only  1,500  had  been 
returned  for  testing. 

Throughout  1993,  parents  will 
receive  the  test  kits  in  the  mail,  to  be 
returned  by  mail  to  M.D.  Anderson, 
where  they  will  be  analyzed.  The 
special  kits  contain  a brochure  in 
both  English  and  Spanish,  a filter 
paper,  parental  consent  form,  and  an 
addressed,  postage-paid  envelope. 
The  brochure  describes  the  disease 
and  instructs  parents  on  how  to  col- 
lect the  urine  sample  on  a filter  pa- 
per from  a wet  diaper.  The  consent 
form  must  be  completed  and  re- 
turned with  the  dry  sample  to  the 
cancer  center. 

The  sample  will  be  tested  for  ele- 
vated levels  of  two  catecholamines. 
If  a sample  appears  positive,  then  a 
second  sample  will  be  sought.  If  the 
second  sample  also  is  positive,  the 
family  physician  will  be  notified  and 
the  infant  may  be  referred  to  a local 
pediatric  oncologist.  A consortium 
of  oncologists  across  the  state  are 
associated  with  the  screening  pro- 
ject. 

Physicians  with  questions  con- 
cerning the  program  may  contact 
Kristina  L.  Gardner,  program  coor- 
dinator at  M.D.  Anderson,  at  (713) 
794-4620. 


COMMENTARY 

Why  do  victims  remain 
with  abusers? 

Diana  L.  Fite,  MD 

Chair ; Committee  on  Sexual  Assault  and 
Domestic  Violence  Prevention , 

Harris  County  Medical  Society 

Two  hypothetical  cases  demonstrate 
the  problems  that  can  surface  when 
health-care  professionals  encounter 
repeatedly  abused  victims. 

Sylvia  D.  arrives  at  the  emergen- 
cy department  late  on  a weekend 
night  with  multiple  contusions,  a 
nasal  fracture,  and  a chipped  tooth. 
The  nurses  recognize  her  from  past 
visits  with  injuries  that  she  admitted 
were  caused  by  her  spouse.  By  now, 
the  nurses  are  much  less  sympathet- 
ic towards  Sylvia  because  they  don't 
understand  why  she  remains  in  the 
abusive  relationship.  However,  the 
emergency  physician  has  taken  the 
initiative  to  learn  about  family  vio- 
lence and  can  explain  the  victim's 
plight  to  the  nurses. 

In  another  case,  Sarah  T.  has  be- 
come a frequent  visitor  to  the  ER, 
often  bringing  her  baby  in  late  at 
night.  She  claims  the  child  is  sick  be- 
cause he  continues  to  cry.  The  emer- 
gency department  staff  members  are 
increasingly  irritated  with  the  wom- 
an because  they  find  nothing  wrong 
with  the  child.  After  several  of  these 
visits,  the  physician  gently  asks  if 
the  mother  is  worried  for  some  rea- 
son about  the  baby’s  safety  or  her 
own  safety.  Sarah  confesses  that  her 
husband  is  intoxicated  that  evening 
and  she  had  to  leave  the  house.  She 
prays  he  will  be  asleep  when  she  re- 
turns, or  once  again  she  or  the  baby 
or  both  will  become  targets  of  his 
rage.  The  only  place  she  knows  is 
safe  at  this  late  hour  is  the  hospital 
emergency  room. 


Many  victims  of  domestic 
violence  find  their  only 
refuge  from  that  violence  is 
the  hospital  emergency  room.  They 
are  looking  not  only  for  treatment 
of  their  physical  injuries  but  mental 
relief  as  well.  It  is  in  these  instances 
physicians  and  staff  can  use  their 
knowledge  and  understanding  to 
help  break  the  cycle  of  violence.  But 
understanding  why  the  victim  re- 
mains in  an  abusive  relationship  can 
be  very  difficult. 

Victims  of  abuse  almost  never 
volunteer  information  about  their 
current  situation.  Hence,  it  is  of  ut- 
most importance  for  physicians  to 
ask  the  right  questions  and  provide 
appropriate  information  to  the  vic- 
tim, such  as  the  phone  number  of  a 
local  women’s  center  for  counseling 
and  shelter. 

There  are  two  broad  categories 
of  victims.  One  type  has  been  raised 
in  an  abusive  family  unit,  which  has 
resulted  in  feelings  of  low  self-es- 
teem and  the  belief  that  abusive  situ- 
ations are  normal. 

The  other  type  of  victim  had  no 
prior  experience  with  abusive  situa- 
tions and  never  expected  to  find  her- 
self in  one.  The  person  she  loved 
(and  may  still  love)  acted  normal  in 
the  beginning  of  the  relationship. 
Exaggerated  jealously  seemed  en- 
dearing at  first,  but  this  changed 
over  time. 

Abuse  can  begin  insidiously.  It 
can  arrive  in  the  form  of  unex- 
plained threats,  unanticipated  acts 
of  sexual  aggression,  shoving  the 
victim,  or  destroying  the  victim’s 
property.  Apologies  from  the  abuser 
are  immediately  forthcoming.  The 
passage  of  time  allows  the  victim  to 
feel  safe  again. 

As  time  passes  and  tension 
mounts,  however,  the  abuse  becomes 
more  frequent  and  more  severe. 
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Apologies  are  offered  less  frequently, 
and  the  victim  feels  a need  to  leave. 
By  this  time,  however,  children  may 
he  involved  and  the  batterer  may 
threaten  to  harm  them  if  the  victim 
attempts  to  leave. 

Added  to  this  very  real  physical 
threat  are  financial  concerns  about 
the  loss  of  the  batterer’s  income. 

Also,  most  victims  have  not 
talked  to  friends  or  family  about 
their  situation,  and  they  now  may  be 
quite  isolated. 


Because  social  support  has  disap- 
peared at  this  point,  physicians  and 
health-care  professionals  may  be  the 
only  people  likely  to  recognize  the 
abuse  and  to  offer  sympathy  and  un- 
derstanding about  the  serious  threat 
to  the  victim’s  life. 

As  physicians,  we  can  very  easily 
and  quickly  provide  victims  of  abuse 
with  the  knowledge  that  it  is  not 
normal  for  women  and  their  chil- 
dren to  live  in  fear  on  a daily  basis. 
It  is  not  time-consuming  to  give  vic- 


tims a phone  number  to  call  for 
help.  In  fact,  much  time  can  be 
saved  when  the  real  problem  of 
abuse  is  identified  in  patients  who 
come  in  with  multiple  somatic  com- 
plaints that  seem  unrelated.  ★ 


DOBS  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practicel 

✓ Automatically  fills  out  insurance  claim  forms  ✓ Increases  cash  flow 


✓ Prints  patient  billing  and  statements 

✓ Produces  form  letters 

✓ Tracks  all  insurance  and  patient 
receivables 


✓ Decreases  need  for  additional  staff 

✓ Analyzes  practice  income  and  expenses 


ru  uvuw  n iwi  i iv  ui  iu 

✓ Free  training  for  your  staff  to  have 
and  running  in  only  hours 


you  up 


Purchase  before  February 28, 1 993  and  receive  a FREE  386  IBM  COMP  ATIBLE  COMPUTER  with  FOXMED  PRO  already 
Installed  and  ready  to  run.  Prices  start  at  $2,950,  or  financing  as  low  as  $250  per  monthlll  Price  Includes  the 
FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  Information  packet  and 
k speak  with  one  of  our  solutions  experts. 


% 


1 - 800  - 541  - 5551 

FOXMED  PRO.  Available  from  Practice  Management  Innovations. 

The  Next  Generation  In  Practice  Management.  
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Nominations  due  February  12 
for  TMA’s  Science  Teaching  Awards 

THE  DEVELOPMENT  OF  YOUNG  minds  is  critical  to  the  future  of 
medicine  and  science  in  Texas  and  the  United  States.  Where  Americans 
were  once  the  leaders  in  science,  other  countries,  many  our  economic 
competitors,  have  now  taken  the  lead. 

As  part  of  its  commitment  to  the  goal  of  Americans,  and  especially  Tex- 
ans, to  regain  world  leadership  in  the  sciences,  TMA  annually  honors  the  top 
science  teachers  in  Texas  — those  who  have  done  the  most  to  mold  young 
minds  and  excite  their  curiosity  about  science  — with  its  annual  Excellence  in 
Science  Teaching  Awards. 

“The  awards  are  designed  to  promote  and  reward  excellence  in  science 
teaching  in  recognition  that  educators  significantly  influence  student  aptitude 
and  interest  in  science  and  medical  careers,”  said  Judith  Livingston,  TMA 
program  manager  for  science  and  preventive  medicine.  Nominations  for  this 
year’s  awards  are  due  to  TMA  by  February  12. 

First-  and  second-place  awards  will  be  given  at  each  level  for  teachers  in  ele- 
mentary, middle/junior  high,  and  high  school.  The  three  first-place  winners  will 
receive  $1000,  a commemorative  plaque,  and  an  expense-paid  trip  to  TMA’s 
Annual  Session,  May  13-16,  1993,  in  Houston.  Second-place  winners  will  re- 
ceive $500  and  a certificate  of  achievement  with  awards  ceremonies  coordinat- 
ed with  local  school  officials  and  county  medical  society  representatives. 

Teachers  eligible  for  nomination  are  full-time  classroom  instructors  in 
Texas;  teach  science  in  public,  private  or  parochial  school;  and  have  at  least  5 
years’  teaching  experience  and  responsibility  for  science.  Nominees  are  not  re- 
quired to  teach  science  exclusively.  Nominations  should  be  based  on  a teacher’s 
reputation  among  his/her  peers,  improvement  of  students’  interest  and  under- 
standing of  science,  innovative  approaches  to  teaching  science,  and  evidence  of 
continued  professional  growth. 

Nomination  forms  were  mailed  to  school  districts  and  science  teaching  or- 
ganizations in  early  January.  For  a copy  of  the  nomination  form,  contact  Ju- 
dith Livingston,  TMA,  Science  and  Preventive  Medicine,  401  W 15th  St, 
Austin,  TX  78701,  or  call  (800)  880-1300  or  (512)  370-1464. 


CATCHUM  Project  to 
develop  cancer  detection, 
prevention  curriculum 

Early  education  is  the 
cornerstone  of  a new  program 
that  aims  at  better  training  to- 
morrow’s primary  care  physicians 
in  early  detection  and  prevention 
of  cancer. 

TMA’s  Physician  Oncology  Edu- 
cation Program  (POF.P),  in  con- 
junction with  the  state’s  eight  medi- 
cal schools,  is  developing  a model 
cancer  prevention  and  detection 
curriculum.  The  Cancer  Teaching 
and  Curriculum  Enhancement 
in  Undergraduate  Medicine 
(CATCHUM)  Project  is  developing 
a program  that  a medical  school 
can  integrate  in  whole  or  in  part 
into  its  overall  curriculum. 

“The  title  CATCHUM  is  a delib- 
erate play  on  words,”  said  POEP 
Steering  Committee  Vice  Chairman 
Bill  Philips,  PhD,  Galveston.  “We 
want  to  ‘catch  them’  — them  mean- 
ing medical  students  — early  in  their 
education  and  make  a change  in 
their  knowledge  and  attitudes  that 
will  hopefully  persist  into  their  prac- 
tice years.” 

Dr  Philips  said  the  program  will 
involve  the  curriculum  deans  and  key 
faculty  from  participating  schools,  as 
well  as  POEP  staff,  in  identifying  cur- 
riculum objectives,  adapting  learning 
materials,  and  training  key  faculty 
members  to  use  the  product.  A stan- 
dardized assessment  exam  will  be 
used  to  gauge  the  program’s  effective- 
ness and  to  identify  areas  in  need  of 
further  development. 

The  CAT  CHUM  project  is  be- 
ing developed  in  four  somewhat 


Mark  Richardson,  associate  editor , writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
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overlapping  phases,  according  to 
Dr  Philips. 

The  first  phase  involves  assessing 
what  specific  areas  of  cancer  preven- 
tion and  detection  education  are  al- 
ready in  place  in  Texas  medical 
schools  and  assessing  medical  stu- 
dents’ knowledge  in  the  area. 

The  second  phase  will  involve  de- 
veloping the  basic  curriculum.  This 
will  be  accomplished  by  a workgroup 
of  representatives  from  the  eight 
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medical  schools,  UT's  M.D.  Ander- 
son Cancer  Center,  POEP,  and  related 
groups  such  as  the  American  Cancer 
Society  or  others.  The  workgroup 
will  meet  several  times  over  a year  to 
adapt  or  create  materials  for  the 
model  curriculum. 

The  third  phase  will  involve  iden- 
tifying key  faculty  members  to  deliv- 
er instruction  at  the  medical  schools. 

The  fourth  phase  will  include  de- 
veloping standardized  patient  man- 

VOLUME  89  NO.  I JANUARY  1993 


MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Large-scale  health  study  of  elderly  Mexican  Americans  planned 

The  first  large-scale  health  study  of  the  growing  population  of  elderly 
Mexican  Americans  is  being  conducted  by  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  The  University  of  Texas  Health  Science  Center  at 
San  Antonio,  and  The  University  of  Texas  at  Austin.  The  US  Department  of 
Health  and  Human  Services  has  awarded  $3.5  million  for  the  5-year  study. 
At  least  3,000  Mexican  Americans  aged  65  and  older  front  Texas,  New 
Mexico,  Arizona,  California,  and  Colorado  will  be  interviewed.  Evaluations 
of  health  and  physical  ability  will  be  conducted  initially,  with  follow-up  as- 
sessments 2 years  later.  The  aims  of  the  study  are  to  determine  which  physi- 
cal and  mental  health  conditions  are  most  prevalent  among  elderly  Mexican 
Americans  and  to  identify  factors  linked  to  their  mental  health,  physical 
health,  and  life  expectancy. 

Health  Science  Center  studies  research  alliance  with  Mexico 

The  University  of  Texas  Health  Science  Center,  San  Antonio  — Officials  at 
the  health  science  center  met  in  early  November  with  a delegation  of 
doctors  and  scientists  from  Mexico  to  discuss  forming  a joint  medical  re- 
search partnership.  Representatives  of  UTHSC-SA  and  the  Instituto  Mexi- 
cano  de  Seguro  Social,  a health-care  agency  based  in  Mexico  City,  discussed 
the  establishment  of  collaborative  biomedical  research  programs.  According 
to  Judy  Wolf,  director  of  news  and  information  for  the  health  science  center, 
several  informal  agreements  were  made  between  Texas  and  Mexico  scien- 
tists in  the  areas  of  microbiology,  pathology,  reproductive  biology,  diabetes 
research,  and  research  on  a broad  range  of  cancers.  More  meetings  are 
planned  to  work  out  a possible  formal  joint  research  exchange  agreement. 

Medical  school  seeks  to  fund  $150  million  research  foundation 

The  University  of  Texas  Southwestern  Medical  School,  Dallas  — Officials 
at  UT-Southwestern  announced  in  late  October  a $150  million  fund 
drive  both  to  benefit  molecular  research  and  to  provide  construction  funds 
for  the  school.  According  to  UT-Southwestern  President  Kern  Wildenthal, 
MD,  PhD,  the  project  is  the  largest  fundraising  effort  for  pure  research  ever 
undertaken  by  a medical  school.  Of  the  $150  million,  $26  million  will  go 
for  molecular  research,  $39  million  for  cancer  research,  $36  million  for  neu- 
roscience, $19  million  for  developmental  biology,  and  $30  million  for  build- 
ings and  equipment.  The  fundraising  effort  is  off  to  a good  start,  according 
to  Dr  Wildenthal,  with  more  than  $100  million  already  pledged. 

Research  teams  formulate  in  vitro  test  for  cystic  fibrosis 

Methodist  Hospital,  Baylor  College  of  Medicine,  Houston  — Research 
teams  on  two  continents  have  collaborated  to  develop  a procedure  to 
diagnose  cystic  fibrosis  (CF)  before  an  embryo  is  implanted  in  the  womb. 
Teams  from  the  Center  for  Reproductive  Medicine  and  Surgery  at 
Methodist/Baylor  and  Hammersmith  Hospital  in  London  reported  their 
findings  in  September  in  the  New  England  Journal  of  Medicine.  The  tech- 
nique allows  physicians  to  analyze  the  genetic  code  of  cells  taken  from  an 
embryo  produced  through  in  vitro  fertilization.  The  analysis  shows  whether 
the  embryo  will  develop  CF,  be  a carrier  of  the  disease,  or  be  unaffected.  The 
new  procedure,  which  can  also  identify  other  genetic  diseases  such  as 
hemophilia,  Tay-Sachs,  and  Duchenne’s  muscular  dystrophy,  allows  diagno- 
sis of  such  conditions  before  pregnancy  develops. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  section,  401  W IStb  St,  Austin,  TX  78701. 
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agement  problems  for  use  as  an  alter- 
native or  additional  methodology  for 
teaching  or  for  assessing  students’ 
mastery  of  the  program  elements. 

The  CATCHUM  program  is 
breaking  new  ground  in  medical  ed- 
ucation, according  to  Dr  Philips. 

“This  has  never  been  tried  in  the 
United  States  or  anywhere  else,  for  that 
matter,”  he  said.  “The  unique  feature 
is  that  we  are  building  a product  that 
can  be  used  in  multiple  ways  and  in 
multiple  places  in  a curriculum.” 

He  added  that  the  program  has  a 
feature  to  allow  medical  schools  to 
evaluate  how  the  program  is  affect- 
ing their  students. 

“We  have  in  place  a baseline  assess- 
ment,” Dr  Philips  said.  “So  those 
schools  that  use  the  CATCHUM  pro- 
gram can  administer  the  test  to  their 
students  and  look  back  at  baseline 
data.  That  way  they  can  make  a gross 
generalization  about  how  well  they  are 
effecting  change  in  at  least  the  knowl- 
edge component  of  this  project.” 

The  program  is  currently  in  its  sec- 
ond phase  of  development.  The  cur- 
riculum development  workgroup  met 
in  mid-December,  and  the  program  is 
expected  to  be  in  place  in  Texas  medi- 
cal schools  by  fall  of  1994.  If  success- 
ful, the  CATCHUM  Program  will  be 
marketed  to  medical  schools  in  other 
states,  Dr  Philips  said. 

The  POEP  program  was  formed  in 
1987  by  the  Texas  Cancer  Council  to 
carry  out  recommendations  made  by 
the  Texas  Legislature  regarding  cancer 
education  of  physicians.  POEP’s  ob- 
jective is  to  enhance  the  physician’s 
role  in  cancer  prevention,  screening, 
and  early  detection  in  Texas. 

For  more  information,  contact 
the  POEP  office  at  (800)  880-1300 
or  (512)  370-1672. 
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CME  opportunities  available  on  computer 

Next  time  you  are  planning  a business  or  pleasure  trip,  it  will 
only  take  a quick  phone  call  to  find  out  about  continuing  medical  edu- 
cation (CME)  opportunities  available  to  you. 

As  a membership  benefit,  the  TMA  Library  now  has  access  to  LectureTek, 
a computer  database  that  contains  an  average  of  4,000  courses  approved  by 
the  Accreditation  Council  for  Continuing  Medical  Education.  Staff  can  easily 
search  the  extensive  database  for  CME  opportunities  by  location,  specialty, 
and/or  dates  of  interest.  LectureTek  lists  meetings  in  all  50  states  as  well  as 
international  locations  ranging  from  Australia  to  Zaire.  In  addition,  listings 
for  CME  cruises  also  are  available. 

To  take  advantage  of  this  new  library  service,  contact  the  TMA  Library  at 
(800)  880-1300  or  (512)  370-1550.  You  may  also  fax  your  request  to  (512) 
370-1634. 


COMMENTARY 

Animal  rights  group 
distorts  medical  facts 
to  further  its  goals 

John  P.  Howe  III,  MD 

President,  Texas  Society  for 
Biomedical  Research 

The  recent  controversy 
regarding  the  use  of  cow’s  milk 
is  a clear  indication  of  the  im- 
portance of  a scientifically  literate 
populace  and  the  role  the  scientific 
community  can  and  should  play  in 
promoting  an  appreciation  for  and 
understanding  of  science. 

In  a September  news  conference, 
the  Physician’s  Committee  for  Re- 
sponsible Medicine  (PCRM)  warned 
that  “parents  should  be  alerted  to 
the  risks  posed  by  milk  consump- 
tion.” Neal  Barnard,  MD,  president 
of  PCRM,  and  Benjamin  Spock, 
MD,  the  well-known  pediatrician, 
were  releasing  a “Nutrition  Bul- 
letin” on  the  subject.  This  ’bulletin,’ 
in  citing  a recent  report  from  the 
American  Academy  on  Pediatrics 
Committee  on  Nutrition  (1),  begins 
by  saying  that  “a  substantial  body 
of  scientific  evidence  raises  concerns 
about  health  risks  from  cow’s  milk 
products.”  The  accompanying  news 
release  states  “top  doctors”  warn 
that  milk  consumption  can  cause 
health  problems.  Further,  PCRM 
states  that  “cow’s  milk  should  not 
be  required  or  recommended  in  gov- 
ernment guidelines.” 

What  PCRM  failed  to  mention  is 
that  the  academy’s  recommenda- 
tions concern  the  use  of  whole  cow’s 
milk  in  infancy,  not  in  the  popula- 
tion at  large.  According  to  the 
American  Medical  Association, 
“PCRM  is  misinterpreting  the 
Academy’s  report  as  a way  of  sup- 
porting their  claims”  (2). 
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Few  would  question  that  breast- 
feeding is  the  best  for  almost  all  in- 
fants. The  fact  that  breast  milk  is 
more  healthy  for  infants  than  cow’s 
milk  is  well  documented,  as  is  the 
knowledge  that  whole  milk  has  the 
potential  for  causing  health  prob- 
lems in  infancy.  Whatever  differ- 
ences of  opinion,  or  continuing  de- 
bate, the  question  of  breast  milk 
versus  cow’s  milk  is  as  much  a 
lifestyle  issue  as  a nutritional  issue. 

The  allegation  by  PCRM  that 
milk  is  dangerous  and  should  not  be 
required  or  recommended  is  clearly 
a misinterpretation  of  the  facts.  But 
how  is  the  general  public  to  know 
that  PCRM  does  not  represent 
mainstream  physicians  and  scien- 
tists? All  the  parents  who  relied  on 
Dr  Spock  to  help  them  raise  their 
children  would  assume  that  this 
group  he  speaks  for  represents  the 
majority  of  medical  practitioners.  In 
spite  of  its  name,  however,  only  a 
fraction  of  PCRM’s  members  are  ac- 
tually physicians,  and  those  physi- 
cians account  for  only  a minute  frac- 
tion of  the  total  US  physician 
population  (2).  Its  founder,  Dr 
Barnard,  is  also  the  scientific  advisor 
to  People  for  the  Ethical  Treatment 
of  Animals  (PETA),  an  animal-rights 
groups  that  supports  a terrorist  or- 
ganization known  as  the  Animal 
Liberation  Front  (ALF)  (2).  The  use 
of  “physician”  in  PCRM’s  name 
lends  a certain  credulity  to  their  ani- 
mal-rights, antiscience  philosophy. 

Last  year,  PCRM  came  forth  with 
its  proposal  for  the  New  Four  Food 
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Groups,  a program  calling  for  a diet 
based  on  grains,  vegetables,  fruits, 
and  legumes,  omitting  all  require- 
ments for  meat  or  dairy  products. 
This  is  but  another  step  for  the  ani- 
mal-rights movement  in  the  long- 
term goal  of  eliminating  all  use  of 
animals  by  man.  It  is  part  of  the  per- 
vasive antiscience  mentality. 

We  must  counter  this  movement. 
We  cannot  allow  PCRM,  or  any  oth- 
er antiscience  group,  to  get  in  the 
business  of  defining  science.  It  is  up 
to  us,  the  science  community  in 
Texas,  to  educate  the  public  — from 
preschoolers  to  golden  agers  — 
about  science:  how  it  really  works, 
how  it  impacts  our  daily  lives,  why 
it’s  important  to  us  now  and  in  the 
future.  In  an  increasingly  urban  soci- 
ety, youngsters  think  hamburgers 
come  from  McDonald’s.  Many 
young  adults  know  little  about  polio 
and  tuberculosis,  diseases  they  are 
unlikely  to  ever  experience,  thanks  in 
large  part  to  animal-based  biomedi- 
cal research  (3).  Most  adults  do  not 
realize  that  nutrition  and  preventive 
medicine  are,  or  are  based  on,  sci- 
ence. Grade  school  and  high  school 
teachers  and  librarians  regularly  re- 
ceive informational  brochures  carry- 
ing an  antiresearch  message. 

It  is  clear  that  science  is  under 
siege.  Biomedical  research,  and  thus 
the  future  health  of  Texans,  is  at 
risk.  We,  the  scientific  community  in 
Texas,  must  step  forward  to  bring 
science  and  society  together.  Each  of 
us  must  choose  to  get  involved,  as 
the  Texas  Society  for  Biomedical  Re- 
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search  (TSBR)  has  done.  TSBR  has 
chosen  to  be  proactive,  to  work  at 
the  interface  between  science  and  so- 
ciety to  ensure  lay  recognition  and 
support  of  the  best  medical  and  sci- 
entific research.  Students,  faculty, 
practitioners,  and  staff  of  the  28  or- 
ganizations that  make  up  TSBR  are 
working  hard  to  strengthen  the  pub- 
lic understanding  of  science  and 
biomedical  research,  to  promote  un- 
derstanding of  the  importance  ani- 
mals have  played  and  continue  to 
play  in  medicine,  and  to  increase  the 
number  of  young  people  seeking  ca- 
reers in  science.  Each  of  us,  whether 
as  members  of  TSBR  or  as  con- 
cerned individuals,  must  step  for- 
ward in  an  effort  to  increase  scien- 
tific literacy. 

Consider  the  impact  if  each  per- 
son reading  this  article  spent  just  1 
hour  this  year  working  to  improve 
the  public’s  understanding  of  the  im- 
portance of  science  in  everyday  life. 
Just  1 hour  talking  to  a high  school 
biology  class,  a Sunday  school  class, 
or  a civic  group;  1 hour  giving  a sci- 
ence club  a tour  of  your  facilities;  1 
hour  with  teachers  at  your  local 
school  could  make  the  difference. 
Think  about  it  — scientific  literacy 
depends  on  us  all. 
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At  Lexus  Of  Austin, 
House  Calls  Are  Our  Specialty. 


Lexus  of  Austin  making  house  calls? 
Yes,  and  to  your  front  door.  Wherever 
you  are.  It’s  as  easy  as  picking  up  your 
phone  and  calling.  Our  professional 
sales  staff  will  handle  everything  over 
the  phone.  We’ll  give  you  the  best  pos- 
sible price  on  your  trade-in  and  the  best 
price  on  your  new  Lexus.  Then,  just  sit 


back  and  we’ll  deliver  your  new  Lexus 
to  your  front  door.  So  call  Lexus  of 
Austin  now.  1-800-79LEXUS. 
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Save  yourself  time 
and  frustration. 


I*ut  the  Texas  Physician  Placement  Service  and  its  computer  data  bank 
of  practice  opportunities  and  physician  applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice  opportunities  currently  on  file 

A Texas-based  matching  service  offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  370-1403 

A joint  service  of  Texas  Medical  Association  and  Texas  Academy  of 
Family  Physicians 


Life  is  your  most 

VALUABLE  POSSESSION. 


PASS  IT  ON. 

Of  all  the  riches  you  could 
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by  supporting  research  into 
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The  Clinicopathologic  Conference 
Series,  an  occasional  feature  in 
Texas  Medicine,  is  presented  by  the 
departments  of  internal  medicine 
and  pathology  at  The  University  of 
Texas  Medical  School  at  Houston. 


Dr  Johnson,  associate  professor  and  director, 
Division  of  General  Medicine,  Department  of 
Internal  Medicine,  The  University  of  Texas 
Medical  School  at  Houston;  Dr  Uthman,  assis- 
tant professor.  Department  of  Pathology,  The 
University  of  Texas  Medical  School  at  Houston, 
and  director,  Hematology  Laboratory,  Her- 
mann Hospital;  Dr  Mueller,  assistant  professor 
and  assistant  chief  of  medicine,  Department  of 
Internal  Medicine  and  Hermann  Hospital,  The 
University  of  Texas  Medical  School  at  Houston. 
Send  reprint  requests  to  Dr  Mueller,  Depart- 
ment of  Internal  Medicine,  University  of  Texas 
Medical  School  at  Houston,  6431  Fannin,  MSB 
1.150,  Houston,  TX  77030. 
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Clinicopathologic  Conference:  A young  man 
with  fever,  cough,  and  chest  pain 

Philip  C.  Johnson,  MD 
Margaret  O.  Uthman,  MD 
Susan  D.  Mueller,  MD 


A young  black  man  was  ad- 
mitted to  the  Internal 
Medicine  Service  at  the  Lyn- 
don B.  Johnson  General  Hospital  in 
Houston,  a county  hospital  serving 
primarily  public  patients.  He  com- 
plained of  cough,  chest  pain,  fevers, 
night  sweats,  and  a 20-pound 
weight  loss.  Laboratory  findings  in- 
cluded elevated  alkaline  phos- 
phatase, elevated  transaminases, 
and  anemia.  This  case  demonstrates 
an  aggressive  approach  to  establish- 
ing the  cause  of  fever  in  patients,  es- 
pecially those  with  compromised 
immune  systems,  who  have 
abnormal  laboratory  findings  and 
no  obvious  cause  of  fever. 

Case  presentation 
Susan  D.  Mueller,  MD 

A 29-year-old  black  man  was  admitted 
to  the  hospital  with  a 2-week  history 
of  cough,  pleuritic  chest  pain,  fevers  to 
40.6°C,  night  sweats,  nausea,  and  a 
20-pound  weight  loss.  His  cough, 
which  at  first  had  produced  yellow 
sputum,  had  become  dry.  He  had  been 
treated  empirically  with  5 days  of  peni- 
cillin and  erythromycin  for  a retrocar- 
diac  infiltrate  seen  on  the  chest 
roentgenogram.  He  drank  beer  daily, 
smoked  cocaine  regularly,  and  used  in- 
travenous drugs  on  occasion. 


Leukocytes 
Polys,  % 

Bands,  % 

Lymphocytes,  % 

Monocytes,  % 

Hemoglobin,  g/L 

Hematocrit 

Platelets 

Mean  corpuscular  volume,  fL 
Reticulocyte  count,  % 

Iron,  (imol/L 

Total  iron-binding  capacity,  Jtmol/L 


Examination  revealed  an  alert  man 
breathing  24  times  per  minute.  His 
temperature  was  39.7°C,  pulse  was 
116  beats  per  minute,  and  blood  pres- 
sure was  120/64  mmHg  without  or- 
thostatic change.  Temporal  wasting 
was  evident.  His  skin  had  seborrhea 
and  no  other  lesions.  A 2-cm  axillary 
lymph  node  was  palpable  along  with 
shotty  inguinal  lymph  nodes.  No  scle- 
ral icterus  was  seen.  Oral  thrush  was 
proven  by  a potassium  hydroxide 
smear,  and  a tonsillar  ulceration  was 
seen.  Fundi  were  normal.  Ausculta- 
tion of  the  lungs  revealed  mild  expira- 
tory wheezes.  The  heart  was  normal 
except  for  a grade  II/VI  systolic  ejec- 
tion murmur  at  the  left  sternal  border. 
No  abdominal  tenderness,  hep- 
atosplenomegaly,  or  masses  were 
found.  The  rectum  and  prostate  were 
normal.  No  splinter  hemorrhages, 
Janeway’s  lesions,  or  Osier’s  nodes 
were  seen.  The  rest  of  the  complete 
physical  examination  was  performed 
with  normal  findings.  Laboratory 
findings  are  shown  in  Tables  1 
through  5.  The  chest  roentgenogram 
taken  at  the  time  of  admission  is 
shown  in  Figs  1 and  2. 

Discussion 

Philip  C.  Johnson,  MD 

The  problem  list  for  this  patient  in- 
cludes infection  with  human 
immuno-deficiency 
virus  (HIV),  anemia 
and  leukopenia,  drug 
abuse,  chest  pain, 
lymphadenopathy, 
hyponatremia,  and 
hepatitis.  The  current 
episode  of  fever, 
weight  loss,  night 
sweats,  chills,  and 
cough  is  probably  re- 
lated to  an  infectious 
complication  of  HIV 


Table  1.  Results  of  hematologic  studies. 


2.6  (x  1 09/L) 
0.70 
0.18 
0.09 
0.03 


101 

29% 

184  (x  109/L) 
80.6 
3.2 

147  gmol/L 
309  |amol/L 
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Table  2.  Results  of  chemistry  studies. 


Total  protein,  g/L 

32 

Albumin,  g/L 

29 

Calcium,  mmol/L 

1.99 

Phosphorus,  mmol/L 

1.03 

Bilirubin,  umol/L 

15 

Alanine  aminotransferase,  U/L 

147 

Aspartate  aminotransferase,  U/L 

325 

Alkaline  phosphatase,  U/L 

523 

Lactate  dehydrogenase,  U/L 

2800 

9-Glutamyl  transferase,  U/L 

1070 

Amylase,  U/L 

101 

Table  3.  Results  of  blood  gas  studies. 


Room  air 

PH 

7.51 

p02,  kPa 

12.1 

pC02,  kPa 

4.4 

Table  4.  Results  of  electrolyte  studies. 


Sodium,  mmol/L 

127 

Potassium,  mmol/L 

4.5 

Chloride,  mmol/L 

95 

Carbon  dioxide,  mmol/L 

30 

Glucose,  mmol/L 

5.2 

Blood  urea  nitrogen,  mmol/L 

536 

Creatinine,  |imol/L 

70.72 

Osmolality  — serum,  mmol/kg 

266 

Osmolality  — urine,  mmol/kg 

542 

Table  5.  Results  of  urinalysis  and  other  studies. 


Urinalysis 

Specific  gravity 
PH 

Protein 
Leukocytes 
Red  blood  cells 
Glucose 

Other 

Sputum  and  blood  culture: 
Human  immunodeficiency  virus: 
Ultrasound  of  liver: 

Fungal  serologies: 

Skin  test  for  PPD*  and  controls: 


1.020 
8.0 
1 + 

0-1/hpf 

0/hpf 

Negative 

No  growth 

Positive 

Normal 

Negative  for  histoplasmosis, 
cryptococcus,  blastomycosis 
and  coccidioidomycosis 
Negative 


Fig  I . Roentgenogram  of  chest,  PA  view. 


Fig  2.  Roentgenogram  of  chest,  lateral  view. 


* Purified  protein  derivative 
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infection.  It  is  possible  that  this  pre- 
sumptive infection  will  be  one  of  the 
opportunistic  infections  required  to 
meet  the  Centers  for  Disease  Control 
criteria  for  the  acquired  immuno- 
deficiency syndrome  (AIDS)  ( 1). 

Some  elements  in  the  history  of 
this  patient  are  not  mentioned  in  the 
protocol  and  should  in  general  be 
sought  when  taking  a history  from 
any  person  infected  with  HIV.  First, 
the  physician  should  ask  about  the 
usual  risk  factors  responsible  for  in- 
fection with  HIV  and  about  when 
this  infection  was  contracted.  Infec- 
tion with  HIV  follows  a temporal 
course  with  certain  complications  oc- 
curring at  predictable  times,  depend- 
ing on  the  length  and  degree  of  im- 
mune compromise.  Certain  modes  of 
infection  with  HIV  lend  themselves 
to  specific  infectious  complications. 
Male-male  sexual  contact  has  its  own 
list  of  associated  diseases,  even  in  the 
absence  of  AIDS  (2-4).  Similarly,  in- 
travenous drug  abuse  has  certain  as- 
sociated conditions  such  as  hepatitis 
B,  hepatitis  C,  and  endocarditis, 
which  may  play  a role  in  this  pa- 
tient’s current  illness.  Prior  informa- 
tion about  tuberculin  skin  tests  is 
useful  in  determining  the  risk  of  this 
infection  and  should  always  be  ob- 
tained in  an  initial  evaluation.  Identi- 
fying where  the  patient  has  lived 
most  of  his  life  and  what  his  occupa- 
tion is  can  relate  to  the  acquisition  of 
the  endemic  fungal  infections,  coccid- 
ioidomycosis, histoplasmosis,  and 
blastomycosis,  which  are  now  being 
reported  with  increased  frequency  in 
persons  with  AIDS. 

During  physical  examination,  the 
patient  was  febrile,  appeared  wasted, 
and  had  a large,  left  axillary  lymph 
node.  Other  than  a II/VI  systolic  ejec- 
tion murmur,  no  signs  or  symptoms 
suggested  endocarditis.  Laboratory 
examination  revealed  leukopenia, 
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anemia  with  a normal  mean  corpus- 
cular volume,  and  increased  iron  and 
iron-binding  capacity.  Liver  function 
tests  revealed  abnormal  findings  with 
an  alanine  aminotransferase  of  147 
U/L,  glutamine  aminotransferase  of 
325  U/L,  and  an  alkaline  phos- 
phatase of  523  U/L.  Of  note  was  the 
very  high  lactic  dehydrogenase  level 
of  2,800  U/L.  The  patient  had  an  in- 
creased alveolar-arterial  oxygen  gra- 
dient on  arterial  blood  gases,  but  the 
roentgenogram  of  the  chest  showed 
no  abnormalities.  He  had  a mildly 
low  level  of  serum  sodium  and  a nor- 
mal level  of  potassium,  which  may  be 
an  early  finding  of  the  syndrome  of 
inappropriate  antidiuretic  hormone. 
He  had  a serum  osmolality  that  was 
inappropriately  dilute  in  comparison 
to  his  urine  osmolality.  Adrenal  in- 
sufficiency may  also  cause  hypona- 
tremia, and  this  should  be  evaluated. 

On  the  basis  of  this  presentation, 
the  two  most  likely  diseases  in  the 
differential  diagnosis  are  tuberculo- 
sis and  progressive  disseminated 
histoplasmosis  (PDH).  Both  can  pre- 
sent with  fever,  chills,  weight  loss, 
elevated  liver  function  tests,  and  hy- 
ponatremia due  to  the  syndrome  of 
inappropriate  antidiuretic  hormone 
or  adrenal  insufficiency. 

Tuberculosis  is  a complication  of 
HIV  infection  in  approximately  4% 
of  patients  living  in  the  United  States 
(5).  The  incidence  varies  among  vari- 
ous reported  series,  depending  on  the 
incidence  of  tuberculosis  in  normal 
hosts  within  the  population  described 
(5-11)-  As  a rule,  tuberculosis  occurs 
early  in  the  course  of  HIV  infection. 
When  tuberculosis  occurs,  it  usually  is 
the  initial  manifestation  that  meets 
the  Centers  for  Disease  Control  case 
definition  of  AIDS  (5).  Radiographic 
findings  in  chests  of  patients  with  tu- 
berculosis and  AIDS  may  be  atypical. 
Findings  of  chest  roentgenograms  in 
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some  patients  are  normal.  Skin  tests 
for  tuberculosis  are  usually  not  useful 
late  in  the  course  of  HIV  infection  be- 
cause patients  demonstrate  anergy.  I 
find  nothing  in  this  case  presentation 
that  would  rule  out  tuberculosis  in  the 
differential  diagnosis.  This  disease 
could  be  diagnosed  in  several  ways  in- 
cluding biopsy  of  an  axillary  lymph 
node  or  of  the  liver,  bronchoscopy,  or 
a bone  marrow  examination  with  ap- 
propriate stains  and  cultures. 

Progressive  disseminated  histo- 
plasmosis (PDH)  is  also  possible  in 
this  case.  The  endemic  area  for 
histoplasmosis  includes  the  Missis- 
sippi and  Ohio  River  valleys  and  ex- 
tends into  East  Texas.  In  the  Hous- 
ton area,  we  have  shown  that  5%  of 
patients  with  AIDS  will  have  PDH 
during  the  course  of  their  disease 
(12).  In  highly  endemic  areas,  the 
percentage  of  such  patients  reaches 
26%  (13).  Even  in  areas  of  the  coun- 
try where  histoplasmosis  is  not  en- 
demic, cases  have  been  reported  pri- 
marily among  those  who  have  lived 
or  traveled  previously  in  the  endemic 
area  (14-16).  In  highly  endemic  ar- 
eas such  as  Indianapolis,  which  re- 
cently experienced  a large  urban 
histoplasmosis  outbreak,  primary 
disease  with  dissemination  is 
thought  to  be  the  mechanism  of  dis- 
ease acquisition  in  HIV-infected  in- 
dividuals (13).  In  areas  like  Hous- 
ton, on  the  fringe  of  the  endemic 
zone  for  Histoplasma  capsulation, 
reactivation  and  dissemination  of 
previous  disease  may  be  more  im- 
portant (12).  The  most  common 
symptoms  of  PDH  in  patients  with 
AIDS  include  fever  in  approximately 
75%  of  cases,  weight  loss  in  50%, 
and  cough  in  25%  (12).  From  our 
series,  29%  of  patients  had  anemia 
and  24%  had  leukopenia.  Hep- 
atomegaly occurs  in  approximately 
25%  of  patients,  and  splenomegaly 
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is  seen  in  a slightly  higher  percent- 
age. The  initial  chest  roentgenogram 
in  patients  with  AIDS  and  PDH  ap- 
pears normal  in  approximately  40% 
of  cases  (12).  These  clinical  manifes- 
tations do  not  establish  the  diagno- 
sis of  the  disease,  however;  they  may 
be  seen  in  many  other  opportunistic 
infections  associated  with  AIDS, 
with  and  without  concomitant  PDH. 

The  diagnosis  of  PDH  is  made  by 
bone  marrow  examination,  lysis  cen- 
trifugation of  blood  cultures  (DuPont 
isolator),  or  examination  of  pulmonary 
secretions.  Biopsies  of  lymph  nodes  or 
the  liver  are  also  procedures  with  a 
high  yield.  Dr  Joseph  Wheat  and  col- 
leagues have  developed  a radioim- 
munoassay to  detect  antigen  to  H cap- 
sulation in  blood,  urine,  and  cerebral 
spinal  fluid  (17).  This  test  is  highly  sen- 
sitive and  specific  for  histoplasmosis  in 
patients  with  AIDS  and  can  be  ob- 
tained commercially  from  him  (17). 
The  test  is  used  both  for  diagnosis  and 
for  monitoring  treatment  (18).  Patients 
who  are  treated  successfully  show 
falling  antibody  titers  and  those  with 
relapse  show  increasing  titers  (19). 

H capsulation  serologies  may  be 
useful  in  some  settings.  Our  experi- 
ence in  areas  bordering  the  endemic 
area  for  histoplasmosis  has  been 
that  serologies  are  frequently  nega- 
tive. In  Indianapolis,  where  recur- 
rent epidemics  of  histoplasmosis  oc- 
cur regularly,  Wheat  and  coworkers 
have  shown  that  the  H capsulation 
serologies  can  be  useful  to  make  the 
diagnosis.  In  their  laboratory,  posi- 
tive tests  for  both  the  immunodiffu- 
sion assay  for  H or  M precipitins 
and  the  complement  fixation  tests 
had  a sensitivity  of  80%  (13).  Re- 
sults of  the  same  assays  performed 
in  different  laboratories  performed 
with  commercial  reagents  varied 
(13).  Commercial  reagents  have 
proved  to  be  less  sensitive,  produc- 


ing a high  number  of  tests  yielding 
false  negative  results. 

Once  PDH  has  been  diagnosed, 
patients  usually  respond  promptly  to 
amphotericin  B (AMB)  chemothera- 
py; one  half  of  them  become  afebrile 
after  a dose  of  AMB  as  small  as  150 
mg  (13).  In  limited  studies  by  Gray- 
bill  (19)  and  in  an  unpublished  study 
by  the  Mycoses  Study  Group  (J. 
Wheat,  personal  communication), 
itraconazole,  an  investigational  tria- 
zole, has  been  shown  to  be  effective 
in  treatment  of  PDH.  Fluconazole,  a 
new  triazole  currently  available,  has 
not  yet  been  tested.  Ketoconazole  is 
not  effective  for  initial  treatment  in 
patients  with  AIDS  and  PDH  (20). 
The  current  therapeutic  standard 
consists  of  a total  of  1 g of  AMB  ad- 
ministered intravenously  followed 
by  suppressive  doses  of  50  to  75  mg 
on  a biweekly  basis  thereafter  (21). 
In  the  future  we  may  possibly  give  a 
shorter  course  of  AMB  followed  by 
one  of  the  new  triazole  derivatives. 
Treatment  continues  lifelong  because 
recurrence  even  with  AMB  treat- 
ment has  been  reported  (20). 

In  the  diagnosis  of  fever  in  pa- 
tients with  AIDS,  the  presence  of 
one  or  more  infections  is  possible.  In 
this  patient,  the  increased  alveolar- 
arterial  oxygen  gradient  and  a high 
lactic  dehydrogenase  level  suggest 
Pneumocystis  carinii  pneumonia 
(22,23).  This  disease,  however, 
would  not  explain  the  patient’s  en- 
larged lymph  node  or  hepatitis.  I 
cannot  rule  out  this  infection  on  the 
basis  of  the  clinical  information  giv- 
en in  the  protocol. 

Atypical  mycobacterial  infection 
may  also  present  in  this  manner.  In- 
fections with  either  Mycobacteria 
kansasii  or  Mycobacteria  avium  in- 
tracellulare  can  occur  in  patients 
with  AIDS  (24-26).  M kansasii  pre- 
sents in  a way  similar  to  that  of  tu- 

JANUARY  1993 


berculosis  (25,26).  M avium  intra- 
cellulare  usually  presents  with  fever, 
weight  loss,  and  abdominal  lym- 
phadenopathy  (24).  M kansasii  is 
less  likely  to  occur  than  PDH,  and 
M avium  intracellulare  usually  oc- 
curs late  in  the  course  of  HIV  dis- 
ease. Both  of  these  facts  make  these 
mycobacterial  infections  less  likely. 

Pathologic  findings 
Margaret  O.  Uthman,  MD 

The  patient  underwent  bone  mar- 
row and  liver  biopsies  the  same  day. 
Examination  of  the  Wright’s  stained 
marrow  aspirate  revealed  numerous 
macrophages  containing  small, 
round-to-slightly  oval  structures 
3 to  5 micrometers  in  diameter. 
Identification  of  occasional  narrow- 
based  budding  forms,  along  with  the 
previously  described  morphology, 
suggested  infection  with  H capsula- 
tion. The  wall  of  these  intracytoplas- 
mic  organisms  is  partially  visible 
with  the  routine  hematoxylin-eosin 
stain  used  for  peripheral  blood  and 
bone  marrow  aspirate  films,  allow- 
ing rapid  identification  within  an 
hour  or  so  of  performing  the  smears 
(Fig  3).  In  patients  with  extensive 
bone  marrow  infection,  the  yeast 
may  occasionally  be  seen  within 
neutrophils  or  monocytes  on  the  pe- 
ripheral blood  smear,  expediting 
identification  even  further. 

Sections  of  the  percutaneous  nee- 
dle biopsy  of  the  liver,  as  well  as  the 
bone  marrow  core  biopsy,  stained 
by  the  Gomori  methenamine  silver 
method,  revealed  similar  intracellu- 
lar yeast  (Fig  4).  Note  the  absence  of 
granuloma  in  the  bone  marrow  and 
liver  biopsies.  In  rare  instances,  fun- 
gal or  mycobacterial  infection  may 
be  seen  in  the  bone  marrow  of  AIDS 
patients  without  evoking  a granulo- 
matous response.  In  a recent  study 
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Fig  3.  A large  histiocyte  (macrophage)  containing  multiple,  small  yeast  forms  (arrow)  can  be  seen 
on  smear  of  marrow  aspirate  (hematoxylin-eosin,  x 100). 


Fig  4.  Numerous  small,  budding  yeasts  were  seen  in  the  liver  and  bone  marrow  biopsies  (Gomori 
methenamine  silver  stain,  x 1,000). 


of  342  bone  marrow  examinations 
from  3f4  patients  with  HIV  infec- 
tion, opportunistic  mycobacterial  or 
fungal  infections  were  detected  in  70 
(20%)  of  the  aspirates  (27).  Special 
stains  for  microorganisms  detected 
16  (32%)  of  50  M avium  intracellu- 
lare  complex  infections,  10  (22%)  of 
45  M tuberculosis  infections,  and  8 
(73%)  of  11  H capsulatum  infec- 
tions. Bone  marrow  cultures  were 
more  sensitive  than  histology  for  de- 
tecting mycobacterial  infections:  36 
(72%)  of  the  M avium  intracellulare 
complex  and  13  (29%)  of  the  M tu- 


berculosis infections.  However,  his- 
tology was  more  sensitive  than  cul- 
tures in  detecting  fungal  infections, 
with  cultures  detecting  only  63%  of 
the  17  infections.  In  this  study,  spe- 
cial stains  were  positive  in  only  8 
(3%)  of  240  specimens  without 
granuloma.  Other  studies  have 
shown  similar  results  (28,  29). 

Over  biopsy  may  also  be  useful 
for  diagnosing  patients  infected  with 
HIV.  In  one  study,  liver  biopsy  es- 
tablished the  diagnosis  in  18  of  36 
cases  (50 % ) : mycobacteria  in  15 
cases,  cytomegalovirus  in  2 cases, 
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and  schistosoma  in  1 case  (30).  Ex- 
trahepatic  infection  had  previously 
been  documented  in  only  two  cases. 
In  a study  of  eight  patients  infected 
with  HIV,  when  the  yields  of  blood 
culture,  liver  biopsy,  and  bone  mar- 
row biopsy  were  compared,  liver 
biopsy  revealed  mycobacteria  in 
75%  of  cases  compared  to  25%  for 
bone  marrow  biopsy.  Mycobacteria 
were  isolated  from  the  blood  in  six 
of  eight  patients  with  a mean  growth 
interval  of  28  days.  The  authors 
concluded  that  in  this  group  of  pa- 
tients, liver  biopsy  is  the  most  rapid 
method  of  diagnosing  mycobacterial 
infection  (31). 

Final  comments 
Susan  I).  Mueller,  MD 

This  diagnostic  evaluation  demon- 
strates the  importance  of  a thorough 
and  aggressive  evaluation  of  fever  in 
patients  with  compromised  immuni- 
ty. Unexplained  abnormalities  in  liv- 
er enzymes  or  anemia  are  an  indica- 
tion for  liver  or  bone  marrow  biopsy 
and  may  be  the  etiology  of  fever. 
Liver  biopsy  is  often  the  most  rapid 
diagnostic  procedure  for  mycobacte- 
rial, viral,  and  parasitic  infections 
and  is  indicated  in  HIV-positive  pa- 
tients with  unexplained  fever  and 
abnormal  liver  enzymes  (29,30).  In- 
vasive procedures  must  be  per- 
formed expediently  to  prove  a diag- 
nosis by  direct  observation,  tissue 
biopsy,  or  culture.  Procedures 
should  be  directed  at  organs  with 
suspected  pathology  on  abnormali- 
ties found  on  complete  physical  and 
laboratory  examinations.  Occult  eti- 
ologies of  fever  should  be  consid- 
ered, including  drug  associated  fever, 
vasculitis,  deep  venous  thrombosis, 
atelectasis,  prostatitis,  pelvic  inflam- 
matory disease,  rectal  abscess,  proc- 
titis, anusitis,  and  malignancy. 
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Patients  with  immune  compro- 
mise have  a higher  risk  of  acquiring 
opportunistic  infection.  Fungal 
serologies  may  be  negative  despite 
significant  tissue  invasion,  as  in  this 
patient.  Skin  tests  are  often  nonreac- 
tive due  to  anergy.  Blood  cultures 
may  be  slow  and  often  fail  to  grow 
mycobacteria.  The  mean  interval 
time  to  grow  M tuberculosis  from 
culture  is  28  days  (31).  In  persons  in- 
fected with  HIV,  lymphoma  and  sar- 
coma are  the  most  common  causes  of 
malignancy;  both  may  cause  fever. 

This  patient  had  three  sets  of 
blood  cultures  that  were  negative,  in- 
cluding additional  special  tubes  for 
fungi  and  mycobacteria.  Echocardio- 
gram was  performed  because  of  the 
patient’s  fever  and  the  history  of  in- 
travenous drug  use.  No  vegetations 
were  seen  on  echocardiogram,  but 
small  vegetations  are  often  missed  by 
transthoracic  echocardiogram;  in 
general,  vegetations  must  be  2 mm 
or  greater  in  size  to  be  detected. 
Transesophageal  echocardiogram 
may  increase  the  yield.  Because  the 
patient’s  cough  was  dry  and  the 
chest  roentgenogram  showed  no 
abnormality,  bronchoalveolar  lavage 
and  bronchial  biopsy  were  not 
performed. 

Serologies  were  positive  for  hep- 
atitis B surface  antigen,  antibody  to 
surface  antigen,  and  antibody  to 
core  antigen.  Viral  infection  may 
cause  hepatitis,  such  as  in  this  case, 
but  treatable  and  superimposed  in- 
fectious causes  should  be  sought,  es- 
pecially in  patients  with  compro- 
mised immunity. 

The  patient  died  a few  days  after 
the  diagnosis  was  made. 
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Morbidity  and  mortality  associated 
with  neonatal  intensive  care  affect 
strongly  the  socioeconomic  aspect 
of  the  health-care  system.  A retro- 
spective study  of  the  neonatal  inten- 
sive care  population  at  a county 
hospital  in  Texas  showed  that  most 
deaths  were  related  to  nontreatahle 
causes.  Prematurity  was  a major 
cause  both  of  increased  mortality 
and  morbidity.  Although  improved 
management  of  a premature  infant 
with  hyaline  membrane  disease  us- 
ing artificial  surfactant  improved 
survival,  this  treatment  did  not 
change  the  morbidity.  The  incidence 
of  morbidity  was  related  directly  to 
the  degree  of  prematurity.  Illicit 
drug  use  also  had  a direct  correla- 
tion with  infants  who  had  low  birth 
weights.  Overall,  the  mortality  and 
morbidity  data  were  consistent  with 
incidence  data  reported  nationally. 


Dr  Patel,  assistant  professor.  Department  of 
Pediatrics/Division  of  Newborn  Medicine, 
University  of  Mississippi  Medical  Center, 
2500  North  State  St,  Jackson,  MS  39216- 
4505;  Dr  Nelms,  chairman,  Department  of 
Pediatrics,  John  Peter  Smith  Hospital,  Fort 
Worth,  Tex.  Send  reprint  requests  to  Dr  Patel. 


Demographic  data  of  the  neonatal  intensive  care 
population  of  a county  hospital  in  Texas 

Daksha  M.  Patel,  MD 
Donald  K.  Nelms,  MD 


John  Peter  Smith  Hospital 
in  Fort  Worth,  Tex,  is  an  affili- 
ate of  Tarrant  County  Hospital 
District  and  serves  the  popula- 
tion of  Tarrant  County.  This  hospi- 
tal is  also  a teaching  institute  for 
Family  Practice  Medicine,  Obstet- 
rics/Gynecology, and  Orthopedics 
programs.  A full-time  staff  teaches 
in  Internal  Medicine,  Surgery,  Ob- 
stetrics/Gynecology, Family  Practice, 
Pediatrics  (general  pediatrics  and 
neonatology),  and  Emergency  Room 
Medicine,  along  with  full-time  resi- 
dents in  Family  Practice,  Orthope- 
dics, and  Obstetric/Gynecology. 
Other  subspecialty  needs  are  fulfilled 
by  part-time  teaching  staff  and  ro- 
tating residents  from  other  facilities. 

The  Neonatal  Intensive  Care  Unit 
(NICU)  functions  at  a Level  II-plus 
capacity,  necessitating  the  transfer  of 
infants  with  major,  complicated  sur- 
gical problems  and  complex  congeni- 
tal heart  disease  to  Cook-Fort  Worth 
Children’s  Medical  Center  in  Fort 
Worth.  Criteria  for  admission  to 
NICU  are  prematurity,  a birth  weight 
less  than  2260  g,  and  any  require- 
ment for  special  observation  and/or 
management  of  intravenous  fluids. 
Charts  of  these  infants  were  reviewed 
to  evaluate  morbidity  and  mortality. 
These  data  were  compared  with  data 
published  by  other  centers. 

METHOD 

In  1990,  of  5871  total  viable  new- 
borns weighing  500  g or  more  deliv- 
ered at  John  Peter  Smith  Hospital, 
729  infants  required  intensive/spe- 
cial care.  The  charts  of  703  infants 
were  reviewed.  These  infants  were 
divided  into  six  weight  groups: 

Group  1 = 501  through  750  g 
Group  2 = 751  through  1000  g 
Group  3 = 1001  through  1500  g 

JANUARY  1993 


Group  4 = 1501  through  2000  g 
Group  5 = 2001  through  2500  g 
Group  6 = more  than  2500  g. 

Mortality  was  calculated  on  the 
basis  of  total  admissions  in  groups  1 
through  6,  since  the  final  diagnosis 
on  all  admissions  was  available. 
Morbidity  was  calculated  by  using 
data  available  from  chart  reviews. 
For  each  of  groups  1 through  4,  we 
reviewed  100%  of  the  charts;  for 
group  5,  we  reviewed  180  of  191 
(94%);  and  for  group  6,  we  re- 
viewed 339  of  354  (96%).  Of  the 
total  729  admissions,  375  infants 
(51%)  were  classified  as  low  birth 
weight  (501  to  2500  g)  and  354 
(49%)  weighed  more  than  2500  g. 
Table  1 shows  basic  characteristics 
of  infants  admitted  to  the  NICU. 
Table  2 shows  the  same  for  infants 
small  for  gestational  age  (SGA)  and 
includes  mortality.  Table  3 shows 
various  diagnostic  categories. 

Artificial  surfactant  (Exosurf) 
was  released  for  general  use  by  the 
Federal  Drug  Administration  on  Au- 
gust 31,  1990.  All  infants  born  after 
that  date  who  met  the  criteria  for  re- 
ceiving artificial  surfactant  for  man- 
agement of  respiratory  distress  syn- 
drome (hyaline  membrane  disease) 
were  treated  with  Exosurf.  Because 
this  represents  a notable  change  in 
the  management  of  premature  in- 
fants, data  from  those  infants  are 
analyzed  separately. 

Of  the  total  729  infants,  8 were 
transferred  to  Cook-Fort  Worth 
Children’s  Medical  Center  for  man- 
agement of  complex  congenital 
heart  disease  or  complex  surgical 
problems.  Mortality  data  of  these 
infants  were  available  and  are  in- 
cluded. Infants  whose  clinical  cours- 
es were  available  to  us  are  included 
in  morbidity  data. 

In  addition,  18  infants  with  a 
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Table  1.  Characteristics  of  infants  admitted  to  Neonatal  Intensive  Care  Unit. 


Group  1 
501-750 g 
(n=12) 

Group  2 
751-1000  g 
(n=15) 

Group  3 
1001-1500  g 
(n=47) 

Group  4 
1501-2000 g 
(n=l 10) 

Group  5 
2001-2500  g 
(n=180) 

Group  6 
>2500  g 
(n=339) 

All  Groups 

(n=703) 

Race,  No.  (%) 

White 

6(50) 

6(40) 

21(45) 

37(33.5) 

71(39.5) 

155(46) 

296(42) 

Black 

3(25) 

6(40) 

9(19) 

36(33) 

62(34.5) 

71(21) 

187(27) 

Latin  + other 

3(25) 

3(20) 

17(36) 

37(33.5) 

47(26) 

113(33) 

220(31) 

Sex,  No.  (%) 

Male 

8(67) 

8(53) 

19(40) 

61(55) 

80(44) 

207(61) 

383(55) 

Female 

4(33) 

7(47) 

28(60) 

49(45) 

100(56) 

132(39) 

320(45) 

Table  2.  Characteristics  and  mortality  of  SGA  infants. 

Group  1 

Group  2 

Group  3 

Group  4 

Group  5 

Group  6 

All  Groups 

501-750  g 

751-1000 g 

1001-1500  g 

1501-2000 g 

2001-2500 g 

> 2500  g 

(n=12) 

(n=15) 

(n=47) 

(n=l 10) 

(n=180) 

(n=339) 

(n=703) 

SGA,  No.  (%) 

Race 

9(75) 

9(60) 

31(66) 

70(63) 

71(39) 

0 

190(27) 

White 

3 

4 

13 

24 

26 

0 

70 

Black 

3 

2 

4 

29 

28 

0 

66 

Latin  + other 

3 

3 

14 

17 

17 

0 

54 

Sex 

Male 

7 

4 

14 

34 

26 

0 

85 

Female 

Death,  No. 

2 

5 

17 

36 

45 

0 

105 

(%  mortality  of 
SGA  infants) 

7 

2 

2 

2 

0 

0 

13(7) 

SGA  = small  for  gestational  age 

Table  3.  Diagnoses. 

Groups  1-5 
501-2500  g 
(n=375) 

Group  6 
> 2500  g 
(n=354) 

All  Groups 

(n=729) 

Diagnosis,  No.  (%)* 

Prematurity 

203(54) 

4(1.1) 

207(28.4) 

Respiratory  distress 

All  causes  of  respiratory  distress 

259(69) 

227(64) 

486(67) 

Persistent  pulmonary  hypertension 

14(3.7) 

27(7.6) 

41(5.6) 

Hypoglycemiaf 

42(11) 

63(18) 

105(14) 

Congenital  heart  disease 

(excluding  patent  ductus  arteriosus) 

3(1) 

16(5) 

19(3) 

Spontaneous  air  leak  syndrome 

0 

7(2) 

7(1) 

Major  congenital  anomalies  (excluding  heart) 

7(2) 

16(5) 

23(3) 

CNS  disorders  (exclude  intraventricular  hemorrhage  > grade  II) 

4(1) 

19(5) 

23(3) 

Infection  — All 

12(3) 

35(10) 

47(6.4) 

Group  B streptococcus  — blood  culture  and/or  urine  latex 

8(2) 

25(7) 

33(4.5) 

Group  B streptococcus  — blood  culture  only 

8(2) 

11(3) 

19(2.6) 

Positive  VDRL,  herpes,  chlamydia,  and  other 

11(3) 

2(0.6) 

13(2) 

Isoimmunization  (ABO  or  Rh) 

10(3) 

7(2) 

17(2) 

Positive  human  immunodeficiency  virus 

1(0.3) 

1(0.3) 

2(0.3) 

Positive  hepatitis  B surface  antigen 

1(0.3) 

1(0.3) 

2(0.3) 

' Percentages  are  derived  from  the  total  of  each  respective  group. 
fSerum  glucose  persistently  (2  values  or  more)  less  than  2.2  mmol/L. 


birth  weight  less  than  500  g were 
born  during  this  period.  All  were  less 
than  23  weeks  of  gestation  and  con- 
sidered nonviable.  These  infants  were 


managed  as  “comfort  care  only”  and 
are  not  included  in  the  data.  The 
only  sign  of  life  noted  in  these  infants 
was  the  presence  of  a low  heart  rate. 
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The  numbers  given  in  percentages 
are  rounded  off  to  the  nearest  num- 
ber when  possible.  Because  of  the 
small  numbers  constituting  the  popu- 
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Table  4.  Causes  of  death. 


Groups  1-5 
501-2500  g 
(n=375) 

Group  6 
> 2500  g 
(n=354) 

All  Groups 

(n=729) 

Diagnosis 

Prematurity  (total) 

12 

0 

12 

< 650  g 

5 

0 

651-750  g 

5 

0 

751-1000  g 

2 

0 

> 1000  g 

0 

0 

Congenital  malformation 

(noncompatible  with  life) 

8 

3 

11 

Chromosomal  anomalies 

3 

0 

Nonchromosomal  anomalies 

5 

1 

Complex  congenital  heart  disease 

0 

2 

Brain  death 

1 

2 

3 

Persistent  pulmonary  hypertension 

of  newborn  with  Ebsteins’  anomaly 

0 

i 

1 

Total 

21 

6 

27 

Fig  1.  Race-related  mortality. 


Weight  (g) 

“ Percent  of  total  admissions  in  each  weight  group. 


Fig  2.  Sex-related  mortality. 


Weight  (g) 

“ Percent  of  total  admissions  in  each  weight  group. 


lations  in  various  weight  categories, 
statistical  analysis  was  deferred. 

RESULTS 

Mortality 

Causes  of  death  are  shown  in  Table 
4.  The  overall  mortality  rate  was  4.8 
per  1000  live  births  (27  of  5871).  Of 
the  27  deaths,  14  (52%)  were  at- 
tributed to  untreatable,  noncompati- 
ble-with-life  causes.  Of  the  remaining 
13  deaths,  12  (44%)  were  related  to 
causes  secondary  to  prematurity;  10 
of  12  (83%)  were  infants  in  group  1, 
and  of  those  10  infants,  5 (50%) 
weighed  less  than  650  g. 

The  overall  mortality  rates  were 
84%,  13%,  and  6%  in  groups  1,  2, 
and  3 respectively,  and  2%  each  in 
groups  4 through  6.  Table  2 shows 
that  mortality  for  SGA  infants  was 
78%  m the  first  group,  22%  in  the 
second,  6%  in  the  third  group,  and 
3%  in  the  fourth  group. 

Figs  1 and  2 show  mortality  re- 
lated to  race  and  sex  in  the  six 
groups.  Overall  mortality  is  included 
for  comparison. 

In  group  1,  none  of  the  white  in- 
fants survived;  infants  in  both  the 
black  and  the  Latin  (which  includes 
other  races)  ethnic  groups  had  a 
mortality  rate  of  66%.  All  black  in- 
fants survived  in  the  remaining 
groups.  In  groups  2 through  6,  mor- 
tality rates  for  white  infants  de- 
creased from  17%  in  Group  2 to 
2%  in  Group  6;  those  for  Latin  plus 
infants  of  other  races  fell  from  33% 
to  2%  respectively. 

None  of  the  female  infants  in 
group  1 survived;  the  mortality  rate 
for  male  infants  in  that  group  was 
75%.  In  groups  2 through  6,  mor- 
tality rates  for  male  infants  ranged 
front  13%  to  2%,  respectively;  rates 
for  female  infants,  from  14%  to 
1.5%,  respectively. 
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Table  5.  Prenatal  and  maternal  data. 


Group  1 
(n=12) 

Group  2 
(n=15) 

Group  3 
(n=47) 

Group  4 
(n=l  10) 

Group  5 
(n= 180) 

Group  6 
(n=339) 

All  Groups 
(n=703) 

Prenatal  care,  No.  (%) 

All 

7(58) 

10(66) 

34(72) 

83(75) 

139(77) 

286(84) 

559(80) 

Family  health-care  clinic  (%  of  all) 

4(57) 

1(10) 

5(15) 

15(18) 

23(16) 

52(18) 

100(18) 

Maternal  age,  No.  (%) 

< 20  years 

11(92) 

5(33) 

13(28) 

42(38) 

70(39) 

127(38) 

268(38) 

< 18  years  (%  of  < 20) 

2(18) 

4(80) 

5(38) 

20(48) 

22(31) 

36(28) 

89(33) 

Drug  screen,  No.  (%) 

Urine  tested 

4(33) 

12(80) 

47(100) 

100(91) 

175(97) 

312(92) 

650(92) 

Positive  Fix  and/or  urine 

(%  of  urine  tested) 

0(0) 

2(16) 

2(4) 

21(21) 

27(15) 

41(13) 

93(14) 

Duration  of  ruptured  membranes 

> 24  hours.  No.  (%) 

2(17) 

2(13) 

13(28) 

14(13) 

26(14) 

38(11) 

95(14) 

Prenatal  betamethasone,  No.  (%) 

0(0) 

1(7)  (Exp 

ired)  5(11) 

5(4.5) 

2(1.1) 

0(0) 

13(2) 

Infant  of  diabetic  mother,  No.  (%) 

0(0) 

0(0) 

0(0) 

2(1.8) 

1(0.5) 

20(6) 

23(3) 

Pregnancy-induced 

hypertension,  No.  (%) 

0(0) 

1(7) 

2(4) 

9(8) 

18(10) 

18(5) 

48(7) 

Fig  3.  Average  number  of  days  requiring  hospitalization,  supplemental  oxygen,  and  ventilation 
by  weight  group.  Calculation  of  oxygen  days  and  ventilator  days  was  based  on  number  of  in- 
fants requiring  these  supportive  measures. 


Fig  4.  Apgar  score  (less  than  4 at  5 minutes),  rectal  temperature  at  admission  (less  than  36.1  C), 
and  placement  of  umbilical  vessel  catheter. 
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' Percent  of  total  admissions  in  each  weight  group. 

UAC/UVC  = umbilical  artery  catheter/umbilical  venous  catheter. 


Prenatal/maternal  data 
Table  5 shows  maternal  and  prena- 
tal data.  Prenatal  care  is  defined  as 
at  least  one  visit  to  a clinic  prior  to 
delivery. 

Data  available  on  maternal  age 
showed  that  2011  of  5701  mothers 
(35%)  were  20  years  of  age  or 
younger,  and  614  (30%)  of  those 
were  younger  than  18  years  old.  Of 
the  2011  infants  born,  268  (13%) 
were  admitted  to  NICU,  and  89 
(4.4%)  of  those  were  born  to  moth- 
ers who  were  18  years  old  or 
younger.  Table  5 shows  the  numbers 
of  mothers  in  groups  2 through  5 
who  were  given  betamethasone  to 
enhance  fetal  lung  maturity.  Also 
shown  are  the  numbers  and  percent- 
ages of  mothers  who  had  ruptured 
membranes  for  more  than  24  hours, 
those  who  had  diabetes  (seen  only  in 
infants  weighing  more  than  1500  g in 
our  population),  and  those  who  had 
pregnancy-induced  hypertension. 

Substance  abuse  during  pregnancy 
was  established  either  by  history,  by 
the  infant’s  urine  test,  or  by  both.  In- 
cluded among  the  92%  of  infants 
whose  charts  were  reviewed  and  who 
were  tested  were  5 infants  thought  to 
have  fetal  alcohol  syndrome  (micro- 
cephaly, SGA,  abnormal  tone,  and 
maternal  history).  Cocaine  and  am- 
phetamine were  commonly  abused  in 
our  populations. 
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Table  6.  Pulmonary  morbidity. 


Group  1 
(n=  12) 

Group  2 
( n = 1 5 ) 

Group  3 
(n=47) 

Group  4 
(n=l 10) 

Group  5 
(n=180) 

Group  6 
(n=339) 

All  Groups 
( n = 7 0 3 ) 

Oxygen  need.  No.  (%) 

12(100) 

15(100) 

44(94) 

84(76) 

137(76) 

227(67) 

519(74) 

Ventilator  need.  No.  (%) 

12(100) 

14(93) 

39(83) 

27(24) 

31(17) 

51(15) 

174(25) 

Airleak  associated  with  ventilator.  No.  (%)* 

2(16) 

2(14) 

3(8) 

3(11) 

4(13) 

0 

14(8) 

Pulmonary  hemorrhage.  No.  (%) 

1(8) 

0 

1(2) 

KD 

0 

0 

3(0.4) 

Patent  ductus  arteriosus,  No.  (%) 

2(16) 

1(6. 6)f 

1(2) 

1(1) 

0 

0 

5(0.7) 

Oxygen  and/or  ventilator  @ 28  days,  No.  (%)t 

2(100) 

12(92) 

9(20) 

1(0.9) 

2(1.1) 

0 

26(4) 

Retinopathy  of  prematurity  > Grade  II,  No.  (%)§ 

1(8) 

2(5) 

1(2) 

0 

0 

4(0.8) 

*Percentage  of  infants  receiving  mechanical  ventilation. 

fNeeded  surgical  ligation. 

^Survival  only  (percent  of  survival). 

^Percentage  of  infants  receiving  oxygen. 

Table  7.  Infection  and  gastrointestinal  morbidity. 

Group  1 

Group  2 

Group  3 

Group  4 

Group  5 

Group  6 

All  Groups 

(n=  12) 

( n= 15) 

(n=47) 

(n=  1 10) 

(n=  1 80) 

(n=339) 

(n=703) 

Admission  diagnosis  of  sepsis,*  No.  (%) 

l(8)t 

2(13) 

1(2) 

3(2.7) 

5(2.7) 

11(3) 

23(3) 

Organisms,  No. 

Group  B streptococcus 

1 

0 

1 

3 

4 

11 

20 

Other  streptococci 

0 

1 

0 

0 

1 

0 

2 

Gram  negative 

0 

1 

0 

0 

0 

0 

i 

Nosocomial  sepsis.  No.  (%) 

lt(8) 

8(61) 

17(36) 

9(8) 

2(1.1) 

0(0) 

37(5) 

Organisms,  No. 

Staphalococci 

0 

3 

14t 

6 

2 

0 

25 

Gram-negative  coli 

It 

0 

0 

0 

0 

0 

1 

Enterococci 

0 

4 

3 

3 

0 

0 

10 

Fungal 

0 

1 

0 

0 

0 

0 

1 

Average  age  (days)  for  nosocomial  sepsis 

5 

28 

15 

18 

7 

0 

15 

Central  line  for  nutrition 

No.  (%  of  survivors) 

2 (100) 

9(69) 

6(14) 

0(0) 

0(0) 

2(1)S 

19(3) 

n=number  of  survivors  n 

i=2 

n=13 

n=44 

n=108  n= 

176 

n=333 

n=676 

Average  duration  for  central  line  (days) 

60 

28 

31 

0 

0 

15 

Necrotizing  enterocolitis.  No.  (%) 

1(8)11 

0(0) 

K2) 

0(0) 

2(1.1) 

0(0) 

4(1) 

Surgery,  No. 

1 

0 

1 

0 

0 

0 

2 

Morbidity 

Fig  3 shows  the  average  number  of 
days  newborns  spent  in  the  hospital, 
received  oxygen  therapy,  and  re- 
ceived mechanical  ventilation.  Aver- 
age hospital  stays  for  infants  in 
groups  1 through  6 were  1 16,  92, 
70,  27,  12,  and  8.5  days,  respective- 
ly. Average  days  of  oxygen  therapy 
for  these  groups  were  82,  48,  15.5, 
4,  3,  and  3 days,  respectively.  Aver- 
age days  of  mechanical  ventilation 
were  67,  43.5,  11,  7,  6,  and  3 days, 
respectively. 

Fig  4 shows  the  percentages  of 
infants  with  a 5-minute  Apgar  score 
of  less  than  4,  a rectal  temperature 
of  less  than  36. 1°C  at  the  time  of  ad- 
mission, and  an  umbilical  artery 
catheter  or  an  umbilical  venus 
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* Positive  blood  culture  only.  § Both  with  gastroschisis. 

f Expired  (same  infant).  II  Expired. 

1 Includes  1 infant  with  methicillin-resistant  Staphalococcus  aureus. 


Fig  5.  Intraventricular  hemorrhage  by  weight  group. 


c 

c 

xO 

ox 


£ 


11  Group  I 
31  Group  2 
0 Group  3 
□ Group  4 
Group  5 
Group  6 


Examined  by  Ultrasound 


All  Grades* 


Grade  II* 


*Percent  of  intraventricular  hemorrhage  in  each  group  examined  by  ultrasound, 
f Includes  ventricular-peritoneal  shunt  in  1 infant. 

X None. 


TEXAS  MEDICINE  / THE  JOURNAL  VOLUME  89  NO.  1 


JANUARY  1993 


Table  8.  Infants  treated  with  artificial  surfactant  (Exosurf). 


Group  1 
(n=  12) 

Group  2 
(n=  15) 

Group  3 
(n=47) 

Group  4 
(n=l  10) 

Group  5 
(n=180) 

Group  6 
(n=339) 

All  Groups 
(n=703) 

Eligible  infants,  No.  (%) 

Received  Exosurf,  No. 

3(25) 

5(33) 

17(36) 

35(32) 

69(38) 

113(33) 

242(34) 

(%  of  eligible  infants) 

3(100) 

5(100) 

8(47) 

5(14) 

1(1.5) 

2(2) 

24(10) 

Mortality,  No.  (%)* 

3(100) 

0 

0 

0 

0 

0 

3(13) 

Airleak  with  mechanical  ventilation,  No.  (%) 

1(33) 

1(20) 

1(13) 

0 

0 

0 

3(13) 

(29)+ 

Pulmonary  hemorrhage,  No.  (%) 

Oxygen  and/or  ventilation 

1(33) 

0 

1(13) 

0 

0 

0 

2(8) 

(66)+ 

> 28  days,  No.  (%) 

0* 

5(100) 

1(13) 

0 

0 

0 

6(25) 

(23)+ 

Nosocomial  infection,  No.  (%) 

1(33) 

3(60) 

4(50) 

2(40) 

0 

0 

10(42) 

(28)+ 

Intravascular  hemorrhage  (all  grades),  No.  (%) 

0 

2(40) 

3(37)§ 

1(20) 

0 

0 

6(25) 

(7)+ 

Intravascular  hemorrhage  (>  grade  II),  No.  (%) 

0 

2(40) 

3(37)§ 

1(20) 

0 

0 

6(25) 

(16)+ 

* Percentage  of  mortality  and  morbidity  is  that  of  infants  who  received  Exosurf, 
f Percentage  of  respective  category  of  morbidity. 

+ None  survived. 

§ Includes  one  infant  needing  ventricular-peritoneal  shunt. 


catheter.  Of  the  infants  in  groups  1 
through  6,  those  with  such  Apgar 
scores  were  4,  3,  2,  3,  8,  and  6,  re- 
spectively. Low  temperatures  were 
noted  in  all  the  infants  in  group  1 
and  in  12,  28,  36,  72,  and  53  infants 
in  groups  2 through  6,  respectively. 

Umbilical  vessel  catheters  were 
placed  in  infants  who  continued  to 
need  oxygen  and/or  mechanical  ven- 
tilation and  who  needed  frequent 
monitoring  of  blood  gases.  A total 
of  153  catheters  (125  arterial  and  28 
venous)  were  placed  in  11,  13,  37, 
31,  23,  and  38  infants  in  groups  1 
through  6,  respectively. 

Table  6 shows  the  infants  needing 
supplemental  oxygen  and/or  mechan- 
ical ventilation.  Also  shown  in  this 
table  are  percentages  of  infants  who 
had  pneumothorax  and/or  pneumo- 
mediastinum, pulmonary  hemor- 
rhage, patent  ductus  arteriosus, 
chronic  lung  disease,  and  retinopathy 
of  prematurity  higher  than  grade  II. 

Both  survivors  (100%)  in  group  1 
had  patent  ductus  arteriosus  and  re- 
ceived treatment  with  indomethacin. 
One  infant  in  each  of  groups  2 
through  4 had  patent  ductus  arterio- 
sus; the  infant  in  group  2 needed  sur- 
gical ligation,  and  the  others  re- 
sponded to  indomethacin. 

An  infant  was  diagnosed  as  hav- 
ing chronic  lung  disease  if  the  need 
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for  supplemental  oxygen  and/or  me- 
chanical ventilation  exceeded  28  days 
in  postnatal  age  with  or  without  an 
abnormal  chest  radiograph.  In  group 
1,  both  survivors  were  considered  to 
have  chronic  lung  disease.  Neither  re- 
quired diuretics  or  theophylline  at 
the  time  of  discharge.  In  group  2, 
among  the  13  survivors,  12  had 
chronic  lung  disease,  and  1 was  dis- 
charged while  taking  diuretics  and 
theophylline.  In  group  3,  of  44  sur- 
vivors, 9 were  considered  to  have 
chronic  lung  disease,  1 of  whom  was 
discharged  with  diuretics  and  theo- 
phylline. One  infant  in  group  4 and  2 
infants  in  group  5 (including  1 infant 
with  intermittent  need  secondary  to 
osteogenesis  imperfecta)  were  consid- 
ered to  have  chronic  lung  disease; 
none  required  theophylline  or  diuret- 
ics. None  of  the  infants  with  this 
condition  required  home  oxygen  or 
mechanical  ventilation. 

Eye  examinations  were  conducted 
in  some  of  the  infants  to  detect 
retinopathy  of  prematurity  (ROP). 
Both  the  infants  in  the  first  group 
were  examined  and  neither  had  ROP. 
In  the  second  group,  4 of  the  12  in- 
fants examined  showed  some 
changes  of  ROP;  2 of  them  (8%  of 
the  survivors)  had  ROP  higher  than 
grade  II.  In  the  third  group,  21  in- 
fants underwent  examination  and  8 
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had  some  abnormalities  of  the  eye;  of 
those,  2 (5%  of  the  survivors)  had 
ROP  greater  than  grade  II.  In  the 
fourth  group,  10  infants  were  exam- 
ined; 1 had  ROP  greater  than  grade 
II.  Eye  examinations  to  rule  out  ROP 
were  not  indicated  for  the  infants  in 
groups  5 and  6.  Of  the  4 infants  who 
had  ROP  greater  than  grade  II, 
cryosurgery  after  discharge  from  the 
NICU  was  required  by  2 infants  (1 
each  from  groups  2 and  3). 

Table  7 shows  admission  sepsis 
rates,  incidence  rates  for  nosocomial 
infection  and  necrotizing  enterocoli- 
tis, and  data  regarding  central  line 
placement.  At  the  time  of  admission 
to  the  NICU,  the  23  cases  of  sepsis 
consisted  of  20  with  group  B strep- 
tococcus, 1 with  Escherichia  coli,  1 
with  group  D streptococcus,  and  1 
with  alpha-hemolytic  streptococcus. 
In  addition  to  the  admission  diagno- 
sis of  group  B streptococcus  sepsis, 
the  infant  in  group  1 acquired  Kleb- 
siella sepsis  at  5 days  of  age. 

As  soon  as  clinical  status  allowed 
removal  of  the  umbilical  artery 
catheter  and  the  infant  was  in  stable 
condition,  enteral  nutrition  was  be- 
gun and  was  continued  as  tolerated 
regardless  of  whether  or  not  the  in- 
fant was  receiving  mechanical  venti- 
lation. Infants  received  either  periph- 
eral or  central  line  intravenous 
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nutrition  when  clinical  indications 
were  present. 

Although  4 infants  were  diag- 
nosed as  having  necrotizing  entero- 
colitis, this  disease  was  suspected 
but  never  diagnosed  or  treated  in 
several  other  infants.  Among  the  4 
infants  with  necrotizing  enterocoli- 
tis, 2 developed  perforation  and 
needed  surgical  intervention. 

An  ultrasound  examination  of 
the  head  was  considered  for  all  in- 
fants weighing  less  than  1500  g and 
for  any  others  when  clinically  indi- 
cated. Classification  for  intra- 
ventricular hemorrhage  was  adapted 
from  Papile  et  al  (1).  As  shown  in 
Fig  5,  some  infants  in  groups  1 
through  3 expired  before  an  exami- 
nation could  be  performed.  The  per- 
centages of  infants  examined  in 
groups  1 through  6 are  42%,  87%, 
90%,  45%,  15%,  and  less  than 
1%,  respectively. 

Among  the  infants  who  received 
the  ultrasound  examinations,  all  5 in 
group  1 had  significant  intraventric- 
ular hemorrhage  (greater  than  grade 
II).  Of  the  13  examined  in  group  2, 
this  condition  was  found  in  1 1 in- 
fants, 10  of  whom  had  grade  III  or 
grade  IV.  Of  the  45  infants  exam- 
ined in  group  3,  the  condition  was 
found  in  34  infants,  with  14  of  them 
having  greater  than  grade  II.  One  of 
those  infants  needed  a ventricular- 
peritoneal  shunt  for  management  of 
progressive  hydrocephalus.  Of  the 
49  infants  examined  in  group  4,  in- 
traventricular hemorrhage  was 
found  in  28  infants,  8 with  greater 
than  grade  II.  Of  the  27  infants  ex- 
amined in  group  5,  the  condition 
was  found  in  7 infants,  1 of  whom 
had  greater  than  grade  II  intraven- 
tricular hemorrhage.  In  group  6, 
there  were  2 infants  whose  comput- 
ed tomographic  scan  of  the  head, 
performed  secondary  to  central  ner- 


vous system  symptoms,  showed  in- 
tracranial bleeding;  1 of  these  in- 
fants (less  than  1%)  had  grade  II  in- 
traventricular hemorrhage. 

In  groups  1 through  6,  there  were 
3 (25%),  5 (33%),  17  (36%),  35 
(32%),  69  (38%),  and  113  (33%)  in- 
fants born  after  August  31,  1991,  re- 
spectively. These  infants  were  candi- 
dates for  treatment  with  Exosurf  after 
a diagnosis  of  hyaline  membrane  dis- 
ease was  established.  Exosurf  was 
used  as  a rescue  measure  within  2 
hours  of  delivery,  and  none  of  the  in- 
fants received  this  treatment  prophy- 
lactically.  Data  regarding  treatment 
with  Exosurf  appears  in  Table  8. 

DISCUSSION 

Respiratory  distress  was  the  major 
reason  for  admission  to  the  NICU 
(67%  of  the  admissions),  and  about 
53%  of  those  were  infants  with  low 
birth  weights  (Table  3).  Among  the 
infants  weighing  more  than  2500  g, 
the  major  cause  for  respiratory  dis- 
tress was  transient  tachypnea,  but 
about  12%  of  the  infants  had  persis- 
tent pulmonary  hypertension  of 
newborn,  a condition  associated 
with  high  mortality  and  morbidity 
(2,3).  Another  major  diagnostic  cat- 
egory was  hypoglycemia,  which  ac- 
counts for  about  14%  of  total  ad- 
missions. Other  admission  diagnoses 
are  similar  to  those  reported. 

The  neonatal  mortality  rate  in 

1989  for  the  State  of  Texas  was  5.6 
per  1000  live  births  (4),  whereas  the 
rate  at  John  Peter  Smith  Hospital  in 

1990  was  4.6  per  1000  live  births 
(of  viable  infants).  About  half  of  the 
deaths  were  related  to  nontreatable 
causes.  The  rate  for  deaths  related  to 
congenital  anomalies  at  John  Peter 
Smith  Hospital  was  1.8  per  1000, 
which  is  comparable  to  the  reported 
rate  of  2.07  per  1000  (4).  Most  of 
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the  remaining  mortality  and  morbid- 
ity related  to  prematurity. 

Among  the  premature  infants  in 
very  low  birth  weight  categories  (< 
1500  g),  mortality  rate  in  infants 
weighing  less  than  751  g is  compa- 
rable to  statistics  reported  by  the 
National  Institutes  of  Health  and  by 
the  Human  Development  Neonatal 
Network  (5),  which  reported  a high- 
er mortality  rate  for  infants  weigh- 
ing 750  g to  1500  g than  the  rate 
seen  at  the  John  Peter  Smith  NICU 
in  1990. 

Black  infants  in  our  population 
had  the  best  survival  rate  in  compar- 
ison with  rates  for  white  and  Latin 
(plus  other  races)  infants;  again,  this 
was  consistent  with  reported  statis- 
tics (4).  We  found  no  apparent  dif- 
ference between  male  and  female  in- 
fants, although  female  infants 
weighing  less  than  751  g fared  poor- 
ly. Infants  who  were  SGA  had  better 
survival  rate  among  the  infants 
weighing  less  than  1000  g,  which  is 
also  comparable  to  reported  statis- 
tics (6).  Among  the  infants  between 
1000  g and  1500  g,  that  difference 
was  not  seen  in  our  population. 
Mortality  for  SGA  infants  weighing 
1500  g to  2000  g was  higher  and 
was  related  to  congenital  anomalies. 

Almost  all  infants  with  less  than 
751  g birth  weight  were  born  to 
mothers  younger  than  21  years,  ex- 
cept for  one  infant.  Overall,  one 
third  of  the  mothers  whose  infants 
were  admitted  to  the  NICLI  were  in 
their  teens,  which,  in  itself,  is  con- 
sidered a risk  factor  for  postnatal 
mortality  or  morbidity.  Even  though 
the  percentage  of  teenage  mothers  in 
NICU  admissions  was  slightly  high- 
er, it  was  comparable  to  those  who 
did  not  require  special  care.  At  least 
50%  or  more  of  the  mothers  in  each 
group  had  prenatal  care;  approxi- 
mately 18%  of  these  were  cared  for 
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by  a family  practice  physician  dur- 
ing pregnancy.  Few  of  our  infant 
population  had  benefit  of  antenatal 
steroid  — lower  than  reported  (5)  — 
probably  related  to  delivery  within 
short  time  of  admission.  Pregnancy- 
induced  hypertension  was  a factor  in 
infants  with  low  birth  weights. 
Overall,  14%  of  our  mothers  had 
histories  of  illegal  drug  use  or  the 
tests  of  their  infant’s  urine  for  an  il- 
legal drug  was  positive  — again 
comparable  to  reported  statistics 
(7,8).  The  majority  of  these  infants 
(68  of  81)  had  low  birth  weights.  An 
increased  incidence  of  intrauterine 
growth  retardation  and  premature 
delivery  has  been  reported  in  infants 
of  mothers  who  used  illegal  drugs 
during  pregnancy  (7,8).  Included  in 
our  incidence  are  five  infants  with 
fetal  alcohol  syndrome,  suspected  on 
the  basis  of  microcephaly  and  ab- 
normal neurological  examination. 

Higher  morbidity  was  seen  as  ex- 
pected in  preterm  infants,  especially 
in  extreme  prematures.  The  length 
of  stay  was  comparable  to  other  re- 
ports (9).  A low  Apgar  score  was 
seen  predominantly  in  infants  who 
weighed  less  than  1500  g.  Infants 
larger  than  1500  g with  low  Apgar 
scores  were  considered  to  have  clini- 
cal problems,  such  as  sepsis,  congen- 
ital anomalies,  or  CNS  depression, 
that  led  to  the  low  Apgar  score.  Low 
temperature  also  was  seen  almost 
exclusively  in  preterm  infants  with 
extremely  low  weights.  A low  tem- 
perature found  in  infants  weighing 
more  than  1500  g was  probably 
related  to  the  need  for  prolonged  de- 
livery room  care  in  a selected  popu- 
lation who  already  had  compro- 
mised clinical  status.  As  reported  by 
Hack  et  al  (5),  a comparable  num- 
ber of  infants  had  placement  of  um- 
bilical artery  catheters,  umbilical  ve- 
nous catheters,  or  central  lines.  The 
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same  is  true  for  the  incidence  of  cen- 
tral parental  nutrition  for  infants 
who  weighed  less  than  1500  g (5). 
Pulmonary  morbidity,  including  air- 
leak  syndrome  and  chronic  lung  dis- 
ease, for  infants  weighing  less  than 
1500  g was  similar  to  that  of  report- 
ed incidence  (5).  The  overall  inci- 
dence of  symptomatic  patent  ductus 
arteriosus  requiring  treatment  was 
lower  than  reported,  as  was  the  inci- 
dence of  retinopathy  of  prematurity 
(greater  than  grade  II).  Pulmonary 
morbidity  in  infants  heavier  than 
1500  g was  minimal.  Infants  weigh- 
ing more  than  750  g who  had  re- 
ceived Exosurf  for  management  of 
hyaline  membrane  disease  had  an 
improved  survival  rate.  Comparable 
pulmonary  morbidity,  including  air- 
leak  syndrome,  pulmonary  hemor- 
rhage, and  chronic  lung  disease,  was 
seen  (10).  The  incidence  of  intraven- 
tricular hemorrhage  in  our  popula- 
tion was  also  noted  to  be  compara- 
ble to  that  reported  in  the  literature 
(5,11),  and  the  use  of  Exosurf  did 
not  seem  to  alter  that;  however,  one 
infant  in  group  3 who  needed  a ven- 
triculoperitoneal shunt  also  had  re- 
ceived Exosurf.  The  overall  inci- 
dence of  admission  sepsis  and 
nosocomial  infections  was  not  un- 
usual ( 1 2-14). 

In  conclusion,  the  demographic 
data  from  our  neonatal  intensive 
care  admissions  for  the  year  1990 
are  similar  to  data  in  reports  pub- 
lished previously  as  they  relate  to 
mortality  and  morbidity. 
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INFORMATION  FOR  AUTHORS 


Texas  Medicine  has  two  purposes:  As  a newsmagazine  for  physicians, 
it  informs  readers  about  public  health  issues,  legislation,  medical  eco- 
nomics, legal  topics,  science,  medical  education,  news  of  the  Texas 
Medical  Association,  and  general  news  of  the  medical  profession  in 
Texas.  In  its  Journal  Section,  Texas  Medicine  publishes  peer-reviewed, 
clinically  useful  scientific  articles  and  other  technical  information. 

Material  for  the  Journal  Section  of  Texas  Medicine  may  be  sent  to 
the  Managing  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX 
78701.  It  must  be  offered  solely  to  this  journal.  Texas  Medicine  seeks 
high  quality  educational  articles,  written  to  appeal  to  a broad  range  of 
Texas  physicians.  When  possible,  authors  are  encouraged  to  consider 
submitting  “brief  report”  format  articles  of  from  1,200  to  1,500 
words.  Articles  are  screened  for  appropriateness  for  Texas  Medicine. 
Those  selected  for  peer-review  are  reviewed  by  consultant  specialists 
and  an  Editorial  Committee,  and  accepted  or  rejected  on  the  basis  of 
individual  merit,  appropriateness,  and  the  availability  of  other  materi- 
al. Reviews  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  accept- 
ed for  publication. 

COPYRIGHT  ASSIGNMENT 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  ac- 
tion in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by 
all  authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article 
in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but 
not  necessarily  — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify 
content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Inter- 
national (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals  of 
Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Associ- 
ation Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  au- 
thors, editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and 
expanded.  Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  which  are  applicable 
to  scientific  as  well  as  general  topics. 

RELERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  au- 
thors for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  Section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer- 
reviewed  articles  automatically  receive  order  blanks  when  their  articles 
are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 

Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language. 
Length  should  be  about  two  or  three  pages  typed  with  double  spacing. 
Commentary  will  be  published  in  the  appropriate  section  at  the  discre- 
tion of  the  managing  editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and 
editorial  advisors.  Length  should  be  fewer  than  400  words.  A few  ref- 
erences, preferably  less  than  five,  may  be  included.  All  letters  are  sub- 
ject to  editing  and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Associa- 
tion, 401  W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  in- 
formation is  received. 
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OPPORTUNITIES 

AVAILABLE 

Emergency  Medicine 


•EMERGENCY  care 

Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 


» Houston  i Dallas 

• Pasadena,  Texas 

• Cleveland,  Texas 


• Lufkin,  Texas 

• Corpus  Christi,  Texas 

• Jonesboro  / Searcy,  Arkansas 


Medical  Networks  has  excellent  career  and  part-time  prac* 
tide  opportunities  available  for  physicians  experienced  in 
emergency  medicine.  In  addition  to  paid  J IM/S3M  profes- 
sional liability  insurance,  our  attractive  compensation 
packages  range  up  to  1250,000  plus  annually.  Hourly  rate 
plus  incentive  packages  available. 

See  our  classified  ads  in  this  issue  for  more  details,  or 
contact: 

Physician  Resources  Department 
Medical  Networks,  Inc. 

P.0.  Box  4448 
Houston,  Texas  772104448 


In  Houston  call: 
(713)  446-9696 


Outside  Houston 
(800)  231-0223 


Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


EMERGENCY 
MEDICINE 

Full  or  Part-time  Opportunities 

• Houston  - Dallas  • Hill  Country 

• Gulf  Coast  Area  • East  Texas 

Medicus  offers  to  qualified  physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

» RELOCATION  ASSISTANCE 
® DIRECTORSHIPS 

TEXAS  MEDICUS,  P.A. 

10210  N.  Central  Expressway,  #310 
Dallas,  TX  75231 

1-800-755-3763  FAX  (214)  890-7846 


San  Angela  — Outstanding  opportunity  in  minor  emergen- 
cy/family practice  clinics.  Guaranteed  $100,000  for  4- 
day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 


above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

San  Antonio  — The  Baptist  Memorial  Hospital  System 
has  opportunities  for  qualified  emergency  physicians. 
This  hospital  system  consists  of  four  level  II  full-service 
community  hospitals  with  excellent  medical  staff, 
strong  administrative  support,  double  and  triple  cover- 
age, and  dictation  system.  Annual  ED  volume  of 
25,000-28,000.  Fee-for-service  remuneration  of 
$155,000-$205,000  first  year.  Culturally  rich  environ- 
ment, warm  climate,  and  a great  place  to  raise  your 
family.  Applicants  preferred  to  be  BC/BP  in  EM  or  pri- 
mary care  specialty,  and  have  Texas  license  or  applied. 
Please  send  CV  to  Tom  Tidwell,  Emergency  Physicians 
Affiliates,  8700  Crownhill,  Suite  600,  San  Antonio,  TX 
78209,  or  call  1-800-999-3728. 

Texas,  Sulphur  Springs  — Independent  contractor  oppor- 
tunity available  at  this  100-bed  facility  located  in  north- 
east Texas  just  two  hours  from  Dallas.  ED  volume  is 
moderate.  For  further  information,  call  or  send  your  CV 
to  Cheryl  Grimm,  CES  of  Dallas,  PA,  3010  LBJ  Freeway, 
Lock  Box  #43,  Dept  SJA,  Dallas,  TX  75234-2709.  1- 
800-745-5402. 

Texas,  Weatherford  — Medical  Directorship  and  indepen- 
dent contractor  opportunities  are  available  at  this  facili- 
ty just  20  minutes  west  of  Fort  Worth.  11,000  ED  visits 
annually.  Competitive  renumeration.  For  details,  call 
Cheryl  Grimm  at  1-800-745-5402  or  send  your  CV  to 
CES  of  Dallas,  PA,  3010  LBJ  Freeway,  Lock  Box  #43, 
Dept  SJA,  Dallas,  TX  75234-2709. 

FP/GP  ER  Doctors  needed  for  small  hospital  near  Austin. 
Call  Jerry  Lewis:  1-800-666-1377. 

Urgent  Care  Clinic  — Marshall,  Texas  — Excellent  oppor- 
tunity to  join  two  board-certified  MDs  in  an  established 
Urgent  Care  Clinic  affiliated  with  a major  medical  cen- 
ter. Full-time;  42-hour  week.  Six  weeks  vacation  and 
CME.  $130,000  annual.  Regular  part-time  positions 
also  available.  Willis-Knighton  Medical  Center;  Patrick 
W.  Gandy,  Director.  Physician  Relations;  318-632-2352. 


Family/General  Practice 


AUSTIN  AREA  OUT-PATIENT  CLINIC 

Enjoy  a country  practice  with  down-to 
earth,  loyal  patients  in  a practice 
with  strictly  controlled  hours.  Two 
well-established  family  practitioners, 
located  25  minutes  from  UT,  are 
seeking  a third  physician  for  out-patient 
practice.  Full  or  part-time  available, 
leading  to  a partnership  in  two  years  if 
desired.  Send  resume  to  209  E Second 
St,  Elgin,  TX  78621  or  call  512-285-3315, 
W.T.  Biel,  MD,  or  Ken  Sherman,  MD. 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part- 
time,  weekdays,  weekends  to  staff  a free  standing  ur- 
gent care  center.  Remuneration  commensurate  with  ex- 
perience. Send  CV  and  application  to  Austin 
Medicenter,  c/o  Sheila  Twyman,  Medical  Administrator, 
6343  Cameron  Rd,  Austin,  TX  78723  or  call  512-467- 
2052. 


Family  Practice  — BE/BC  family  physician  needed  to  join 
with  4 other  family  practitioners  in  a thriving  practice  in 
Beaumont,  Texas.  Modern,  full-service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 


Family  Practice  Opportunity 


Marshall  - Opportunity  as  an  associate  phys- 
ician in  a Family  Medicine  clinic.  This  unique 
rural  practice  offers  comprehensive  medicine 
including  Urgent  Care  Clinic  and  Visiting 
Referral  Specialist  Clinic.  Developed  by  Willis- 
Knighton  Health  System  to  meet  the  primary 
care  needs  of  Marshall  and  serve  as  a tertiary 
care  entry  point  for  WKHS.  Opening  is  sched- 
uled for  July  1993  with  two  residency-trained 
Family  Practice  physicians.  The  facility  is 
designed  for  a third  associate.  Exceptional 
opportunity  for  a physician  to  select  his  own 
associate  and  develop  a private  practice  in  a new 
facility.  Close  proximity  to  Shreveport,  Louisiana 
provides  the  lifestyle  and  entertainment  oppor- 
tunities of  a metropolitan  area.  Very  competitive 
guarantee  with  incentives  bonus  without 
payback  clause  or  capital  investment.  Normal 
relocation  expenses  paid.  Excellent  benefit 
package. 

Contact:  Patrick  W.  Gandy;  Director, 

Physician  Relations;  Willis-Knighton  Health 
System;  P.O.  Box  32600,  Shreveport,  LA  71130- 
2600  or  call  (318)  632-2352  (daytime)  or 
(318)  747-5874  (evenings  and  weekends). 


Breckenridge  Family  Clinic  P.A.  is  looking  for  a new  asso- 
ciate immediately.  Terms  are  negotiable.  Prefer  board- 
certified  practitioner  with  dedication  to  and  interest  in 
rural  medicine.  Contact  W.E.  Prater,  MD,  at  817-559- 
7475  (Grad  UTMB  '84,  John  Peter  Smith  '87)  or  send 
CV  to  103  S Hartford,  Breckenridge.  TX  76424. 

Medical  Specialist  — Rusk  State  Hospital  has  opening  for 
a Medical  Doctor  to  provide  limited  general  adult  medi- 
cal services  to  patients  in  a state  psychiatric  hcspital. 
Forty-hour  regular  duty  work  week  (Monday-Friday;  8 
am-5  pm).  Rusk  is  located  in  the  beautiful  piney  woods 
of  East  Texas.  Very  favorable  cost  of  living,  particularly 
regarding  real  estate.  Excellent  recreational  opportuni- 
ties abound.  Requires  residency  (3  yr)  trained  BE/BC 
physician.  Must  have  completed  accredited  3-year  resi- 
dency in  internal  medicine  or  family  medicine.  Salary 
$9,228-$10,935  monthly,  D0Q.  Contact  Rusk  State 
Hospital  Human  Resources  Office,  P0  Box  318,  Rusk, 
TX  75785.  903-683-3421,  ext  3270.  EE0/AA  Employer. 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc.,  a fed- 
erally funded  community  health  center,  located  at  3 10 
W.  Oaklawn,  Pleasanton,  Texas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  at  512-569-2527. 


Family  Practice  Physician  for  North  Central  Texas  commu- 
nity. Associate  with  board-certified  physicians  — mod- 
ern clinic  building  — 70-bed  hospital.  Salary  guarantee 
— $120,000.  Obstetrics  not  required.  Contact:  Stan 
Schuermann,  800-332-8663. 

Ambulatory  Care  — Opportunities  available  in  Alabama, 
Georgia,  Mississippi,  Texas,  and  Florida.  For  details, 
contact  Practice  Dynamics,  11222  Richmond,  Suite 
125,  Houston,  TX  77082;  800-933-0911. 

Houston  — Hospital-sponsored  purchase  of  retiring 
physician's  practice.  Located  in  suburban  west.  For  de- 
tails, contact  Practice  Dynamics,  11222  Richmond. 
Suite  125,  Houston,  TX  77082;  800-933-0911. 

Part-time  and  Full-time  FP  Doctors  needed  for  ER  coverage. 
Contact  Jerry  Lewis,  The  Lewis  Group;  1-800-666-1377. 
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Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibilities 
optional.  $100,000+  per  year  including  salary  and  bene- 
fits. Please  send  CV  to  Gregg  Barfield,  PO  Box  10801, 
College  Station,  TX  77842,  or  call  409-696-6388. 

Dallas  suburb  — Join  single  specialty  group  or  set  up 
solo  and  share  call.  Young,  fast-growing  community.  For 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082;  800-933-0911  or  713- 
531-0911. 

San  Antonio  — Primary  Care  group  needs  additional 
FPs.  Compensation  includes  salary,  incentive  pay,  and 
full  benefits.  For  details,  contact  Practice  Dynamics, 
11222  Richmond,  Suite  125,  Houston,  TX  77082;  800- 
933-0911  or  713-531-0911. 

Internal  Medicine 


Fort  Worth  .Texas 

BE/BC  Internist  — American  Trained  - Stable  10 
MD  Group  - Adding  7th  Internist  -Downtown  lo- 
cation - Salary  + Bonus  + Paid  Expenses  — Fee  for 
service  practice  — Mail  CV:  Administrator,  The 
Fort  Worth  Clinic,  1221  West  Lancaster  Av- 
enue, Fort  Worth,  TX  76102 


Gold  Mine  for  Internist  — Wanted,  aggressive  and  ener- 
getic physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures. 
Very  competitive  fee  for  service  income  available,  in- 
cluding benefits.  Salary  is  based  on  percentage  of  col- 
lections with  a base  salary  guarantee.  Send  CV  to  Nan- 
cy Bloomfield.  4010  College  St,  Suite  200,  Beaumont, 
TX  77707. 

Dallas  — BC/BE  General  Internist  to  join  well-trained,  re- 
spected internists  in  group  practice  at  Presbyterian 
Hospital,  a tertiary  care  teaching  hospital.  Beautiful 
new  office.  Salary  and  full  benefits  paid.  Send  CV  to  In- 
ternal Medicine  Healthcare  Associates.  8230  Walnut 
Hill  #212,  Dallas,  TX  75231. 

Internal  Medicine  — Expanding  14-physician  internal 
medicine  clinic  with  58  years  of  service  in  Texas  state 
capital  is  seeking  an  internal  medicine  specialist.  We 
offer  a competitive  compensation  and  benefits  pack- 
age, leading  to  full  partnership.  Austin  offers  excellent 
lifestyle,  major  university,  scenic  hill  country,  lakes,  and 
abundant  recreational  opportunities.  Please  submit  cur- 
riculum vitae  to  John  Guzzino,  Administrator,  601  Medi- 
cal Park  Tower,  Austin,  TX  78705. 


Locum  Tenons 


Tm  practicing  medicine  the  way 
I think  it  should  be  practiced, 
sans  the  paperwork  and 
administrative  overload. 

Owen  Brodie,  MD,  joined 
CompHealth's  locum  tenens 
medical  staff  in  1989,  after  21 
years  in  private  practice. 

Since  then  he’s  worked  in 
temporary  assignments  in 
state  facilities,  filled  in  for 
attending  physicians,  covered 
for  private  practitioners 
across  the  country. 

A pilot.  A historian.  A 
board-certified  psychiatrist. 
Southern  to  a fault. 

Owen  Brodie  knows... 


It  s a great  way  to 
practice  medicine 


CompHeciltti 

Locum  Tenens 


1-800-^53-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich 


Dallas,  Texas,  Internal  Medicine  — Opportunity  for  BC/BE 
General  Internist  to  join  Dallas  Internal  Medicine  Asso- 
ciates, P.A.  New  offices  are  located  on  the  campus  of 
Methodist  Medical  Center,  a tertiary  care  teaching  hos- 
pital with  IM  residency  program.  Offer  includes  very 
competitive  salary,  attractive  benefits,  liberal  vacation 
and  educational  leave.  Call  Kurt  Schussler  at  1-800- 
727-6131  for  more  information. 
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Trust 

Confidence.  People  who 
care.  These  are  some  of 
the  things  that  have  made 
INTERIM  PHYSICIANSsm 
one  of  the  nation's  largest 
locum  tenens  providers. 
Specializing  in  primary 
care,  short-term  or  long- 
term, we  provide  some  of 
the  best  qualified  people  in 
the  field.  Backed  by  a solid 
team  of  administrative 
professionals.  And  we're 
just  a phone  call  away. 

1-800-531-1122 

Intrim 

Physician  s.« 

* 

“In  Texas  since  1982“ 


Neonatology 

Neonatologist  — Locum  tenens  coverage.  Flexible  days 
and  any  weekends.  Accomodations  provided  in  addition  to 
attractive  base  fee.  Please  write  to  Brazos  Valley  Neona- 
tology Associates,  PA.  PO  Box  10801,  College  Station,  TX 
77842  or  call  409-696-6388  for  more  information. 

Orthopedics 

Houston  — Southeast.  Exceptional  opportunity  to  take 
over  fully  established  practice  from  nationally  recog- 
nized orthopedic  surgeon.  Stable,  diversified  growing 
referral  base.  Outstanding  income  potential.  Superior 
opportunity  for  physician  interested  in  industrial  and 
sports  medicine.  Ergonomically  functional  clerical/clini- 
cal office.  Beautiful  modern  decor.  Professional  man- 
agement and  clerical  staff,  physical  therapy  and  radiol- 
ogy. State-of-the-art  computer  system.  Proximate  to 
Houston's  Astrodome,  industrial  centers,  and  nationally 
recognized  school  systems.  Near  seven  community 
hospitals.  Easy  access  to  Houston's  world-renowned 
medical  center,  cultural  centers,  and  Clear  Lake's  beau- 
tiful recreational  community.  Ms  Collier,  713-922-5882. 

Otolaryngology 

Houston  — Established  practice  for  sale.  Heavy  surgical 
practice  with  room  for  expansion.  For  details,  contact 


Practice  Dynamics,  11222  Richmond,  Suite  125,  Hous- 
ton, TX  77082;  800-933-0911  or  713-531-0911. 

Pediatrics 

Pediatrician  needed  to  join  2 person  group.  Excellent 
salary,  easy  buy-in.  For  these  and  other  choice  pediatric 
opportunities,  call  Jerry  Lewis:  1-800-666-1377. 

Psychiatry 

Austin  private  psychiatry  practice  seeks  general  or  child 
and  adolescent  psychiatrist  for  full  or  part-time  posi- 
tion. Contact  Barry  K.  Herman,  MD,  512-454-9955. 

Radiology 


A room  with  a viewbox...  NOT! 


RADIOLOGY 


Recruiting  Assistance 
Exclusively  for  Radiology 

Locum  Tenens 
Permanent  Recruiting 

800-523-9955 

Expanding  15-Physician  multispecialty  group  has  excel- 
lent opportunity  for  a radiologist  in  friendly  West  Texas 
community  of  25,000.  Adjacent  to  a 153-bed  modern 
hospital.  Excellent  guaranteed  salary  with  no  first  year 
expenses  in  addition  to  benefits.  Moving  allowance 
also  available.  Direct  inquiries  or  send  CV  to  Gail 
Knous,  Malone  & Hogan  Clinic,  1501  W 11th  Place,  Big 
Spring,  TX  79720;  915-267-6361. 

Diagnostic  Radiologist  with  CT,  MR,  Interventional,  US, 
Nuclear  Medicine  skills  to  join  group  of  seven  Board 
Certified  Radiologists.  Two  hospitals,  private  offices, 
service  to  nearby  communities.  Centrally  located  to 
San  Antonio.  Austin,  Houston,  Corpus  Christi.  Good 
family  environment.  Contact  James  Neumann,  MD,  Box 
3610,  Victoria,  TX  77903;  512-578-0317. 

Radiologist  — Olin  E.  Teague  Veterans'  Center,  Temple, 
Texas,  is  a 1038-bed  primary  and  secondary  care  hos- 
pital seeking  BC/BE  Diagnostic  Radiologist.  Subspecial- 
ty interest  and  skill  in  interventional  radiology  desir- 
able. Department  is  equipped  with  CAT  Scanner  and 


DSA  suite.  Temple  has  mild  winters  and  warm  sum- 
mers, is  located  in  Texas.  Excellent  VA  benefit  package 
and  salary.  Please  send  CV  or  direct  inquiries  to  Ra- 
jnikant  S.  Shah,  MD,  Acting  Chief,  Radiology  Service, 
Temple,  TX  76504.  817-778-4811,  ext  4175. 

Surgery 

Coastal  Texas  — Join  2-physician  group  in  extremely 
busy  practice.  For  details,  contact  Practice  Dynamics, 
11222  Richmond,  Suite  125,  Houston,  TX  77082;  800- 
933-0911  or  713-531-0911. 

Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

PO  Box  423  14  D 

Houston,  TX  77242-23 1 4 Bronstein 

FAX  713-784-9260  & Associates 


Physicians  for  Nationwide  Travel  — Health  research  orga- 
nization seeks  physician  for  National  Health  & Nutrition 
Examination  Survey  sponsored  by  the  US  Public  Health 
Service.  Individual  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  government  mobile 
exam  centers  traveling  to  88  areas  of  the  US  through 
Fall  of  1994.  Must  be  licensed  in  one  state.  One  year 
mimimum  commitment  and  FULL-TIME  CONTINUOUS 
TRAVEL  REQUIRED.  Competitive  salary,  paid  malprac- 
tice, per  diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insurance  of- 
fered. Call  Beverly  Geline,  1-800-937-8281,  ext  8248. 
WESTAT,  INC,  Rockville,  MD  EOE/MF/V/H. 

f Correctional  Healthcare  ^ 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P hysi- 
cian  student  repayment  program.  Inquiries:  TDJC, 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
ror  contact  Glynda  Baker,  (409)  291-4020.  , 


Corpus  Christi,  Texas  — Humana  Hospital  of  Corpus 
Christi,  Texas,  is  currently  seeking  BE/BC  physicians  in- 
terested in  joining  established  physician  practices.  In- 
terested candidates  In  the  following  areas:  Pulmonolo- 
gy, Neurology,  OB/GYN,  Family  Practice,  should  contact 
or  send  CV  to:  Linda  Biediger,  3315  S Alameda,  Corpus 
Christi,  TX  78411;  512-857-1501. 
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FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great  life 
style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous  incentive 
package  from  community  hospital  to  qualified  doctor. 
Contact:  Barry  Strittmatter. 

FORT  WORTH 

Largest  family  practice  residency  program  in  the  country 
has  expanding  faculty  needs.  Several  positions 
available;  excellent  income/benefits;  limited  call.  Clinical 
associate/assistant  professorship  to  UT  medical  school. 
Call  for  more  information.  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise1  Need  two  more 
FPs  to  offer  full  range  of  family  medicine  in  town  of 
21,000;  easy  access  to  Dallas/Fort  Worth.  OB  optional. 
Ultra-modern,  200-bed  hospital.  Excellent  referral  base 
and  backup.  Generous  incentive  package.  This 
opportunity  has  it  all!  Contact:  Vicki  Truitt. 

EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing  and 
coverage  is  available  from  other  family  physicians  in  the 
community.  This  beautiful  rural  community  is  a 
recreational  mecca;  hunting,  fishing,  water  sports, 
camping,  etc.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Barry  Strittmatter. 

CENTRAL  TEXAS 

Established  group  of  young  FPs  and  well-equipped, 
financially  sound,  JCAHO-accredited  hospital  seek  two 
BC  FPs  to  accommodate  increasing  patient  volume. 
Full  scope  of  family  medicine.  Shared  call  and 
competitive  incentive  package  to  qualified  doctor.  Major 
lake,  18-hole  golf  course.  Contact:  Barry  Strittmatter. 

SOUTH  CENTRAL  TEXAS 

Within  one  hour  of  San  Antonio  - South  Central  Texas 
hospital  seeks  additional  BE/BC  family  practitioner  for 
service  area  of  20,000.  OB  is  available,  but  not 
required.  Hunting  and  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound.  Generous  incentive 
package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in  El 
Paso  (population  approximately  500,000),  wishes  to 
retire.  He  and  the  hospital  with  whom  he  is  associated 
seek  a board  certified  (or  board  eligible  pursuing 
certification)  family  physician  to  join  him  and  begin  to 
assume  his  large  practice.  Competitive  benefit  package 
to  qualified  candidate.  Contact:  Barry  Strittmatter. 


FORT  WORTH 

Family  physician  needed  to  deliver  basic  primary  care  in 
“fast  track"  unit  of  busy  ER.  The  regular  hours  of  this 
position  will  allow  you  to  enjoy  a nice  lifestyle  in  a city 
with  tremendous  amenities.  Salaried  position.  Call  us 
for  details.  Contact:  Vicki  Truitt 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Popular  location,  great  lifestyle.  Three  busy  internists 
seek  fourth  to  join  practice.  Excellent  hospital  facilities 
and  equipment  Outstanding  referral  base  and  backup 
Community  of  21,000  with  easy  access  to  Dallas/Fort 
Worth.  Recreational  opportunities  abound  - and  the 
coverage  will  allow  you  time  to  enjoy  it!  Generous 
incentive  package.  Contact:  Vicki  Truitt. 

D/FW  METROPLEX 

BC  internist  needed  to  fill  the  position  of  Director, 
Department  of  Internal  Medicine  of  major  teaching 
hospital.  Individual  selected  must  possess  strong 
administrative  skills,  be  an  effective  communicator, 
committed  to  primary  care  medicine,  dedicated  to 
quality  medical  education  and  willing  to  provide  some 
direct  patient  care.  Five  day  work  week,  superb 
income,  benefits  and  UT  faculty  appointment  will  be 
offered  to  qualified  individual.  Contact:  Jim  Truitt. 


INFECTIOUS  DISEASE 


FORT  WORTH 

ID  physician  needed  to  manage  infectious  disease 
service  of  ma|or  teaching  hospital  in  D/FW  Metroplex 
(100%  ID  practice).  Service  includes  10-bed  inpatient 
infectious  disease  unit  and  outpatient  infectious  disease 
clinic;  modern  infusion  lab.  Intern  and  resident  assigned 
to  service.  Great  position  because  of  its  40-hour  work 
week  and  very  limited  call  responsibility;  excellent 
income  and  benefits.  Contact:  Jim  Truitt. 


NEUROSURGERY 


NORTH  CENTRAL  TEXAS 

Recently  trained  neurological  surgeon  seeks  associate 
for  regional  neurosurgical  group.  Well-established  and 
growing  practice  in  attractive  north  central  Texas 
location.  Easily  accessible  to  D/FW  Metroplex.  Modern 
hospital  facilities.  Good  income/benefits.  Many 
desirable  features.  Call  for  details.  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  BE/BC 
OB/GYN  for  private  practice  (to  share  call  with  three 
other  OB/GYNs).  New  Women's  Center  underway. 
Progressive,  family  oriented  community  with  strong, 
diversified  economy;  excellent  schools.  Many  social 
and  recreational  opportunities.  Comprehensive 
incentive  package  to  qualified  physician 
Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

BE/BC  OB/GYN  needed  for  associate  practice  in  north 
central  Texas  community  of  approximately  21,000 
(serving  referral  area  of  206,000).  Regional  medical 
center  with  ultra-modern  OB  facilities  and  equipment. 
Good  neonatal  support.  Area  renown  for  recreational 
facilities.  Easy  access  to  Dallas/Fort  Worth 
metropolitan  area.  Contact:  Vicki  Truitt 


FORT  WORTH 

Full  time  medical  oncologist  needed  at  teaching  hospital 
in  D/FW  Metroplex,  clinical  teaching  appointment  to  UT 
medical  school.  Manage  oncology  division,  develop  full 
time  oncology  teaching  sen/ice.  Utilize  modern  facilities; 
infusion  lab.  Regular  hours  and  limited  call.  Attractive 
income  and  benefits.  Contact:  Jim  Truitt. 


OTOLARYNGOLOGY 


NORTH  CENTRAL  TEXAS 

Regional  medical  center  in  community  of  approximately 
21,000  (serving  referral  area  of  206,000)  seeks  BC 
otolaryngologist.  Associate  or  solo  practice  possibilities. 
Ultra-modern  hospital  facilities.  Area  renown  for 
recreational  facilities;  easy  access  to  D/FW  Metroplex. 
Competitive  incentive  package  to  qualified  physician 
Contact.  Vicki  Truitt. 

NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000+  seeks 
additional  otolaryngologist  for  private  practice 
opportunity.  Share  call  with  recently  trained  BC  ENT. 
Progressive,  family  oriented  community  with  strong, 
diversified  economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Jim  Truitt. 


PEDIATRICS 


SOUTH  TEXAS 

Pediatric  group  practice.  Three  American-trained,  board 
certified  pediatricians  seek  compatible  associate  to  join 
rapidly  growing  practice  in  the  Rio  Grande  Valley. 
Excellent  income  potential  in  an  area  acclaimed  for  its 
great  climate  and  recreational  opportunities. 

Contact:  Barry  Strittmatter. 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediatricians 
seek  fourth  associate  for  group  practice  in  attractive 
community  of  27,000  (referral  area  of  200,000). 
Progressive,  family-oriented  community  with  strong, 
diversified  economy;  excellent  schools.  Social  and 
recreational  opportunities  abound.  Modern  hospital  with 
Level  II  nursery  and  designated  pediatric  care  unit. 
Shared  call;  excellent  income  and  benefits;  early 
partnership  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 


P lease  call  for  additional  listings. 


Classified  Directory 


Discover  a whole  new  world 
of  professional  quality! 

Quality  Care  Dialysis  Centers  is  an  expanding  leader 
in  dialysis  throughout  the  nation.  We  currently  seek  a 
committed  professional  for  our  DALLAS  facility. 

This  self-motivated  individual  must  be  a graduate  of 
an  accredited  medical  school  with  specialization  in 
nephrology  as  well  as  1 -2  years  of  internal  medicine 
experience.  Licensure  or  eligibility  in  the  state  of 
Texas  are  necessary. 

We  offer  a competitive  salary,  full  benefits  and 
growth  opportunities.  To  find  out  more  about  your 
special  advantages  with  us,  or  other  nationwide 
opportunities  we  may  have  available,  please  call  or 
fax/mail  your  resume  to: 

Att:  Marge  King,  Corporate  Recruiter 


10  U A l I T Y C A « 1 


QUALITY  CARE  DIALYSIS 
CENTER  OF  DALLAS,  INC 

C/0:  Home  Intensive  Care,  Inc. 
150  NW  168th  Street,  Ste  325 
N.  Miami  Beach,  FL  33169 
PH:  1-800-688-7757  ext  204 


equal  opportunity  employer 


FOR  SALE  OR  LEASE 

Medical  Equipment 

Abodia  Lighted  Slide  Store  and  View  — Store  1,000  to 
10,000  on  lighted  racks.  Organize  your  slides  and  use 
them!  For  catalog,  call  1-800-950-7775  or  write  Elden 
Enterprises,  Inc,  Box  3201,  Charleston,  WV  25332. 

Office  Space 

For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 

806-383-3377. 

For  Sale  — Medical  science  center  office  at  711  West 
38th,  Austin,  Texas.  Approximately  1,170  square  feet. 
$129,500.  Contact  Clarke  Witt,  MD,  at  817-481-0012. 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  PRACTICE  DYNAMICS, 
Dept  T,  11222  Richmond,  Ste  125,  Flouston,  TX 
77082;  713-531-0911. 


Family  practice  in  community  near  Flouston.  Enjoy  small 
town  atmosphere  near  city  amenities.  Well-established 
with  offices  adjacent  to  hospital.  Transition  available. 
For  information  package,  contact  Business  & 
Professional  Associates  at  713-782-8888.  TMFI-1422. 

SE  Houston  — Psychiatric  practice  with  hospital  compo- 
nent. Offices  neai  hospital.  Excellent  for  addition/ex- 
pansion of  your  practice.  Substantial  opportunity  for 
growth.  Lowered  competition.  For  information  package, 
contact  Business  & Professional  Associates  at  713- 
782-8888.  TMH-1438. 

Radiology  office  practice  with  contemporary  1-story 
building,  including  2 R & F rooms,  1 clinical  room.  Well- 
located  in  stable  neighborhood  near  clinics  and  modern 
acute-care  hospital.  Historic  city,  coastal  bend  area  of 
Texas.  Older  records  microfilmed.  Immediate  partner- 
ship leading  to  practice  purchase,  or  direct  outright 
sale.  Full  resume  with  first  inquiry  to  TMA,  AD  Box  406, 
401  W 15th  St,  Austin,  TX  78701. 

Property 

Houston  — Memorial  — Piney  Point  Village.  Park-like 
acre  plus  with  beautifully  renovated  house  in  one  of  the 
most  prestigous  locations.  Surrounded  by  several  new 
houses.  Priced  to  sell  for  lot  value  at  $579K.  Call  713- 
780-0786. 


TEXAS  MEDICINE 


Vacation  Homes 

Cayman  Islands  — Private  — One-bedroom  condo,  ocean- 
front,  7-mile  beach,  fully  equipped,  walking  distance  to 
restaurants,  shopping,  etc.  Low:  $1,000;  High:  $1,500 
US  per  week/2  persons.  416-737-7667. 

OTHER 


ONDROX' 

Multi-Antioxidant  Formulation 

The  first  multi-antioxidant  nutritional 
supplement  developed  at  a major 
university  research  center.  Unique 
formula  combines  41  microcomponents. 
Learn  more  about  the  nutritional  effects  of 
antioxidants  and  their  synergistic  activitity. 

Call  the  ONDROX™  Hotline: 

800-541-3492 

Professionally  represented  to 
# the  nation’s  doctors  by 

©UN1MED 


BUSINESS  AND 
FINANCIAL  SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser- 
vice Association,  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 

Save  time  and  money  by  filing  and  tracking  claims  elec- 
tronically. Audix  Medical  Services  works  with  your  exist- 
ing system  or  will  advise  you  in  system  setup.  Call 
Robert  Canty  1-800-299-2839. 

Medical  Accounts  Receivables  — Includes  Personal  Injury 
Claims.  PLACEMENT/MANAGEMENT  SERVICES  also 
available.  For  information  call:  210-497-7574. 
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CONTINUING 

EDUCATION 


Procedural  Skills  for  Primary  Care  Physicians 


Now  in  its  fifth  year 

Learn  Gastroscopy,  Flexible  Sigmoidoscopy,  Nasopharyngoscopy,  Cardiac  Vascular 
Flow  Testing,  Pulmonary  Function  Testing  and  Colposcopy.  Includes  Workshops. 



Jan.  23-24  - Ft.  Lauderdale,  FL  May  15-16  - Chicago,  IL  Sept  11-12  - Newark,  NJ 

Feb.  20-21  - Dallas,  TX  June  26-27  - San  Francisco,  CA  Oct  16-17  - Boston,  MA 

Mar.  20-21  - El  Paso,  TX  July  10-11  - Seattle,  WA  Nov.  13-14  - Raleigh-Durham,  NC 

Apr.  17-18  - Denver,  CO 

Distinguished  Faculty  Registration  Fees:  $395(MD,  DO),  $200(all  others) 

Please  register  me  for  the  meeting  to  be  held  in 

Name- Address: 

City: State: Zip- Phone-. 

Q Check  enclosed  or  bill  Q Mastercard  Q VISA  No. Ex. Date 

Mail  ta  Current  Concept  Seminars,  Inc.  • 5700  Stirling  Road 
Hollywood,  FL  33021  • (305)966-1009(800)969-1009 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Denise  Kotson, 
Classified  Manager,  TEXAS  MEDICINE,  401  West  15th, 
Austin,  Texas  78701. 
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Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  In  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhlnology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual, 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  sumatriptine,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  7707 4 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi . Texas  78405 
Telephone  512  888-6782 


WILLIAM  C.  GRATER  M.D.  ASSOCIATED 

DIAGNOSIS  & TREATMENT  OF  ALLERGIC  AND  IMMUNOLOGIC  DISEASES 
Our  39th  year  Preston  Center 

8226  Douglas  Avenue,  Suite  520,  Dallas  Texas  75225  (214)  363-5231 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Intra-Spinal  Opiates 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 

713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center’s  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

Alan  Tonnesen,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD 
Coordinator,  Outpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Carmine  U.  lacono,  Ph.D 

Assistant  Director  Assistant  Director 

Medical  Services  Psychological  & Related  Services 


Dermatology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109;  817  377-0626 


CONSULTING  DERMATOLOGIC  SPECIALISTS 

Forrest  C.  Brown.  MD  Lynne  J.  Roberts,  MD 

Mohs  Surgery  Pediatric  Dermatology 

For  Cancer  of  the  skin  Laser  Surgery 

Laser  Surgery 
Medical  City  Hospital 

7777  Forest  Lane,  Suite  C-528.  Dallas,  Texas  75230 
214  661-4537,  800  552-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306.  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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General  Surgery 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 

Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas.  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Elawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D.  Schubert,  MD 

Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 

William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 

W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 
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ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Flouston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 


Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 


4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 


Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 


9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1-800-44REHAB 


Psychiatry 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 


Charles  Mitchell,  MD  L.  T.  Johnson,  MD 


AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  inpatient  and  outpatient  rehabilitation  and 
electrodiagnostic  evaluation  for  adults  and  children. 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800-792-9276,  210-672-6592 

Larry  Browne,  MD,  Medical  Director 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229 
800-741-6321,  210-616-0100 


3450  Wheatland  Road,  Suite  110,  Dallas,  Texas  75237;  (214)  296-6371 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 
EDWARD  M.  BENDER,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Alex  Willingham,  MD,  Medical  Director 

Corpus  Christi:  2606  Hospital  Blvd,  8th  Floor 
Corpus  Christi,  Texas  78405  512-888-4458 

Joel  Joselevitz,  MD,  Medical  Director 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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C ME  / Continuing 
education  Directory 


Courses 

FEBRUARY 

Anesthesiology 

Feb  26-28,  1993 

Anesthesia  Conference  of  Obstetrics. 
Houston.  Contact  The  University  of  Texas 
Medical  School  at  Houston,  Office  of  CME, 
1100  Holcombe  Blvd,  HMB  15.1509, 
Houston,  TX  77030  (713)  792-5346 

Cardiology 

Feb  1-5,  1993 

Echo  Hawaii.  Maui,  Hawaii.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  PO  Box  79231,  Baltimore, 
MD  21279-0231  (800)  257-4739 

Feb  1-3,  1993 

Cardiovascular  Conference  at  Snowshoe. 
Snowshoe,  WVa.  Contact  American  Col- 
lege of  Cardiology,  Extramural  Programs, 
PO  Box  79231,  Baltimore,  MD  21279- 
0231  (800)  257-4739 

Feb  10-13, 1993 

Cardiovascular  Conference  at  Snowbird. 
Snowbird,  Utah.  Contact  American  Col- 
lege of  Cardiology,  Extramural  Programs, 
PO  Box  79231,  Baltimore,  MD  21279- 
0231  (800)  257-4739 

Feb  15-19,  1993 

Cardiovascular  Conference  at  Hawaii. 
Mauna  Lani,  Hawaii.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Feb  22-25,  1993 

State  of  the  Art  Echocardiography.  Tucson. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  PO  Box  79231,  Bal- 
timore, MD  21279-0231  (800)  257-4739 

Gastroenterology 

Feb  19-20,  1993 

Advances  in  Gastroenterology.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Neurology 

Feb  11-13,  1993 

Recent  Advances  in  Neurology.  San  Fran- 
cisco. Contact  University  of  California  at 
San  Francisco,  Extended  Programs  in  Med- 


ical Education,  Rm  LS-105,  San  Francisco, 
CA  94143-0742  (415)  476-4251 

Feb  22, 1993 

Rehabilitation  in  Brain  Injury.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Oncology 

Feb  6,  1993 

Basal  and  Squamous  Cell  Head  & Neck 
Cancer.  Houston.  Contact  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2222 

Feb  12-13,  1993 

Breast  Cancer  Update.  Dallas.  Contact 
Presbyterian  Healthcare  System,  Office  of 
CME,  8160  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214) 891-2323 

Feb  12-13,  1993 

Clinical  Implications  of  Prostate  Cancer 
Biology.  Houston.  Contact  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2222 

Pathology 

Feb  11-14,  1993 

Cytopathology  Review  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Plastic  Surgery 

Feb  26-27,  1993 

Mayo  Clinic  Plastic  Surgery  Symposium. 
Phoenix.  Contact  Mayo  Clinic  at  Scotts- 
dale, 13400  E Shea  Blvd,  Scottsdale,  AZ 
85259  (602) 391-7447 

Psychiatry 

Feb  27,  1993 

Geriatric  Psychiatry  Review.  Dallas.  Con- 
tact The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Sports  Medicine 

Feb  6-13,  1993 

Office  Based  Sports  Medicine.  Park  City, 
Utah.  Contact  University  of  California  at 
San  Francisco,  Extended  Programs  in  Med- 


ical Education,  Rm  LS-105,  San  Francisco, 
CA  94143-0742  (415)  476-4251 

MARCH 

Audiology 

Mar  12,  1993 

Audiology  Conference.  College  Station. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Critical  Care 

Mar  6-11,  1993 

Critical  Care  Medicine  Course.  Oklahoma 
City.  Contact  Oklahoma  LJniversity  Health 
Science  Center,  Dept  of  Medicine,  Rm  3SP 
400,  PO  Box  26901,  Oklahoma  City,  OK 
73190  (405)  271-5904 

Emergency  Medicine 

Mar  12-13,  1993 

Annual  Emergency  Medicine  Review. 
Austin.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Mar  15-18,  1993 

1993  Winter  Symposium.  Palm  Springs, 
Calif.  Contact  American  College  of  Emer- 
gency Physicians,  PO  Box  619911,  Dallas, 
TX  75261-9911  (800)  798-1822  or  (214) 
550-0911 

Endocrinology 

Mar  27,  1993 

Clinical  Endocrinology  Symposium.  Hous- 
ton. Contact  The  University  of  Texas  Med- 
ical School  at  Houston,  Office  of  CME, 
1100  Holcombe  Blvd,  HMB  15.1509, 
Houston,  TX  77030  (713)  792-5346 

General  Medicine 

Mar  26-27,  1993 

International  Conference  on  Grief.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Internal  Medicine 

Mar  18-20,  1993 

Spring  Break  for  CME.  Palm  Beach  Gar- 
dens, Fla.  Contact  Florida  Medical  Associ- 
ation, Inc,  PO  Box  2411,  Jacksonville,  FL 
32203  (904) 356-1571 
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Mar  13,  1993 

Selected  "Hot  Topics”  in  Infectious  Dis- 
eases. Phoenix.  Contact  Mayo  Clinic 
Scottsdale,  13400  E Shea  Blvd,  Scottsdale, 
AZ  85259  (602)  391-7447 

Neurology 

Mar  13,  1993 

Recent  Advances  in  Neurology  for  the  Pri- 
mary Care  Physician.  Phoenix.  Contact 
Mayo  Clinic  Scottsdale,  13400  E Shea 
Blvd,  Scottsdale,  AZ  85259  (602)  391- 
7447 

Obstetrics  and  Gynecology 

Mar  17-20,  1993 

Controversies  in  Female  Issues  & En- 
docrinology. Puerto  Vailarta,  Mexico. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Ophthalmology 

Mar  5-6,  1993 

Ophthalmology  Symposium.  Dallas.  Con- 
tact Presbyterian  Elealthcare  System,  Office 
of  CME,  8 160  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214)  891-2323 

Mar  12-14,  1993 

Clinical  Advances  in  Ophthalmology  for 
the  Practicing  Ophthalmologist.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  1 louston,  TX 
77030  (713)  798-4941 

Mar  25-27,  1993 

Annual  Ophthalmic  Reviews.  Phoenix. 
Contact  Mayo  Clinic  Scottsdale,  13400  E 
Shea  Blvd,  Scottsdale,  AZ  85259  (602) 
391-7447 

Orthopedics 

Mar  10-14,  1993 

Texas  Orthopaedic  Surgery  Workshop. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  l imes  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Mar  27-28,  1993 

Update  in  Non-Surgical  Spine  Care.  Plano, 
Tex.  Contact  Texas  Back  Institute  Research 
Foundation,  3801  W 1 5th  St,  Plano,  TX 
75075  (214) 612-6417 

Otorhinolaryngology 

Mar  20-21,  1993 

Endoscopic  Sinus  Surgery.  Dallas.  Contact 
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The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Physical  Medicine  & Rehabilitation 

Mar  15-25,  1993 

Comprehensive  Review  Course  in  Physical 
Medicine  and  Rehab.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Plastic  Surgery 

Mar  6-9,  1993 

Dallas  Rhinoplasty  Symposium.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Mar  25-27,  1993 

Laboratory  Workshop  in  Breast  Recon- 
struction. Norfolk,  Va.  Contact  Eastern 
Virginia  Medical  School,  Continuing  Medi- 
cal Education,  PO  Box  1980,  Norfolk,  VA 
23501 (804) 446-6143 

Psychiatry 

Mar  13,  1993 

Diagnosis  & Management  of  Obsessive 
Compulsive  Disorder.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

APRIL 

Cardiology 

Apr  29-May  2,  1993 

Clinical  Electrocardiography:  Basic  Con- 
cepts and  Interpretation.  Philadelphia. 
Contact  Eastern  Virginia  Medical  School, 
Continuing  Medical  Education,  PO  Box 
1980,  Norfolk,  VA  23501  (804)  446-6143 

Emergency  Medicine 

Apr  19-21,  1993 

ACEP  Clinical  Forum:  Current  Concepts, 
Emerging  Trends.  Kansas  City,  Mo.  Con- 
tact American  College  of  Emergency  Physi- 
cians, PO  Box  619911,  Dallas,  TX  75261 
991  I (800)  798-1822  or  (214)  550-091 1 

Apr  23-27,  1993 

Essential  Topics  for  Emergency  Medicine: 
An  Accelerated  Review.  Denver.  Contact 
American  College  of  Emergency  Physi - 
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dans,  PO  Box  619911,  Dallas,  TX  75261- 
9911  (800)  798-1822  or  (214)  550-0911 

Apr  24-25,  1993 

Effective  Procedure  Coding  for  Emergency 
Medicine.  Boston.  Contact  American  Col- 
lege of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-9911  (800) 
798-1822  or  (214)  550-091  1 

Family  Practice 

Apr  19-23,  1993 

Annual  Review  Course  in  Family  Medicine. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Apr  21-25,  1993 

Family  Medicine  Review.  Austin.  Contact 
Scott  & White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Internal  Medicine 

Apr  23,  1993 

Thrombolysis:  Its  Role  in  Peripheral , Arte- 
rial and  Venous  Disorders.  Norfolk,  Va. 
Contact  Eastern  Virginia  Medical  School, 
Continuing  Medical  Education,  PO  Box 
1980,  Norfolk,  VA  23501  (804)  446-6143 

Obstetrics  and  Gynecology 

Apr  2-3,  1993 

Urogynecology  & Disorders  of  the  Female 
Pelvic  Floor.  Phoenix.  Contact  Mayo  Clin- 
ic Scottsdale,  13400  E Shea  Blvd,  Scotts- 
dale, AZ  85259  (602)  391-7447 

Apr  8-9,  1993 

Hands-On  Workshop  on  Advanced  Diag- 
nostic Methods  in  Andrology.  Norfolk,  Va. 
Contact  Eastern  Virginia  Medical  School, 
Continuing  Medical  Education,  PO  Box 
1980,  Norfolk,  VA  23501  (804)  446-6143 

Apr  22-24,  1993 

Controversies  of  Bone  Marrow  Transplan- 
tation. San  Antonio.  Contact  Methodist 
Hospital,  7700  Floyd  Curl  Dr,  San  Anto- 
nio, TX  78229  (512)  692-4884 

Oncology 

Apr  21-24,  1993 

The  Medically  Underserved  & Cancer. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 
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Orthopedic  Surgery 

Apr  2-4,  1993 

Southwestern  Orthopaedic  Surgery.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Pathology 

Apr  24,  1993 

Update  in  Pulmonary  Pathology.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Bavlor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Pediatrics 

Apr  15-17,  1993 

National  Pediatric  Diseases  Seminar.  New 
Orleans.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Apr  16-17,  1993 

Pediatric  Postgraduate  Symposium.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-494 1 

Apr  23-24,  1993 

Pediatrics  & All  That  Jazz:  Current  Prac- 
tice and  Recent  Advances.  New  Orleans. 
Contact  Alton  Ochsner  Medical  Founda- 
tion, 1516  Jefferson  Hwy,  New  Orleans, 
LA  70121  (504)  842-3702 

Plastic  and  Reconstructive  Surgery 

Apr  12-16,  1993 

Symposium  on  Reconstructive  Surgery  for 
Cancer  Patients.  Keystone,  Colo.  Contact 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Psychiatry 

Apr  3,  1993 

Diagnosis  & Management  of  Obsessive 
Compulsive  Disorder.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Apr  17,  1993 

'Women  and  Psychiatric  Disorders.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 
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Sports  Medicine 

Apr  23-24,  1993 

Colloquia  on  Applied  Science  in  Sports 
Medicine.  Houston.  Contact  Joe  W.  King 
Orthopedic  Institute,  6560  Fannin  #2100, 
Houston,  TX  77030  (713)  790-2960 

Surgery,  General 

Apr  15-17,  1993 

Postgraduate  Course  in  General  Surgery. 
San  Francisco.  Contact  University  of  Cali- 
fornia at  San  Francisco,  Extended  Programs 
in  Medical  Education,  Rm  LS-105,  San 
Francisco,  CA  94143-0742  (415)  476-4251 

Calendar  of  Meetings 


• Denotes  Texas  meeting 

February 

Feb  26-28,  1993,  Austin 

• TMA  Winter  Leadership  Conference 

Contact  Jon  Hornaday  (conference  pro- 
gram) or  Dale  Willimack  (facilities/ar- 
rangements), Texas  Medical  Association, 
401  W 15th  St,  Austin,  TX  78701  (800) 
880-1300 

April 

Apr  2-4,  1993,  Scottsdale,  Ariz 
American  Society  of  Cytology  Meeting 
Contact  Yener  S.  Erozan,  MD,  1015 
Chestnut  St,  Ste  1518,  Philadelphia,  PA 
(215) 922-3880 

May 

May  13-16,  1993,  Houston 

• TMA  Annual  Session 

Contact  Dale  Willimack,  TMA  Depart- 
ment of  Annual  Session  and  Meeting  Man- 
agement, 401  W 15th  St,  Austin,  TX 
78701 (800) 880-1300 


JANUARY  1993 


A COMMON 


Abandoned  housing. 

If  can  erode  the  value  of  your 
lending  institutions  investments  in 
the  community.  But  you  can 
insure  a better  future  for  both 
investments  and  residents  by 
joining  NeighborWorks.  A non- 
profit partnership  that's  rebuilding 
housing  and  restoring  community 
pride.  Call  I-800-245-695Z 
Or  write  NeighborWorks, 

PO.  Box  41406,  Baltimore,  MD 
21203-6406. 


95 


Medical 

Malpractice 

Insurance 


Insured  with 
the  J.U.A.? 

Want  Out? 

Our  Company  Offers: 

•Financial  stability 
•Economically  pleasing 
premiums 
•A  quick  response 


KELLEY 
RHODES 

INSURANCE  INC. 

3500  South  Gessner  Suite  202  Houston,  Texas  77063 
Telephone:  713.954.5500  Fax:  713.954.5528 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 


Fax  or  phone  in  your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 


MEDICAL  CROSSWORD  NO.  4 


ACROSS 

1 .  One  of  the  symptoms  found  in 
narcolepsy  (9) 

6.  The  critical  stage  or  crisis 
of  a disease  (4) 

9.  Before  food  (2) 

1 0.  A small  space  or  cavity  (7) 

1 1 . The  slow,  drop  by  drop  infusion  of  a 
liquid  (4) 

1 2.  Word  element,  same  (4) 

1 5.  A mild  laxative  or  gentle  purgative  (8) 

16.  A furrow  or  groove,  particularly  those 
separating  the  gyri  of  the  cortex  of 
the  brain  (6) 

1 7.  Located  away  from  the  normal 
position  (7) 

1 8.  Uridine  triphosphate  (3) 

1 9.  Word  element,  left  (4) 

20.  Sound  produced  by  the  speech 
organs (5) 

22.  Discharge  from  the  bowel  of  a newly 
born  baby,  abbrev  (3) 

24.  To  soften  a material  by  controlled 
heating  and  cooling  to  make  its 
manipulation  easier  (6) 

25 . Cysteine  (3) 

27.  The  largest  and  most  important  part 
of  any  organ  (4) 

28.  Between  meals  (2) 

29.  An  enzyme  that  catalyzes  the 
hydrolysis  of  starch  into  simpler 


compounds  (7) 

3 1 . An  opening  or  passage  (6) 

32 . A tumor  composed  of  bony  tissue  (7) 

DOWN 

1 . Largest  of  the  tarsal  bones  (9) 

2.  A spot  or  blemish  (5) 

3 . Affording  relief  (10) 

4.  One  of  the  granular  leukocytes  (10) 

5.  An  endemic  infectious  tropical 
disease  (4) 

7.  Excision  of  a portion  of  a varicose 
vein  (10) 

8 . Capable  of  being  transformed  into 
healthy  tissue  (9) 

I 3.  Pint,  abbrev  (2) 

14.  Antiviral  agent  used  in  the  treatment 
of  herpes  simplex  keratitis,  abbrev  (3) 
1 6.  An  induration  or  hardening  (9) 

1 7.  The  membrane  lining  the  cerebral 

ventricles  and  the  central  canal  of 
the  spine  (8) 

2 1 . When  the  fetal  occiput  lies  in  the 

anterior  half  of  the  maternal  pelvis, 
abbrev  (2) 

23 . Word  element,  state  or  condition  (4) 

25 . A succession  or  recurring 
series  of  events  (5) 

26.  A soothing  or  healing  preparation  (4) 

30.  If  necessary  (3) 


Solution  on  p 30. 
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GROUP  PLUS 


FOR  GROUPS  AND  CLINICS 


new  group 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical 
Life,  Short  Tenn  Disability,  and  Dental. 


insurance 
programfor 
clinics  of  15 
or  more 


Benefits 

1.  No  Evidence  of  Individual  Insurability  Required 

If  you  meet  minimum  eligibility  requirements,  all  physicians  and  employ- 
ees will  be  covered.  New  physicians  and  employees  and  their  dependents  will 
be  covered  automatically,  with  no  evidence  of  insurability  required. 

2.  TMAIT  Group  Plus  is  Portable 


physicians  and 
employees. 


I 


TexasMedical 

Association 


If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  their  insurance  transfers  automatically  to  the  plan(s)  of  their 
new  employer. 

3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  their  physician  and  hospital.  There 
are  no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  Texas  Physicians 

TMAIT  has  a 20-member  Advisory  Committee  that 

reviews  appeals  of  claims  and  underwriting  decisions. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Tenn  Disability 

• Dental 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


5.  Texas  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member  is 
the  Executive  Vice  President  of  the  TMA. 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 

P.O.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 


6.  Program  is  Underwritten  by  Prudential 

While  the  program  is  managed  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially  stron- 
gest insurance  companies. 


Underwritten  by  The  Prudential  for  24- 
years  (1969—  1993) 


For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 
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a healthy  mix  of  medicine 
and  computers 
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“The  computer 
allows  me  to  do 
what  I do  best, 
which  is  take  care 
of  patients.  ” 

— Robert  N. 
Schnitzler,  MD 

Digitized  Doctoring: 

A healthy  mix  of  medicine 
and  computers 

Still  think  a gigabyte  is  an  Aggie 
delicatessen?  In  today's  business  climate, 
your  need  for  computer  literacy  may  be 
greater  than  you  think. 

BY  MARK  RICHARDSON 

11 

Upfront 

TMA  leadership  conference  to  focus  on  state  and  national  health-care  issues 
• Physicians  and  spouses  needed  for  Capitol  C heck-Up 

• AMA  delegates  set  policy  on  tough  problems 

20 

Law 

Knowledge  of  UR  law  gives  physicians  advantage  during  interviews 

• US  hospitals  may  refuse  transfers  from  Mexico 

• TMA  video,  handbook  examine  ins  and  outs  of  peer  review  process 

Failure  to  report  child,  elder  abuse  is  criminal  offense  in  Texas 
By  Hugh  M.  Barton,  JD 


26 

Public  Health 

POEP  makes  strides  in  cancer  education 
• Report  urges  physician,  school  involvement  against  substance  abuse 
• Tobacco,  alcohol  questions  now  appear  on  death  certificates 
• Agenda  on  AIDS  • TDH  guide  assists  in  selection  of  long-term  care  facilities 
• Directory  lists  resources  for  health,  human  services 

Commentary:  Physicians  not  alone  in  battle  against  incest 
By  Clifford  O.  Mishaw,  MD 
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Legislative  Affairs 

Court  decisions  demonstrate  new  fairness 

• Bentsen’s  move  to  treasury  a blow  for  medicine 

• Hotline  provides  latest  legislative  news 

• Health  insurance  reforms  among  pre-filed  bills 
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Medical  Economics 

New  Medicaid  payment  system  brings  more  physicians  into  program 

• CLIA  inspection  of  physician  office  labs  to  begin  this  year 

• TMA  announces  practice  management  seminars  for  1993 


48 

Science  and  Education 

Annual  session  program  to  discuss  psychiatric  aspects  of  medical  illness 
• House  of  Delegates  backs  measure  to  boost  primary  care 
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UT-MED  Consultation  Services 

1 -800  -FACULTY 

The  University  of  Texas  Medical  Branch  at  Galveston  (UTMB) 


Dear  (Physician: 

The  challenges  zue  face  as  a tertiary  care  teaching  faciCity  in  providing 
quality  care  may  seem  insurmountable  to  a referring  physician.  We  are 
committed  to  addressing  the  perceptions  and  myths  about  access  to  care  at 
(UTV\lfB.  In  the  coming  months  ive  ivill  dispel  these  myths  and  e?(plain  the 
facts  in  blact^and zvhite.  Thus , you  zvill realize  our  commitment  to  you , the 
referring  physician. 

Sincerely , 


Michael  M.  Warren,  M.  D. 
Medical  Director,  UT-MED 


A physician-to-physician  telephone  resource  for  information,  consultation  and  referral. 

1-800-FACULTY 
(1-800-322-8589) 
or  locally  1 (409)  772-5000 

A service  of 

UT-MED,  The  Group  Practice  of  Medicine 


The  University  of  Texas  Medical  Branch  at  Galveston 
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Resuscitation  devices 
should  be  as  available  as 
fire  extinguishers 

Texas  physicians  need 
to  be  aware  of  an  idea  that  will 
greatly  benefit  public  health. 
Approximately  4 months  ago  I 
had  the  opportunity  to  put  into  ac- 
tion what  1 had  just  learned  in  a ba- 
sic and  advanced  cardiac  life  sup- 
port course.  The  speaker  at  our 
Kiwanis  club  suffered  an  arrhythmia 
and  collapsed.  We  performed 
mouth-to-mouth  resuscitation  and 
chest  compressions  and  saved  his 
life.  In  that  instant,  however,  I en- 
dangered my  own.  With  1 million 
Americans  infected  with  the  HIV 
virus  and  with  a resurgence  of  TB, 
one  cannot  be  cavalier  about  placing 
one’s  mouth  onto  the  drooling,  vom- 
iting mouth  of  a stranger. 

The  cardiopulmonary  resuscita- 
tion (CPR)  courses  teach  mouth-to- 
mask  resuscitation  instead  of 
mouth-to-mouth,  and  indeed  I had 
purchased  a pocket  mask.  Unfortu- 
nately, it  was  500  yards  away  in 
my  pickup  truck  when  I needed  it. 
Because  of  my  experience,  I am  on 
a crusade. 

According  to  an  article  in  a special 
issue  of  the  Journal  of  the  American 
Medical  Association  about  guidelines 
for  cardiopulmonary  resuscitation 
and  emergency  cardiac  care,  “Direct 
mouth-to-mouth  resuscitation  will 
likely  result  in  the  exchange  of  saliva 
between  the  victim  and  rescuer,”  and 
“performance  of  mouth-to-mouth  re- 
suscitation or  invasive  procedures  can 
result  in  the  exchange  of  blood  be- 
tween the  victim  and  rescuer”  (1).  Al- 
though the  article  minimizes  the  risks, 
it  also  describes  precautions  recom- 
mended by  the  Centers  for  Disease 
Control  and  OSHA. 
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The  article  also  points  out  that 
the  perceived  risk  of  disease  trans- 
mission has  reduced  the  willingness 
of  laypersons  to  initiate  CPR  and 
calls  for  public  education  to  alleviate 
this  fear. 

Indeed,  in  my  informal  survey  of 
100  random  visitors  at  a Kiwanis 
project,  92  presumably  civic-minded 
individuals  said  they  would  not  do 
mouth-to-mouth  resuscitation  on  a 
stranger  because  of  fear  of  disease. 
We  are  losing  the  battle!  We  are  ex- 
pending tremendous  energy  teaching 
people  about  CPR,  but  when  it  gets 
right  down  to  it,  most  people  will 
just  simply  not  do  mouth-to-mouth 
resuscitation  on  strangers,  even  if 
they  have  just  learned  CPR! 

Readily  identifiable  boxes  contain- 
ing high  quality  masks  for  mouth-to- 
mask  resuscitation  need  to  be  in  pub- 
lic places.  We  already  have  fire 
extinguishers  there,  and  it  would 
seem  to  me  that  the  risk  of  someone 
keeling  over  in  a public  place  greatly 
exceeds  the  risk  of  fire  breaking  out. 
The  City  of  New  York  already  re- 
quires restaurants  to  have  such  a 
mask  (USA  Today,  January  7,  1992). 

Texas  physicians  should  help  pro- 
mote the  recommendation  that  re- 
suscitation devices  be  kept  in  public 
places.  “Learn  CPR  and  look  for  the 
mask”  should  be  the  slogan  for  all 
of  us  interested  in  saving  lives. 

William  D.  Strinden,  MD 

SOS  Gaslight  Blvd 
Lufkin,  TX  75901 
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Education  is  key  to 
firearm  safety 

The  November  1992 
issue  of  Texas  Medicine  con- 
tained recommendations  of  the 
TMA  Council  on  Legislation  con- 
cerning gun  control  (see  p 32).  While 
I agree  with  many  of  the  points,  I 
have  difficulty  with  several  others. 

First,  I do  not  understand  why 
the  Texas  Medical  Association  is  in- 
volved with  a public  safety  issue. 
While  it  is  a noble  cause,  we  should 
deal  with  public  health,  not  public 
safety  issues.  Adding  firearm  educa- 
tion to  comprehensive  school  health 
education  is  an  excellent  idea  that 
we  should  promote. 

On  the  other  hand,  modifying  the 
design  of  weapons  to  prevent  their 
use  by  children  is  an  interesting  but 
unrealistic  idea.  Besides,  proper 
firearm  education  for  children  and 
adults  would  make  this  unnecessary. 

The  handgun  waiting  period  has 
been  much  discussed,  but  what 
should  be  considered  is  a period  in 
which  perspective  gun  owners 
would  be  checked  through  a com- 
puterized national  data  bank  for  po- 
tential criminal  violations.  We 
should  most  definitely  stop  handing 
over  firearms  to  criminals.  This 
more  specific  check-out  system 
would  not  require  a long  waiting  pe- 
riod, just  time  for  identification  of 
potential  buyers  and  a proper  back- 
ground check. 

The  last  point,  banning  handguns 
in  public,  is  already  on  the  state 
statutes  and  1 think  it’s  absurd.  Legis- 
lation is  being  proposed  to  allow  le- 
gal concealed  weapons  permits  for 
law-abiding  citizens.  If  you  look  at 
the  quoted  statistics  in  greater  detail, 
it  is  clear  that  the  general  public  is 
being  slaughtered  like  sheep  by  our 
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very  violent  society.  By  trying  to  he 
so  sophisticated  and  outlawing  hand- 
guns in  the  1800s,  Texas  has  allowed 
its  citizens  to  become  prey  to  the 
criminal  element.  Law-abiding  citi- 
zens should  have  the  right  to  bear 
arms  and  to  protect  their  families. 

We  should  go  after  criminals  who 
commit  crimes  with  weapons  in  the 
most  aggressive  fashion.  We  should 
deter  crime  by  harsh  sentencing  and 
actually  keeping  criminals  behind 
bars.  We  need  to  stop  paroling  crim- 
inals just  because  there  aren’t 
enough  cable  TVs  to  go  around  in 
prisons.  If  we  make  the  penalties 
harsh  and  we  make  them  stick,  we 
won’t  have  the  other  problems. 

I know  that  guns  can  be  owned, 
handled,  and  used  with  little  or  no 
danger.  It  simply  takes  educating 
adults  and  children  well  to  prevent 
accidents.  My  family  has  owned 
firearms  for  many  generations  with- 
out one  accident.  People  need  to 
take  responsibility  for  themselves, 
not  blame  an  inanimate  object  for 
accidents. 

Michael  D.  Williams,  DO 

223  East  FM  1382,  Suite  115 
Cedar  Hill,  TX  75104 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
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ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editori- 
al advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
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policies  of  the  Texas  Medical  Association. 


Is  your  spouse  a member 
of  the  TMA  Alliance? 


Texas  Medical  Association 
has  more  than  30,000  mem- 
bers, physicians  from  all  over 
Texas,  representing  men  and  women 
of  all  ages,  races,  cultures,  special- 
ties, and  interests. 

TMA  also  has  a companion  orga- 
nization, the  TMA  Alliance,  in  exis- 
tence for  75  years.  We  also  are  com- 
posed of  men  and  women  of  all 
ages,  races,  cultures,  educational  ex- 
periences, and  interests.  Our  sole 
purpose  is  support  of  medicine’s 
goals  — through  our  Healthier 
Youth  2000  initiative  with  its  em- 
phasis on  drug  abuse,  teen  pregnan- 
cy, literacy,  AIDS  education,  and 
similar  programs,  and  through  di- 
rect efforts  to  elect  TEXPAC-sup- 
ported  candidates  and  to  work  to- 
ward good  public  health  legislation. 

Some  of  our  members  are  directly 
involved  in  our  projects  and  others 
simply  support  us  with  their  dues. 
Some  regularly  attend  meetings 
while  others  have  commitments  that 
prevent  frequent  attendance.  Some 
work  on  all  projects  sponsored  in 
their  communities,  but  some  can 
never  participate  or  must  select  only 
one  activity  per  year.  All  levels  of  in- 
volvement are  welcome  and  needed. 

Unfortunately,  even  with  all  the 
good  we  do  for  medicine,  we  have 
only  8,400  members  compared  with 
30,000  in  TMA.  How  can  this  be? 
Doctors  have  the  same  types  of  de- 
mands on  their  time,  yet  they  sup- 
port their  organization  with  their 
dues  even  when  personal  involve- 
ment is  difficult  or  impossible. 

My  request  to  you  is  this: 

1.  Ask  your  spouse  if  he/she  is  a 
member  of  the  alliance.  If  not. 


ask  why.  If  other  commitments 
are  given  as  the  reason,  point  out 
that  you  have  other  commit- 
ments, yet  you  support  your  as- 
sociation with  your  dues  even 
when  you  can’t  make  a time  com- 
mitment. 

2.  Encourage  him/her  to  learn  more 
about  what  the  alliance  does, 
both  locally  and  statewide,  and 
to  become  a member.  After  all, 
it’s  an  organization  that  supports 
your  profession  — the  profession 
that  provides  your  family’s  liveli- 
hood and  serves  mankind. 

3.  If  he/she  is  in  a profession  that 
has  a support  organization  simi- 
lar to  the  alliance,  join  it  your- 
self. Show  that  commitment  to  a 
profession  can  work  both  ways. 

The  TMA  Alliance  has  grown 
and  evolved  in  our  75  years,  and  we 
are  now  a strong,  viable  organiza- 
tion of  people  engaged  in  a variety 
of  meaningful  projects.  We  are  your 
partners  in  life  and  we  want  to  be 
partners  in  support  of  your  profes- 
sion. We  need  every  eligible  member 
so  that  we  may  be  as  strong  and  ef- 
fective as  possible. 

Mertie  Wood 

San  Antonio  First  Vice  President/ 
Membership  Chairman 
Texas  Medical  Association  Alliance 


Clarification 


The  November  Texas 
Medicine  was  certainly  a good 
issue  and  very  timely  regarding 
the  Texas  Board  of  Medical  Examin- 
ers. The  article  about  Homer 
Goehrs,  MD,  executive  director  of 
the  TSBME,  on  page  41,  was  ex- 
tremely good  and  Dr  Goehrs  has 
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certainly  added  a great  new  dimen- 
sion to  the  board. 

However,  I must  disagree  with  one 
paragraph.  Dr  Goehrs  entered  the 
practice  of  medicine  in  Austin,  Tex, 
with  Dr  Walter  Long.  When  in  the 
late  50s  Dr  Long  decided  to  return  to 
The  University  of  Texas,  Dr  Goehrs 
entered  practice  with  Drs  Renfert, 
Lawlis,  and  Sayers.  I joined  these  four 
people  in  1961,  and  we  practiced  un- 
der the  name  of  Internal  Medicine 
(Drs  Renfert,  Lawlis,  Sayers,  Goehrs, 
and  Vineyard).  It  was  not  until  1966 
that  the  official  Austin  Diagnostic 
Clinic  was  opened  at  801  West  34th 
Street.  The  founding  fathers  were  Drs 
Renfert,  Lawlis,  Sayers,  Goehrs,  Vine- 
yard, Tyler,  and  Roberts. 

J.P.  Vineyard,  Jr,  MD 

Internal  Medicine 
Medical  Park  Tower,  Suite  402 
Austin , TX  78705 


Crossword  puzzle  on  p 80. 


WANTED! 

GENERAL 
INTERNISTS 
In  Central  Texas 

The  Scott  & White  Clinic,  a multispecialty  clinic  of  350 
physicians,  has  several  opportunities  for  general  internists. 

One  internist  is  needed  to  join  the  growing  8-physician 
staff  in  its  Taylor  facility.  The  Taylor  community  has  a 
population  of  11,000  and  is  located  north  of  Austin. 

An  internist  is  needed  for  the  clinic  in  College  Station. 
This  multispecialty  clinic  has  30  staff  members,  including  4 
internists.  Bryan/College  Station  is  the  home  of  Texas 
A&M  University  and  has  a 100,000  population. 

The  Gatesville  Clinic  also  needs  an  internist  to  join  its 
10  physician  staff.  Gatesville  has  a population  of  7,000. 

Scott  & White  offers  an  excellent  benefit  and  salary 
package.  Excellent  educational  opportunities.  Medical 
school  affiliation  available. 

Send  CV  to: 

Physician  Recruitment 
Scott  & White 
2401  South  31st  Street 
Temple,  TX  76508 

For  more  information,  please  call  (817)  774-5650  or 
(800)  725-3627. 

SCOTT  & WHITE 
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Don’t  throw  caution  to  the  wind. 
Instead,  throw  a little  light  on 
the  subject  . . . 


Choosing  a medical  liability  company  to 
protect  your  practice  is  serious  business. 
The  more  you  know,  the  better  you  will 
feel  about  the  choice  you  make. 


TMLT  has  been  protecting  Texas  physi- 
cians and  their  practices  since  1979.  We 
take  pride  in  the  high  level  of  products 
and  services  we  offer.  From  tailor-made 
risk  management  programs  to  help  you 
reduce  the  chance  of  a lawsuit  to  our 
outstanding  claims  service  should  it  be 
needed,  TMTT  has  your  best  interest 
in  mind.  Before  you  select  a medical 
liability  carrier,  talk  to  us. 


Over  the  years,  we  have  grown 
steadily  in  strength  and  numbers 
through  sound  business  management  and 
by  being  responsive  to  what  you,  the  Texas 
physician,  want  and  need  in  medical  liabil- 
ity protection.  Come  grow  with  us. 


Master  Group  Policy 

Claims-made  & Occurrence 
Policies 

Occurrence  Plus 
Loss  Prevention  Programs 


Questions?  Let's  Talk. 

Call  us  at  800-580-8658  or 
512-454-6781,  ext.  3026  or  3011. 


nTMITl 

Texas  Medical  Liability  Trust 

“The  only  health  care  liability  claim  trust  created 
and  endorsed  by  Texas  Medical  Association” 


Discount  Opportunities 


Endorsed  by  the 

Texas  Academy  of  Family  Physicians 


P.O.  Box  14746  • Austin,  Texas  • 78761-4746 
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TMA  leadership 
conference  to  focus  on 
state  and  national 
health-care  issues 

US  Sen  Phil  Gram  m 
(R-Tex),  will  head  the  list  of 
speakers  at  Texas  Medical  As- 
sociation’s Winter  Leadership  Con- 
ference Saturday,  February  27,  at 
the  Stouffer  Austin  Hotel  in  Austin. 

Senator  Gramm  will  discuss 
health-care  legislation  being  consid- 
ered by  the  103rd  Congress.  Also  fo- 
cusing on  the  national  scene  will  be 
two  American  Medical  Association 
executives.  Lee  J.  Stillwell,  Washing- 
ton, DC,  AMA  senior  vice  president 
of  governmental  and  political  affairs, 
and  John  B.  Crosby,  JD,  Chicago,  se- 
nior vice  president  for  health  policy 
development,  will  speak  on  the  leg- 
islative and  regulatory  outlook  for 
health-system  reform. 

Among  speakers  addressing 
health-care  issues  in  Texas  will  be 
David  R.  Smith,  MD,  Austin,  com- 
missioner of  health,  Texas  Depart- 
ment of  Health,  who  will  talk  about 
meeting  the  state’s  public  health  chal- 
lenges. Kim  Ross,  director  of  TMA’s 
division  of  public  affairs,  will  present 


a legislative  and  political  analysis  of 
the  73rd  Texas  Legislature. 

Governor  Ann  Richards  has  been 
invited  to  speak  at  the  conference  lun- 
cheon, which  is  sponsored  by  the  Texas 
Medical  Association  Insurance  Trust. 

Presenting  the  Philip  R.  Overton 
Lectureship  in  Medicine  and  the  Law 
will  be  Jerry  A.  Bell,  Jr,  JD,  partner  of 
Fulbright  & Jaworski  in  Houston, 
and  chairman-elect  of  the  health  law 
section  of  the  State  Bar  of  Texas.  Mr 
Bell’s  topic  is  legal  and  ethical  sur- 
vival in  the  era  of  managed  care. 

Prior  to  the  regular  conference 
session,  which  begins  at  9:30  am,  a 
special  program  on  the  importance 
of  expert  witnesses  in  professional  li- 
ability cases  will  be  presented  by 
David  M.  Davis,  JD,  of  Davis  & 
Wilkerson,  PC,  Austin. 

Conference  registration  is  free  for 
TMA  members  and  association 
guests,  who  also  receive  one  lun- 
cheon ticket.  Most  of  TMA’s  40 
boards,  councils,  and  committees 
meet  during  the  conference  weekend. 

Preregistration  is  suggested  but 
not  required  for  those  who  plan  to 
attend  the  conference.  For  further 
information,  contact  TMA  at  (800) 
880-1300  or  (512)  370-1346. 
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Physicians  and 
spouses  needed  for 
Capitol  Check-Up 

The  current  Texas 
legislative  session  has  been 
called  the  most  important 
session  for  medicine  in  more  than 
a decade. 

“The  time  is  ripe  for  Texas  physi- 
cians and  their  spouses  to  make 
medicine’s  presence  felt  at  the  State 
Capitol,’’  says  Amy  Wilson,  director 
of  the  Texas  Medical  Association 
Alliance,  which  is  sponsoring  Capi- 
tol Check-Up  along  with  TMA  and 
county  societies  and  alliances  all 
over  Texas. 

Scheduled  for  March  10-11,  1993, 
Capitol  Check-Up  will  teach  partici- 
pants about  the  legislative  issues  and 
encourage  them  to  visit  their  legisla- 
tors, attend  committee  hearings  and 
House  and  Senate  sessions,  and  share 
what  they’ve  learned  with 
each  other  and  TMA’s 
lobbyists. 

The  IVi  day  event  is  a 
variation  on  the  highly 
successful  Capitol  Health 
Days  held  by  TMA  and 
TMAA  in  1989  and 
1991.  Activities  begin  at 
10  am  on  Wednesday, 
March  10,  and  include  a 
legislative  briefing  by 
Kim  Ross,  director  of 
TMA’s  public  affairs  divi- 
sion, and  “house  calls” 
(Capitol  visits)  from  2 to 
5 pm  on  March  10  and 
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from  9 am  to  noon  on  March  11. 
The  event  concludes  with  a 
debriefing  at  TMA  headquarters  at 
12:30  pm  Thursday.  TMA  and 
TMAA  members  are  encouraged  to 
arrange  lunch  or  dinner  on  one  or 
both  days  with  legislators;  alliance 
staff  will  help  with  reservations. 

Physicians  are  urged  to  wear 
white  coats  and  carry  black  medical 
bags  for  the  event.  Special  “prescrip- 
tion pads”  and  other  materials,  in- 
cluding first  aid  kits  as  gifts  for  legis- 
lators, will  be  provided. 


Registration  is  $15  per  person  for 
one  day  or  $25  for  both  days.  Regis- 
ter by  March  1 to  be  eligible  for  a 
pre-meeting  drawing  for  free  lodging 
at  Guest  Quarters  Hotel,  Austin. 

For  more  information  and  a copy 
of  the  complete  agenda,  call  the 
TMA  Alliance  (800)  880-1300  or 
(512)  370-1328/1331.  To  register, 
mail  the  form  on  this  page  with  your 
check  to  Capitol  Check-Up,  TMA 
Alliance,  401  W 15th  Street,  Austin, 
TX  78701. 


I 1 

j Capitol  Check-Up  Registration  j 

Please  register  me/us  for  Capitol  Check-Up,  March  10-11,  1993. 

: I/we  will  attend  on  March  10.  $ 15/person  x = $ 

j I/we  will  attend  on  March  1 1.  $ 15/person  x = $ L 

I I/we  will  attend  both  days.  $25/person  x = $ I 

I My  check  for  $ , made  to  TMA  Alliance,  is  enclosed.  I 

I I/we  will  need box  lunches  for  Wednesday; for  Thursday.  I 

' I expect  to  take  my  legislator(s)  to  lunch  on  Wednesday/Thursday  (circle  day).  J) 

( I will  need  assistance  with  reservations  for  lunch.  j 

I □ I would  like  assistance  with  reservations  for  dinner  on  the  10th.  ■■ 

I Physician’s  name 5 

I Spouse’s  name p 

I Others  for  whom  you  are  buying  tickets 

; Address j! 

| City/Zip |j 

I Telephone:  Day  ( ) Evening  ( ) E 

I Mail  form  to  Capitol  Check-Up,  TMA  Alliance,  401  W 15th  Street,  Austin,  TX  78701.  jj 

a i 
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AMA  delegates  set  policy 
on  tough  problems 

The  Texas  Delegation 
to  the  American  Medical  Asso- 
ciation took  an  active  role  in 
developing  policy  on  a multitude  of 
controversial  topics  during  the  inter- 
im session  of  the  AMA  House  of 
Delegates  last  December. 

Those  topics  included  physician 
self-referral,  medicine’s  role  in 
health-system  reform,  and  CLIA. 

The  Texas  delegation  successfully 
carried  10  resolutions  to  the 
Nashville  meeting.  Two  others  were 
referred  to  the  AMA  Board  of 
Trustees  for  study  and  report  hack 
to  the  AMA  House  in  June. 

Self-referral 

AMA  delegates  affirmed  the  1991 
policy  position  of  the  AMA  Council 
on  Ethical  and  Judicial  Affairs, 
greatly  limiting  the  practice  of  physi- 
cian self-referral.  Physician  owner- 
ship of  health  facilities  to  which  they 
refer  patients  is  allowed  “if  there  is  a 
demonstrated  need  in  the  communi- 
ty for  the  facilities  and  alternative 
financing  is  not  available,”  or  when 
the  facility  is  a direct  extension  of  a 
physician’s  practice. 

The  council’s  guidelines  under 
which  such  investment  is  ethical  in- 
clude full  disclosure  and  safeguards 
against  exploitation. 

Health-system  reform 

Delegates  developed  a blueprint  for 
medicine’s  role  in  health-system  re- 
form. They  directed  the  AMA  to: 

• Position  itself  to  provide  rapid 
and  effective  responses  and  ac- 
tions in  negotiating  for  physicians 
in  the  best  interest  of  patients. 

• Adopt  policy  calling  reform  pro- 
posals that  unfairly  concentrate 
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market  power  to  payors,  includ- 
ing single-payor  systems,  detri- 
mental to  patients  and  physicians. 

• Oppose  the  use  of  global  budgets, 
expenditure  targets,  price  con- 
trols, or  similar  cost-containment 
measures  in  health-system  reform. 

CLIA 

Delegates  supported  a Texas  resolu- 
tion that  AMA  seek  repeal  of  the 
Clinical  Laboratory  Improvement 
Amendments  of  1988  if  significant 
regulatory  improvements  are  not 
made  and  implementation  hassles 
that  hinder  patient  care  are  not  cor- 
rected. 

Texas  resolutions  adopted  (in  full,  or 
intent  included  in  other  policies) 

• Three  resolutions  calling  for  mea- 
sures to  improve  the  recruitment 
and  retention  of  reserve  military 
medical  personnel,  with  specific 
service  improvements,  including 
pay  equity,  for  those  called  to  ac- 
tive duty. 

• Seek  legislation  to  require  a cost 
effectiveness  study  before  passage 
of  health-care  legislation. 

• Seek  to  prevent  contingent  fees 
for  expert  witnesses  for  medical 
testimony  or  for  organizations 
that  arrange  for  such  testimony. 

• Use  of  both  SI  and  conventional 
terminology  in  the  AMA’s  scien- 
tific publications  whenever  labo- 
ratory data  are  included  in  these 
publications. 

• Urge  HCTA  to  demonstrate  that  the 
Uniform  Clinical  Data  Set  algo- 
rithms are  consistent  with  physi- 
cian-developed practice  parameters. 

• Affirm  CPT  as  the  sole  method  of 
coding  physician  services  on 
claims. 

• The  CLIA  resolution  (see  CLIA, 
above). 
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Texas  resolutions  referred  to  the  AMA 
Board  of  Trustees 

• Study  ways  to  include  physician 
and  medical  student  members  in 
the  planning  and  development  of 
AMA  membership  and  recruit- 
ment programs,  in  lieu  of  propos- 
al to  create  an  AMA  Council  on 
Membership. 

• Proposal  to  have  graduate  medi- 
cal education  faculty  perfor- 
mance evaluated  by  resident 
physicians.  ★ 
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AMBULATORY/ 
PRIMARY  CARE 


Opportunities  Available  in: 
Killeen,  Texas 

• Full  Time  or  Part  Time 

• Paid  CME/Malpractice 

• No  Nights/No  Call 

• No  Hospital  Responsibility 

• MD  or  DO 

• BC  or  Residency 
Completion 

• State  License 

• ACLS/BCLS 

For  further  information  please 
contact  Susan  Bray  or 
Susan  Mamakos  at 


1-800-966-2811 


Healthcare  Corporation 

10227  Wincopin  Circle, 
Suite  400 

Columbia,  Maryland  21044 
1-410-964-2811 

An  Equal  Opportunity  Employer 


(800)  880-1395 

Get  the  latest  news 
on  health  and 
medical  legislation 
before  the  Texas 
Legislature.  The 
brief  recorded 
message  is  updated 
each  weekday  at 
10:30  a.m. 

A service  of  the 
Texas  Medical 
Association  Public 
Relations 
Department,  in 
cooperation  with  the 
Division  of  Public 
Affairs. 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  % 50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin 8 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791  I B-249343  © 1992,  eli  lillyano  compa 
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NEWSMAKERS 


William  Abramovits,  MD,  McAllen,  was 
selected  as  the  North  American  rep- 
resentative for  the  Iberian-American 
College  of  Cryosurgery  to  the  Amer- 
ican Academy  of  Dermatology. 

Houston  cardiologist  Bala  N.  Aiyer, 
MD,  was  appointed  to  the  Texas  In- 
teragency Council  for  Minority 
Health  Affairs  by  Gov  Ann  Richards. 

Kenneth  Altshuler,  MD,  chairman  of 
psychiatry  at  The  University  of  Texas 
Southwestern  Medical  Center,  was 
honored  by  the  Dallas  Psychoanalytic 
Institute  for  his  founding  role  in  the 
psychoanalytic  movement  in  Dallas. 

The  American  College  of  Surgeons 
Commission  on  Cancer,  Cancer  Liai- 
son Program,  has  selected  two  Texas 
general  surgeons  to  serve  3-year 
terms  as  Cancer  Liaison  Physicians 
in  their  respective  local  hospitals. 
Larry  Bragg,  MD,  San  Angelo,  and 
Gerald  L.  Woolam,  MD,  Lubbock,  were 
chosen  to  assist  in  reviewing  and  ac- 
crediting hospital  cancer  programs 
nationally,  promote  the  use  of  hospi- 
tal tumor  registries,  and  encourage 
participation  in  Commission  on 
Cancer  activities. 

George  R.  Buchanan,  MD,  director  of 
pediatric  hematology/oncology  at 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member ; election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701. 
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The  University  of  Texas  Southwest- 
ern Medical  Center,  is  the  region  5 
representative  to  the  medical  and 
scientific  advisory  council  of  the  Na- 
tional Hemophilia  Foundation. 

The  Smith  County  Medical  Society 
honored  Tyler  urologist  Earl  Clawater, 
MD  , with  the  Gold-Headed  Cane 
Award  for  his  contributions  to  the 
community,  his  family,  and  the  art 
and  science  of  medicine. 

Officers  of  the  Houston  Society  of 
Otolaryngology-Head  and  Neck 
Surgery  for  1993  include  Donald  T. 
Donovan,  MD,  president;  Herbert  J.  Ashe, 

Jr,  MD,  president-elect;  and  Stanford  M. 
Shoss,  MD,  secretary/treasurer. 

The  Texas  Gulf  Coast  Anesthesia  So- 
ciety elected  Houstonians  Burdett  S. 
Dunbar,  MD,  president;  Ezzat  I.  Abouleish, 

MD,  vice  president;  and  Tareq  Khan,  MD, 
secretary/treasurer  for  1993. 

Pediatrician  Ralph  D.  Feigin,  MD,  has 

been  named  senior  vice  president  at 
Baylor  College  of  Medicine  in  Hous- 
ton. Dr  Feigin  continues  to  serve  as 
chairman  of  the  department  of  pedi- 
atrics at  Baylor  College  of  Medicine, 
physician-in-chief  at  Texas  Children’s 
Hospital,  and  chief  of  pediatric  ser- 
vices at  Ben  Taub  General  and  The 
Methodist  Hospital. 

Newly  elected  officers  of  the  Hous- 
ton Society  of  Physical  Medicine  and 
Rehabilitation  are  Terrence  Glennon, 
MD,  president;  Aaron  M.  Levine,  MD, 

vice  president;  and  Helen  Schilling, 
MD,  secretary/treasurer. 

Antonio  M.  Gotto,  Jr,  MD,  chief  of  inter- 
nal medicine  at  The  Methodist  Hos- 
pital and  chairman  of  the  depart- 
ment of  medicine  at  Baylor  College 
of  Medicine  in  Houston,  received 
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Antonio  Gotto,  Jr,  MD 


the  Order  of  the  Lion  of  Finland. 
One  of  that  country’s  highest  hon- 
ors, the  award  was  presented  to  Dr 
Gotto  for  his  international  contribu- 
tions to  medical  knowledge. 

Gynecologist  Ruth  Hartgraves,  MD,  re- 
ceived the  Distinguished  Profession- 
al Woman  Award  from  the  Commit- 
tee on  the  Status  of  Women  at  The 
University  of  Texas  Health  Science 
Center  in  Houston. 

Richard  J.  Hausner,  MD,  Houston,  re- 
ceived the  1992  College  of  American 
Pathologists  Foundation  Lansky 
Award  for  his  leadership  and  contri- 
butions to  the  field  of  pathology. 


An  endowed  chair  was  created  to 
honor  orthopedic  surgeon  John  J. 
Hinchey,  MD,  at  The  University  of 
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Texas  Health  Science  Center  at  San 
Antonio.  Dr  Hinchey  is  a past  presi- 
dent of  the  American  Academy  of 
Orthopaedic  Surgeons  and  a long- 
time clinical  faculty  member  at  the 
health  science  center. 

Lamar  Jackson,  MD,  Houston,  was 
elected  speaker  of  the  house  of  dele- 
gates of  the  American  Society  of 
Anesthesiologists. 


Glen  R.  Johnson,  MD 


Glen  R.  Johnson,  MD,  Austin,  was  ap- 
pointed the  1992-1993  director  of 
the  Quality  and  Scope  of  Practice 
Commission  for  the  American 
Academy  of  Family  Physicians. 

The  American  Medical  Association 
awarded  Fort  Worth  allergist  Bobby 
Q.  Lanier,  MD,  its  Educational  Re- 
search Foundation  Award  for 
Health  Education  for  his  efforts  to 
educate  the  public  on  health  issues 
through  television,  radio,  and  print. 

Officers  of  the  Houston  Society  of 
Clinical  Pathologists  for  1993  in- 
clude Mario  A.  Luna,  MD,  president; 
Garry  F.  Rust,  MD,  president-elect; 

Jerome  H.  Smith,  MD,  secretary;  and 
Peggy  M.  Delahoussaye,  MD,  treasurer. 


Psychiatrist  Mohsen  Mirabi,  MD,  was 

elected  to  serve  a third  term  as  presi- 
dent of  the  board  of  directors  of 
Houston  Advocates  for  Mentally  111 
Children. 

The  National  Kidney  Foundation  of 
Texas  honored  Austin  nephrologist 
Jack  Moncrief,  MD,  for  his  pioneering 
treatments  of  kidney  disease  and  for 
his  exceptional  compassion  for  pa- 
tients. 

The  1993  officers  of  the  Houston 
Society  of  Plastic  Surgeons  are  presi- 
dent, Donald  H.  Parks,  MD;  vice  presi 
dent,  Ernest  D.  Cronin,  MD;  secretary 
David  A.  Lee,  MD;  and  treasurer,  N. 
Berkeley  Powell,  Jr,  MD. 

Donald  Pinkel,  MD,  chief  of  the  section 
of  pediatric  leukemia/lymphoma  at 
The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  received  the 
Leukemia  Society  of  America’s  Re- 
turn of  the  Child  Award.  Dr  Pinkel 
was  recognized  for  his  scientific  con- 
tributions to  the  management  and 
treatment  of  childhood  leukemia 
and  related  diseases. 


Warren  ).  Raymer,  MD 


Houston  allergist  Warren  J.  Raymer, 
MD,  received  a Distinguished  Fellow 
award  from  the  American  College  of 
Allergy  and  Immunology.  Dr 


Raymer  is  an  assistant  clinical  pro- 
fessor of  medicine  at  The  University 
of  Texas  in  Houston  and  serves  as 
secretary-treasurer  of  the  Texas  Al- 
lergy Society. 

The  Texas  Society  of  Anesthesiolo- 
gists recognized  Milton  M.  Rosenzweig, 

MD,  San  Antonio,  with  the  Founder’s 
Award.  A former  president  of  the 
organization.  Dr  Rosenzweig  is  a lo- 
cal and  statewide  leader  in  the  field 
of  anesthesiology. 

San  Antonio  urologist  Michael  Saros- 
dy,  MD,  is  president-elect  of  the 
American  Cancer  Society,  San  Anto- 
nio Metro  Unit,  for  1992-1993. 
Outgoing  president  Kenneth  Lazarus, 
MD,  a pediatric  hematologist/oncolo- 
gist in  San  Antonio,  has  been  hon- 
ored for  outstanding  leadership  and 
commitment  during  his  tenure. 

The  Wichita  County  Medical  Soci- 
ety presented  Distinguished  Service 
Awards  to  Harley  C.  Sullivan,  MD,  and 
Charles  H.  Wilson,  MD,  both  from  Wi- 
chita Falls.  Dr  Sullivan  is  a retired 
pediatrician  and  Dr  Wilson  is  a re- 
tired surgeon. 

Chief  cardiothoracic  surgeon  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio,  J.  Kent  Trinkle, 
MD,  was  elected  president  of  the 
American  Heart  Association,  Texas 
Affiliate,  Inc. 

DEATHS 


Herbert  F.  Cable,  MD,  60;  Portland; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1959;  died  Au- 
gust 7,  1992. 

Mary  Elizabeth  Castagno,  MD,  73;  El 

Paso;  State  University  of  New  York 
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FORMER  T M A PRESIDENT 
FRANKLIN  W.  YEAGER,  MD,  DIES 

Franklin  W.  Yeager,  MD,  president  of  the  Texas 
Medical  Association  during  1959-1960,  died  November  30,  1992, 
at  age  78. 

A Corpus  Christi  family  practitioner  for  30  years,  Dr  Yeager  was  a fellow 
of  the  American  Academy  of  Family  Physicians,  an  emeritus  member  of 
TMA,  and  a past  president  of  the  Nueces  and  Gregg  county  medical  soci- 
eties. He  chaired  TMA’s  Board  of  Councilors  and  served  on  TMA’s  Commit- 
tee on  Rehabilitation  and  Committee  on  Workers’  Compensation  and  Occu- 
pational Medicine. 

Active  in  many  varied  civic  activities,  Dr  Yeager  was  a past  president  of 
the  Corpus  Christi  Rotary  Club.  Often  described  as  tenacious  and 
forthright,  Dr  Yeager  said  of  his  TMA  presidency  in  a 1959  Texas  Medicine 
article:  “The  job  is  big,  but  I intend  to  do  the  job  the  way  I see  fit  and  not 
according  to  any  dictates  of  custom  or  politics.” 

Dr  Yeager,  a resident  of  Hide-A-Way  Lake,  was  born  in  Corpus  Christi  in 
1916.  He  received  his  medical  degree  from  Baylor  College  of  Medicine  in 
1942  and  served  an  internship  at  Robert  B.  Green  Memorial  Hospital  in  San 
Antonio  the  following  year.  Having  entered  the  US  Army  Air  Force  in  1943, 
he  served  as  captain  and  flight  surgeon  and  was  chiefly  involved  in  evacuat- 
ing American  sick  and  wounded  from  Europe  to  the  United  States.  He  went 
into  practice  with  his  father,  Charles  Philip  Yeager,  MD,  in  1946,  and  in 
1953  then  Gov  Allan  Shivers  appointed  him  to  the  State  Board  of  Health. 

He  is  survived  by  his  wife,  Birdie  Yeager,  and  three  daughters,  Charlene 
Reeves  Richardson  and  Jonell  Raborn,  both  of  Houston,  and  Rhonda 
Hutchinson,  Torrance,  Calif. 


College  of  Medicine,  1946;  died 
November  3,  1992. 

Ben  W.  Denny,  MD,  69;  Dallas;  Tulane 
University  School  of  Medicine, 
1947;  died  November  28,  1992. 

Jose  A.  Garcia,  MD,  66;  Dallas;  Univer- 
sity of  Havana  Medical  School, 
1951;  died  November  29,  1992. 


V.F.  Goerger,  MD,  78;  Harlingen;  Wash- 
ington University  School  of  Medicine, 
1940;  died  November,  1992. 

Santiago  E.  Gonzalez,  MD,  59; 

Brownsville;  Universidad  De  Nuevo 
Leon,  1962;  died  November  23,  1992. 

David  Graham  Hubbard,  MD,  72;  Big 

Spring;  The  University  of  Texas 


Southwestern  Medical  School,  1944; 
died  November  4,  1992. 

Paul  Craig  Laird,  MD,  69;  Irving;  Uni- 
versity of  Oklahoma  School  of 
Medicine,  1947;  died  November  23, 
1992. 

Billy  Joe  McIntosh,  MD,  68;  Irving;  Uni- 
versity of  Louisville  School  of 
Medicine,  1959;  died  October  29, 
1992. 

Thomas  M.  Oliver,  MD,  80;  Waco;  The 
LIniversity  of  Texas  Medical  Branch 
at  Galveston,  1934;  died  November 
12,  1992. 

Charles  Bruce  Reed,  MD,  83; 

Clarksville;  The  University  of  Texas 
Health  Science  Center  at  Dallas, 
1932;  died  October  29,  1992. 

James  M.  Sandell,  MD,  44;  Richmond; 
The  LIniversity  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  1979; 
died  October  22,  1992. 

Fred  William  Shelton,  MD,  77;  Sher- 
man; University  of  Arkansas  School 
of  Medicine,  1942;  died  November 
4,  1992. 

Mat  Frank  Strashum,  MD,  82;  Houston; 
University  of  Cincinatti  College  of 
Medicine,  1935;  died  November  9, 
1992. 

Jose  M.  Trujillo,  MD,  66;  National  LIni- 
versity of  Buenos  Aires,  1955;  died 
December  1,  1992. 
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Optimizing  invest- 
ment returns 
and  minimizing 
administrative  costs 
of  professional 
retirement  plans. 


Dyer,  Robertson  & 
Lamme  provides  a 
customized  portfolio 
to  fit  your  invest- 
ment objectives, 
and  counsel  to 
reduce  costs  through 
simplified  admin- 
istration. For  an 
assessment  of  your 
plan,  call  us. 


DYER, 

ROBERTSON 
& LAMME 

An  Independent  Trust 
Company  and 
Investment  Advisor 

1001  Fannin,  Suite  4400 
Houston,  Texas  77002 
71  3-951-9399 


Looking 
for  that 
perfect 
fit? 

You  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  tis  fit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  sewicefor 
physician  applicants 

★ 

Low-cost  recniitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  service 

★ 

Urban  and  niral  placements 

★ 

Texas-based  matching  service 


CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Turn  of  the  century 
trephineforcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Dallas  Houston 

Bruce  Crim,  Keith  H.  Prince,  L.  Wayne  Kirk,  Rick  D.  Bolin, 

Charles  F.  Curtice,  Daniel  S.  Marley,  John  Bedingfield 

Steve  Baggett  (713)  465-4445 

(214)  821-4640 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(512)490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 


Knowledge  of  UR  law 
gives  physicians 
advantage  during 
interviews 

Taking  time  to  learn 
the  nuts  and  bolts  of  utiliza- 
tion review  (UR)  will  help 
Texas  physicians  avoid  pitfalls  com- 
monly associated  with  the  process. 

The  Texas  Department  of  Insur- 
ance (TDI)  utilization  review  rules 
have  been  on  the  books  since  June 
1992  and  physicians  should  acquaint 
themselves  with  the  process,  says 
Mike  Dabbs,  director  of  Texas  Medi- 
cal Association’s  department  of  qual- 
ity assurance  and  utilization  review. 

“We  want  physicians  to  keep  us  in 
the  loop  if  they  encounter  utilization 
review  problems, ” he  says.  This  in- 
volves a physician  documenting  the 
situation  and  sending  the  information 
to  TDI  along  with  copies  to  TMA. 

Physicians  and  staff  members 
who  have  an  understanding  of  the 
law  will  have  a distinct  advantage 
during  UR  interviews. 

Denying  medical  procedure  by  UR  company 

One  concern  expressed  by  physi- 
cians has  been  whether  or  not  they 
have  the  opportunity  to  speak  with 
another  physician  or  specialist  in  the 
event  a medical  procedure  is  denied, 
says  TMA  assistant  general  counsel 
C.J.  Francisco  III,  JD. 

In  one  instance,  TMA  received  a 
call  from  a Houston  gynecologist 
who  was  concerned  about  pre- 
certification for  a patient’s  hysterec- 
tomy. The  office  staff  had  discussed 
the  case  with  a UR  agent  but  were 
unable  to  gain  approval  for  the  pro- 
cedure. The  patient’s  physician  spoke 


Laura  J.  Albrecht,  associate  editor , writes  and  edits  the 
Law  and  Public  Health  sections  of  Texas  Medicine. 
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with  the  UR  company’s  physician  (a 
general  practitioner)  and  was  in- 
formed the  procedure  would  be  ap- 
proved only  if  the  ovaries  were  re- 
moved as  well  as  the  uterus.  The  UR 
physician  said  the  reasoning  behind 
the  decision  was  because  in  20%  of 
the  cases  the  ovaries  had  to  be  re- 
moved anyway,  so  in  order  to  save 
money  the  ovaries  should  be  re- 
moved during  the  same  procedure.  In 
this  case,  the  gynecologist  appealed 
the  UR  decision  and  requested  a con- 
sultation with  another  gynecologist. 

“This  was  strictly  a case  of  finan- 
cial concerns  outweighing  medical 
judgment  and  treatment,”  says  Mr 
Francisco. 

The  rules  are  specific  on  denial 
notification  and  steps  a physician 
can  take  to  contest  a decision. 

“If  the  UR  agent  is  considering 
denial  or  questioning  the  medical 


necessity,  then  the  physician  must  be 
given  the  opportunity  to  discuss  the 
clinical  basis  of  that  decision  with 
another  physician,”  says  Mr  Dabbs. 

The  physician  has  the  right  to  ap- 
peal a decision  on  behalf  of  the  pa- 
tient and  a UR  physician  must  review 
the  appeal.  In  the  event  the  appeal  is 
denied,  the  patient’s  physician  can  re- 
quest that  a specialist  review  the  case. 

“There  has  to  be  good  cause  why 
the  patient's  physician  is  requesting 
a specialist  to  review  the  case,”  says 
Mr  Dabbs.  The  request  must  be 
within  10  working  days  following 
receipt  of  an  appeal  denial  notice. 
It’s  at  this  time  when  prompt  action 
and  good  record-keeping  by  the 
physician  or  staff  will  be  beneficial. 

Establishing  lines  of  communication 

Another  concern  about  the  UR  pro- 
cess has  been  the  level  of  medical 


Hows,  whys,  whens,  and  wheres  of  utilization  review 

The  state’s  utilization  review  law  took  a previously  unregulated  system  and 
placed  it  under  strict  guidelines.  And  according  to  TMA  assistant  general 
counsel  C.J.  Francisco  III,  JD,  “utilization  review  is  here  to  stay.” 

Here’s  a glance  at  some  components  of  the  law: 

• Companies  performing  UR  in  Texas  must  be  certified  by  the  Texas  De- 
partment of  Insurance  (TDI)  with  renewal  every  2 years. 

• A UR  agent  is  required  to  provide  number,  type,  and  minimum 
qualifications  of  personnel  either  employed  or  under  contract  to  perform 
UR  to  TDI. 

• UR  is  to  be  conducted  under  the  direction  of  a physician  currently  li- 
censed in  the  United  States. 

• A physician  may  designate  one  or  more  staff  members  to  be  contacts  for  UR. 

• During  a UR  interview,  the  agent  can  collect  only  information  necessary 
to  certify  admission,  procedure,  or  treatment,  and  length  of  stay. 

• Only  medical  records  pertaining  to  a specific  review  must  be  provided  to  the 
agent.  Physicians  may  charge  the  requesting  agent  50  cents  per  page  plus  mailing. 

• UR  agents  may  not  make  unnecessary  or  unreasonable  contacts  with 
physicians  or  patients. 

• The  UR  agent  must  provide  a toll-free  telephone  number  to  physicians  and 
patients  40  hours  per  week  in  central  and  mountain  standard  time  zones. 

• A list  of  certified  utilization  review  agents  is  available  from  TDI. 
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US  hospitals  may  refuse  transfers  from  Mexico 

TEXAS  HOSPITALS  may  refuse  to  accept  transfer  patients  from 
Mexico  hospitals  based  on  an  opinion  from  the  Department  of  Health 
and  Human  Services. 

The  department’s  decision  overturned  a previous  opinion  issued  by  an 
Health  Care  Financing  Administration  official  who  indicated  US  hospitals 
were  required  to  accept  patients  who  could  not  be  treated  in  Mexican  hospi- 
tals. The  situation  arose  after  a law  firm  representing  several  border  hospital 
facilities  requested  clarification  of  the  law  relating  to  patient  transfers  from 
Mexican  to  US  medical  facilities. 

The  Texas  Medical  Association  Office  of  General  Counsel  argued  that 
Mexican  hospitals  did  not  fall  under  the  Medicare  definition  of  “hospitals” 
and,  therefore,  Texas  Medicare-participating  hospitals  were  under  no  federal 
obligation  to  accept  patients  being  transferred  from  Mexican  hospitals. 


communication  between  physician 
or  staff  and  UR  agent.  The  law  re- 
quires that  personnel  employed  or 
under  contract  with  insurers  be 
trained  and  qualified  to  communi- 
cate with  medical  professionals. 

“A  standard  of  health-care  com- 
munication is  required  under  the 
law,”  says  Mr  Francisco.  “A  certain 
level  of  training  has  to  be  provided 
so  a UR  agent  can  have  meaningful 
interaction  with  a physician  or  staff 
member  during  a review. 

“We  are  seeing  a vast  improve- 
ment in  utilization  review,”  says  Mr 
Francisco.  “In  many  cases  physicians 
have  established  rapport  with  UR 
companies,  but  in  other  instances 
there  is  a lifetime  of  bitter  hatred.” 


Mail,  phone,  or  FAX  UR  complaints 

Complaints  concerning  a utilization 
review  can  be  filed  with  Leah  Rum- 
mel,  director  of  utilization  review, 
Texas  Department  of  Insurance, 
Mail  Code  106-1G,  PO  Box 
149104,  Austin,  TX  78714-9104; 
phone  (512)  322-4250  or  FAX 
(512)  322-3506. 


A loophole  in  utilization  review  law 

As  in  most  regulations,  there  are 
some  loopholes.  A point  in  case  in- 
volves self-insured  plans  falling  un- 
der the  Employee  Retirement  In- 
come Security  Act  (ERISA). 

“If  a company  is  doing  strictly 
UR  for  an  ERISA-qualified  self-in- 
sured plan  then  they  are  exempt 
from  the  law,”  says  Mr  Dabbs. 
“This  may  have  exempted  almost 
60%  of  the  utilization  reviews  being 
done  in  the  state.” 

But  that  doesn’t  mean  if  a physi- 
cian believes  he  or  she  is  getting  an 
unfair  review  they  shouldn’t  com- 
plain to  the  insurance  department  or 
TMA. 

“The  kicker  is  there  are  a number 
of  self-insured  plans  that  are  not 
ERISA-qualified,”  says  Mr  Dabbs. 
“They  may  think  they  don’t  fall  un- 
der the  law,  but  in  reality  they  do.” 

However  many  companies  exempt 
from  the  law  are  taking  a safe  route 
and  requesting  certification.  If  they 
are  originally  exempt  from  the  law 
but  are  certified,  they  are  required  to 
follow  utilization  review  regulations. 


TMA  video,  handbook 
examine  ins  and  outs  of 
peer  review  process 

IF  YOU  HAVE  QUESTIONS 
about  how  peer  review  works  — 
who  gets  reviewed  and  what  re- 
viewers look  for,  for  instance 
— TMA’s  new  video,  “Practicing 
with  Peer  Review”  can  help. 

The  20-minute  program  and  ac- 
companying handbook  take  you 
through  the  internal  and  external 
peer  review  process  via  the  com- 
ments and  perspectives  of  TMA 
members,  the  Texas  Medical  Foun- 
dation (TMF),  and  the  Texas  State 
Board  of  Medical  Examiners.  TMF 
funded  the  video  and  handbook  and 
the  Texas  Osteopathic  Medical  As- 
sociation assisted  in  the  program. 

The  video  was  distributed  to  all 
county  medical  society  presidents  in 
January. 

To  view  the  video  and  get  a copy 
of  the  handbook,  ask  your  society 
president  to  schedule  it  at  your  next 
meeting.  For  a copy  to  show  at  a 
hospital  medical  staff  meeting,  con- 
tact the  TMA  Library  at  (800)  880- 
1300  or  (512)  370-1551. 


Legal  articles  in  Texas  Medicine  are  intended 
to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek  as- 
sistance from  their  attorneys. 
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Failure  to  report  child, 
elder  abuse  is  criminal 
offense  in  Texas 

Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 


Knowing  the  signs  and  symptoms  of 
domestic  violence  aids  physicians  in 
identifying  the  problem,  hut  in  or- 
der to  “break  the  cycle”  of  abuse, 
more  is  needed  — and  in  some  cas- 
es, required.  Texas  law  requires  the 
reporting  of  abuse  and  neglect 
inflicted  upon  children,  the  elderly, 
and  disabled  persons. 

Q:  What  are  the  most  common  categories 
of  domestic  violence,  and  are  there  dif- 
ferences in  the  potential  reporting  obliga- 
tions of  each? 

A:  With  approximately  2 million 
children  in  the  United  States  being 
abused  by  their  parents  each  year, 
child  abuse  is  probably  the  most 
common  form  of  domestic  violence. 

The  public  has  become  more 
aware  of  partner  or  spousal  battering 
in  recent  years.  Studies  indicate  near- 
ly 35%  of  women  who  visit  hospital 
emergency  rooms  are  there  for  symp- 
toms related  to  ongoing  abuse. 

The  elderly  also  are  not  immune 
to  abuse.  Studies  estimate  that  ap- 
proximately 5%  of  persons  over  the 
age  of  65  have  experienced  some 
form  of  abuse  (1). 

While  specific  laws  address  re- 
porting child  and  elder  abuse,  re- 
porting obligations  associated  with 
spouse  abuse  are  less  clear. 

Q:  What  must  I report  when  I suspect 
child  abuse? 

A:  The  Texas  Family  Code  provides 
that  any  person  who  believes  a 
child’s  physical  or  mental  health  has 
been  or  may  be  affected  by  abuse  or 
neglect  by  any  person  must  report  it. 
22 


The  report  must  be  made  to  a law 
enforcement  agency,  the  Texas  De- 
partment of  Protective  and  Regula- 
tory Services,  or  state  agency  that 
operates,  licenses,  certifies,  or  regis- 
ters the  facility  in  which  the  alleged 
abuse  take  place  (2). 

Q:  What  exactly  is  child  abuse? 

A:  Abuse  is  defined  broadly.  It  includes: 

• any  sexual  contact  or  intercourse; 

• failure  to  make  a reasonable  ef- 
fort to  prevent  sexual  contact  or 
intercourse; 

• physical  injury  that  results  in 
substantial  harm  to  a child,  or 
the  genuine  threat  of  substantial 
harm  from  physical  injury; 

• compelling  or  encouraging  a child 
to  engage  in  sexual  conduct; 

• causing  or  allowing  obscene  pho- 
tographing of  a child; 

• failure  to  make  a reasonable  ef- 
fort to  prevent  another’s  physical 
injury  that  results  in  substantial 
harm  to  a child;  and 

• mental  or  emotional  injury  that 
results  in  observable  and  material 
impairment  in  the  child’s  growth, 
development,  or  psychological 
functioning  (3). 

Inflicting  serious  bodily  injury  to 
a child  who  is  14  years  of  age  or 
younger  is  a criminal  offense  in 
Texas  (4). 

Q:  What  is  child  neglect? 

A:  The  definition  of  neglect  is: 

• leaving  a child  where  he  or  she 
would  be  exposed  to  a substan- 
tial risk  of  harm,  without  arrang- 
ing for  necessary  care,  with  an  in- 
tent not  to  return; 

• failing  to  seek,  obtain,  or  follow 
through  with  medical  care,  where 
the  failure  to  do  so  would  result 
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in  a substantial  risk  of  death  or 
bodily  harm;  and 

• failing  to  provide  food,  clothing, 
and  shelter  necessary  to  sustain  the 
life  or  health  of  the  child,  except  in 
cases  of  financial  hardship  (5). 

Q:  What  is  the  time  frame  for  reporting  a 
case  of  suspected  child  abuse? 

A:  If  a physician  (or  other  profes- 
sional, including  a nurse,  teacher,  or 
day  care  center  employee)  has  cause 
to  believe  that  abuse  or  neglect  is  oc- 
curring, an  oral  report  must  be 
made  within  48  hours  to  the  author- 
ities. A written  report  must  follow 
within  5 days  (6). 

Q:  Can  I make  an  anonymous  report? 

A:  Anonymous  reports  are  not  en- 
couraged, but  they  will  be  accepted 
and  investigated.  (7). 

Q:  If  I make  a child  abuse  report,  am  I 
breaching  patient  confidentiality?  Are  the 
reports  themselves  confidential? 

A:  Yes.  All  reports,  records,  and  pa- 
pers developed  in  an  investigation 
are  confidential.  Required  reporting 
of  child  abuse  to  proper  authorities 
is  an  exception  to  the  patient 
confidentiality  provisions.  Further, 
any  physician  who  reports  child 
abuse  or  participates  in  an  official 
investigation  is  immune  from  civil  or 
criminal  liability  so  long  as  they  act 
in  good  faith  (8). 

Q:  What  if  I don’t  report  a case  of  sus- 
pected child  abuse? 

A:  Any  person,  including  a physician, 
who  has  cause  to  believe  that  a child’s 
welfare  has  been  adversely  affected  by 
abuse  or  neglect  and  who  knowingly 
fails  to  report  the  matter,  commits  a 
criminal  offense  in  Texas  (9). 

Q:  What  must  I report  when  I suspect  an 
incidence  of  elder  abuse? 
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A:  The  Texas  Human  Resources  Code 
states  that  an  “elderly  individual,” 
meaning  someone  65  years  of  age  or 
older,  and  a “disabled  person”  of  any 
age  has  the  right  not  to  be  physically 
or  mentally  abused  or  neglected.  Any 
person  having  reasonable  cause  to  be- 
lieve that  an  elderly  or  disabled  person 
is  being  abused,  exploited,  or  neglected 
must  make  a report.  The  report  must 
be  made  to  any  law  enforcement  agen- 
cy, the  Texas  Department  of  Human 
and  Protective  Services,  or  state  agency 
that  operates,  licenses,  certifies  or  reg- 
isters the  facility  in  which  the  alleged 
abuse  takes  place  (10).  Inflicting  seri- 
ous bodily  injury  to  a person  who  is  65 
years  or  older  is  a criminal  offense  in 
Texas  (11). 

Q:  What  constitutes  elder  abuse,  neglect, 
and  exploitation? 

A:  As  in  the  law  relating  to  child 
abuse,  these  terms  are  quite  broad. 

Abuse  means  the  willful  infliction 
of  injury,  unreasonable  confinement, 
intimidation,  cruel  punishment,  or 
deprivation  of  goods  and  services 
necessary  to  avoid  harm. 

Exploitation  is  the  illegal  or  im- 
proper use  of  an  elderly  or  disabled 
person’s  resources  for  another’s 
monetary  or  personal  gain. 

Neglect  means  the  failure  to  pro- 
vide for  one’s  self  the  goods  or  ser- 
vices necessary  to  avoid  physical 
harm,  mental  anguish,  or  mental  ill- 
ness, or  the  failure  of  a caretaker  to 
provide  such  goods  and  services  (12). 

Q:  Who  is  considered  disabled? 

A:  For  reporting  law  purposes,  a 
“disabled  person”  is  someone  who 
has  a mental,  physical,  or  develop- 
mental disability,  and  is  more  than 
18  years  of  age  (13). 

Q:  What  if  I don’t  report  suspected 
elder  abuse? 
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A:  Any  person,  including  a physician, 
who  has  cause  to  believe  that  an  el- 
derly or  disabled  person  has  been 
adversely  abused,  exploited,  or  ne- 
glected, and  who  knowingly  fails  to 
report  the  matter,  commits  a crimi- 
nal offense  in  Texas  (14). 

Q:  What  about  confidentiality? 

A:  The  provisions  are  similar  to  child 
abuse.  All  records  pertaining  to  an  el- 
derly or  disabled  person  are  confiden- 
tial. Further,  any  physician  who  re- 
ports elder  abuse  or  participates  in  an 
official  investigation  is  immune  from 
civil  or  criminal  liability  so  long  as 
they  act  in  good  faith  (15). 

Q:  Is  there  a similar  reporting  require- 
ment for  partner  and  spousal  abuse? 

A:  No,  at  least  not  in  the  sense  of  a 
statutory  duty  to  report  defined 
incidents.  However,  an  exception 
to  patient  confidentiality  allows 
disclosure  of  confidential  informa- 
tion to  medical  or  law  enforce- 
ment personnel  if  the  physician 
believes  that  there  is  a probability 
of  imminent  physical  injury  to  the 
patient,  to  himself  or  others,  or  if 
there  is  a probability  of  immediate 
mental  or  emotional  injury  to  the 
patient  (16). 

Q:  But  isn’t  there  a requirement  to  report 
gunshot  wounds? 

A:  Any  physician  treating  a bullet  or 
gunshot  wound  must  report  the  inci- 
dence to  local  law  authorities.  This 
requirement  is  not  tied  to  domestic 
violence  situations,  so  any  gunshot 
wound,  such  as  an  accidental  hunting 
accident,  is  reportable.  However,  do- 
mestic violence  sometimes  escalates 
into  gun-related  injury,  so  reporting  a 
gunshot  wound  may  trigger  an  in- 
quiry into  domestic  violence  (17). 

Q:  Suppose  I treat  a patient  who  tells  me 
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that  he  intends  to  kill  his  wife.  Do  I have 
a legal  duty  to  warn  the  wife? 

A:  The  leading  case  in  this  area  is 
Tarrasoff  v Regents  of  The  Univer- 
sity of  California.  The  California 
Supreme  Court  held  that  a psy- 
chotherapist had  a duty  to  warn  a 
third  party  that  a mental  patient 
posed  a serious  threat  of  violence  to 
them.  In  other  words,  where  the  po- 
tential victim  is  identifiable,  the  ther- 
apist had  a duty  to  act  reasonably  to 
protect  the  victim  (18).  The  court 
noted  that  the  American  Medical 
Association  recognizes  a duty  to 
warn  identifiable  third  parties  in 
such  situations: 

. . . Where  a patient  threatens  to 
inflict  serious  bodily  injury  to  an- 
other person  and  there  is  a rea- 
sonable probability  that  the  pa- 
tient may  carry  out  the  threat, 
the  physician  should  take  reason- 
able precautions  for  the  protec- 
tion of  the  intended  victim,  in- 
cluding notification  of  law 
enforcement  authorities  ...  .(19) 

The  Tarrasoff  decision  specifical- 
ly cited  this  provision  in  considering 
whether  revealing  the  threat  to  the 
third  person  would  violate  medical 
ethics  and  concluded  that  no  ethical 
breach  would  have  occurred  if  the 
victim  had  been  warned. 

Q:  Suppose  the  patient  tells  me  he  in- 
tends to  kill  his  children.  Do  I have  a le- 
gal duty  to  warn  the  wife? 

A:  Under  the  Tarrasoff  rule,  yes. 
Also,  there  would  be  a duty  to  in- 
form law  enforcement  agencies  since 
harm  is  threatened  to  children. 

Q:  Suppose  a patient  tells  of  having  com- 
mitted past  acts  of  domestic  violence  or 
having  been  the  victim  of  past  domestic 
violence.  Is  there  a duty  to  report? 
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A:  There  is  no  recognized  legal  duty 
to  report  past  instances  of  domestic 
violence  if  the  victim  is  not  a child, 
elderly,  or  disabled  person. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (l)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 T4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon9  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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You  Practice  Medicine 


We’ll  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality  group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  P.A. 

Al  Czerwinski,  M.D.  - Medical  Director 
1 709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 
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POEP  makes  strides 
in  cancer  education 

TO  PRIMARY  CARE  PHYSICIANS, 
cancer  is  an  old  foe.  Warning  pa- 
tients about  this  killer  is  part  of 
providing  the  best  possible  health  care. 
But  finding  the  time  and  resources  to 
incorporate  a cancer  education  pro- 
gram can  present  major  hurdles. 

To  help  clear  those  obstacles,  the 
Texas  Medical  Association’s  Physi- 
cian Oncology  Education  Program 
(POEP)  offers  resources  to  physicians 
that  can  make  an  impact  on  cancer. 

“Medicine  is  generally  episodic,” 
says  William  C.  Brooks,  MD,  chair- 
man of  the  POEP  steering  commit- 
tee. “We  have  to  get  the  physician  to 
think  in  terms  of  prevention  and 
early  detection.  This  in  many  in- 
stances results  in  trying  to  change 
the  behavior  of  physician  and  staff.” 

Funded  by  the  Texas  Cancer 
Council,  the  POEP  has  worked  since 
1987  developing  programs  to  en- 
hance the  physician’s  role  in  cancer 
communication,  prevention,  screen- 
ing, and  early  detection.  This  has  in- 
cluded creating  physician  education 
modules  and  a statewide  speakers 
bureau,  and  funding  programs  and 
scholarships. 

Realizing  primary  care  physicians 
are  facing  a constant  uphill  battle  to 
keep  abreast  of  the  latest  information 
about  their  own  specialties,  Dr 
Brooks  says  the  key  is  to  put  a pro- 
gram in  the  physician’s  practice 
without  changing  the  normal  routine. 

“It’s  hard  to  go  into  a practice 
where  the  physician  tells  you  he  is 
already  too  busy  treating  broken 
arms,  flu,  and  urinary  infections  and 
then  suggest  he  start  a cancer  pre- 
vention program,”  says  Dr  Brooks. 


Laura  J.  Albrecht,  associate  editor,  writes  ami  edits  the  Law 
ami  Public  Health  sections  of  Texas  Medicine. 


“It  takes  a lot  of  innovative 
thinking  on  the  part  of  the  POEP  to 
get  the  program  implemented  in 
many  practices.” 

But  some  physicians  don’t  realize 
that  materials  and  resources  are  free 
for  the  asking,  says  Michelle  A. 
Malloy,  POEP  communications  spe- 
cialist. “One  of  our  problems  has 
been  that  many  physicians  don’t 
know  they  can  call  us  for  informa- 
tion and  materials,”  she  says. 

Catherine  Edwards,  PhD,  direc- 
tor of  TMA  public  health  and  scien- 
tific affairs,  echoes  the  sentiment 
that  communication  is  crucial. 
“POEP  has  to  be  much  more  aggres- 
sive in  order  to  reach  out  to  physi- 
cians and  communities  to  assist 
them  with  our  programs,  materials, 
and  funding.” 

In  addition  to  the  speakers  bu- 
reau, the  POEP  offers  a series  of  edu- 
cation modules  on  lung,  breast,  col- 
orectal, cervical,  prostate,  skin,  head, 
and  neck  cancers.  And  a Core  Cancer 
Library  catalog,  edited  by  Susan 
Michaelson  of  the  TMA  Library,  lists 
books  and  journals  appropriate  for 
small  medical  libraries.  Funding  for 
cancer  education  programs  and 
physician  scholarships  is  also  avail- 
able from  the  POEP  (See  Texas 
Medicine , October  1992,  p 58). 

Physicians’  staff  members  can 
also  play  a vital  role  in  cancer  edu- 
cation. “Office  staff  are  key  play- 
ers,” says  Jacob  B.  Green,  MD,  for- 
mer POEP  chairman.  “But  they  can’t 
initiate  the  program  without  the 
practitioner.” 

Dr  Brooks  agrees  that  staff  can 
perform  a number  of  tasks  to  make 
the  program  a success.  This  includes 
flagging  charts,  conducting  cancer 
risk  assessments,  and  completing  pa- 
tient history  questionnaires. 

“There  is  a consensus  among 
physicians  throughout  the  state  that 


1993  POEP  Steering  Committee 

William  C.  Brooks,  MD,  Dallas,  Chairman 
Bill  U.  Philips,  PhD,  The  University  of  Texas 
Medical  Branch  at  Galveston, 

Vice  Chairman 

Michael  Ahearn,  PhD,  M.D.  Anderson 
Cancer  Center,  Houston 
Vicki  Baker,  MD,  The  University  of  Texas 
Health  Science  Center  at  Houston 
Howard  Burt,  MD,  Georgetown 
John  J.  Costanzi,  MD,  Austin 
Jacob  B.  Green,  MD,  Temple 
A.  Marilyn  Leitch,  MD,  The  University  of 
Texas  Southwestern  Medical  Center 
at  Dallas 

Charles  Levenback,  MD,  M.D.  Anderson 
Cancer  Center,  Houston 
Col  Ray  O.  Lundy,  MC,  El  Paso 
John  Minna,  MD,  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas 
Abelardo  Rodriguez,  MD,  San  Antonio 
Douglas  Terry,  MD,  Austin 
Karen  Torges,  American  Cancer  Society, 
Austin 

Armin  D.  Weinberg,  PhD,  Baylor  College  of 
Medicine,  Houston 

Geoffrey  Weiss,  MD,  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 
Darryl  M.  Williams,  MD,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock 
David  P.  Wright,  MD,  Austin 


Speakers  bureau  offers  cancer  programs 
for  physicians 

Cancer  experts  from  around 
Texas  are  available  through  the 
POEP  Speakers  Bureau  to  present 
programs  in  cancer  education  to 
health-care  professionals. 

The  service  is  free  of  charge  to 
county  medical  societies,  osteopath- 
ic societies,  specialty  chapters,  hos- 
pital staff  meetings,  and  cancer  ed- 
ucation programs. 

Speaker  requests  should  be  made 
at  least  6 weeks  prior  to  date  of 
presentation.  For  information  on 
the  speakers  bureau,  funding  op- 
portunities, or  educational  materi- 
als, call  (800)  880-1300,  ext  1672 
or  (512)  370-1672. 
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we  must  emphasize  prevention,” 
says  Dr  Edwards.  “This  has  been  the 
philosophy  of  the  POEP  since  its  in- 
ception. Preventive  medicine  is  a 
challenge  we  face  overall  and  one 
that  certainly  can  be  addressed 
through  the  POEP.” 

Report  urges  physician, 
school  involvement 
against  substance  abuse 

CALLING  DRUG  ABUSE  ONE 
of  the  most  difficult  and  critical 
challenges  facing  Texas,  a posi- 
tion paper  on  teenage  substance  abuse 
urges  involvement  from 
physicians  and  schools. 

The  report,  by  Texas 
Medical  Association’s 
Adolescent  Elealth  Task 
Force,  will  be  presented  to 
the  TMA  Council  on  Pub- 
lic Elealth  during  the  Win- 
ter Leadership  Conference 
in  Austin  this  month.  The 
task  force’s  previously  re- 
leased report  on  adoles- 
cent sexual  activity  gained 
support  from  the  TMA 
House  of  Delegates  in 
1991  (See  Texas  Medicine , 

January  1992,  p 31). 

The  task  force  points 
out  that  substance  abuse  is 
a complex  interaction  of 
biological,  psychological, 
social,  ethical,  spiritual,  academic, 
economical,  and  personal  factors. 

The  portrait  of  adolescent  sub- 
stance abuse  in  the  state  reveals 
startling  information  on  tobacco,  al- 
cohol, inhalants,  and  illicit  drug  use. 
An  estimated  86,000  chemically  de- 
pendent Texas  youth  might  enter 
treatment  if  services  were  available. 
However,  34%  of  them  have  no  med- 
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ical  insurance  to  cover  treatment.  It 
would  cost  $113  million  to  provide 
treatment,  but  the  Texas  Commission 
on  Alcohol  and  Drug  Abuse  is  able  to 
provide  only  $13.5  million  for  ado- 
lescent treatment  programs. 

“If  we  can  take  care  of  the  chil- 
dren so  they  don’t  get  involved  in 
drug  activities,  then  we  can  get  them 
through  adolescence  into  a better 
adulthood,”  says  James  C.  Hoyle, 
MD,  chairman  of  the  task  force. 

In  addition  to  the  role  physicians 
and  other  health-care  professionals 
play  in  counseling  adolescents  on  the 
dangers  of  substance  abuse,  the  task 
force  also  recognizes  the  importance 
of  the  education  system. 
Schools  play  major  roles  in 
developing  adolescents’  self- 
concept  and  sense  of  identi- 
ty, reports  the  task  force. 
Therefore,  the  schools  have 
both  direct  and  indirect 
influences  on  patterns  of 
substance  abuse. 

While  the  position  paper 
emphasizes  the  positive  role 
of  school  systems,  it 
doesn’t  try  to  address  all  of 
society’s  ills.  “We  can’t 
make  people  stay  married 
or  create  two-parent  fami- 
lies,” says  Dr  Hoyle.  “But 
keeping  kids  involved  in  af- 
ter-school programs  is 
something  we  do  have  con- 
trol over.” 

Dr  Hoyle  also  stresses 
prevention  over  treatment. 

“Rather  than  pick  up  the  pieces  af- 
ter we  already  have  a kid  who  is  an 
abuser,  we  (the  task  force)  directed 
our  attention  to  things  that  society 
can  do  and  not  what  it  can’t  do,”  says 
Dr  Hoyle.  “We  are  talking  about  a lot 
of  prevention  and  identification.” 

The  paper  proposes  that  TMA: 
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The  portrait 
of  adolescent 
substance 
abuse  reveals 
startling 
information 
on  tobacco, 
alcohol, 
inhalants, 
and  illicit 
drug  use. 


Substance  abuse  in  Texas 

• Two  thirds  of  Texas  secondary 
students  used  alcohol,  tobacco, 
inhalants,  and/or  an  illicit  drug 
in  1990. 

• 2%  of  seventh  graders  identified 
themselves  as  current  smokers. 

• Youngsters  between  the  ages  of 
13  and  17  who  are  current  smok- 
ers are  10  times  more  likely  to 
also  use  marijuana  and  14  times 
more  likely  to  use  cocaine,  hallu- 
cinogens, and  heroin. 

• 31.3%  of  seventh-grade  males 
and  7.2%  of  seventh-grade  fe- 
males had  tried  smokeless  tobac- 
co at  least  once. 

• 60%  of  college  baseball  players 
chew  tobacco. 

• Drinking  is  now  more  prevalent 
among  seventh  graders  and  fe- 
males than  previously. 

• 17%  of  students  say  they  usually 
drink  five  or  more  wine  coolers 
during  an  average  drinking 
occasion. 

• 16%  of  students  surveyed  in 
1990  have  used  illicit  substances 
on  three  or  more  occasions. 

Source:  TMA  Adolescent  Health  Task  Force 
Position  Paper  on  Teenage  Substance  Abuse. 


• take  the  initiative  to  encourage 
members  to  become  involved  in 
school-based  clinics; 

• support  state  treatment  programs; 

• recommend  a state  committee  to 
develop,  coordinate,  and  integrate 
treatment  services  for  youth; 

• study  recommendations  of  the 
Texas  Health  Policy  Task  Force; 

• encourage  legislation  to  create 
more  access  in  schools  for  early 
identification,  timely  assessment, 
and  earlier  education  placement 
for  students  with  Attention  Deficit 
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Hyperactivity  Disorder,  learning 
disabilities,  severe  conduct,  and 
aggressive  disorders;  and 
• support  curtailment  of  alcohol 
and  tobacco  advertisements. 

For  more  information  or  a copy 
of  the  full  report,  contact  the  TMA 
division  of  public  health  and  scien- 
tific affairs  at  401  W 15th  St, 
Austin,  TX  78701,  or  call  (800) 
880-1300  or  (512)  370-1461. 

Tobacco,  alcohol 
questions  now  appear 
on  death  certificates 

^l\'D  TOBACCO  USE 

■ contribute  to  death?  Did 
W0  alcohol  use  contribute 
to  death?” 

These  two  questions  have  been 
added  to  Texas  Department  of 
Health  (TDH)  death  certificates  in 
order  to  collect  information  for  epi- 
demiology studies. 

“We  want  to  better  identify 
deaths  in  Texas  that  are  attributable 
to  preventable  causes,”  says  Rick 
Bays,  TDH  bureau  chief  of  vital 
statistics. 

Physicians  are  asked  to  select  one 
answer  — yes,  no,  probably,  or  un- 
known — when  responding  to  each 
question. 

Philip  Huang,  MD,  MPH,  bureau 
chief  of  disease  prevention  and  con- 
trol, reminds  physicians  that  even 
though  the  new  questions  have  been 
added,  the  contributing  condition 
section  should  still  be  completed  in 
the  same  manner  as  in  the  past. 

For  more  information  about  the 
questions,  contact  TDH  at  (512) 
458-7359. 


AGENDA  ON  AIDS 

Sensitivity  of  new  HIV  test  may  increase  false  positives 

Anew  combination  test  for  HIV-1  and  HIV-2  being  used  by  blood  donation 
centers  may  result  in  increased  false-positive  responses,  according  to  the 
Texas  Medical  Association  Committee  on  Blood  Banking  and  Blood  Transfu- 
sion. “These  tests  will  help  to  improve  the  safety  of  our  blood  supply,”  says 
Cathy  Spadaccini,  MD,  chairman  of  the  committee.  “But  due  to  the  high  sen- 
sitivity there  may  be  an  increase  in  false-positive  tests,  particularly  in  low- 
risk  populations  such  as  blood  donors.”  Physicians  who  have  concerns 
should  contact  their  regional  blood  center  or  hospital  transfusion  service. 

CDC  offers  information  on  AIDS  in  the  workplace 

As  with  any  catastrophic  illness,  AIDS  can  affect  an  employer  in  many  ways: 

insurance  and  health-care  costs,  productivity,  work  disruption,  customer 
concerns,  employee  morale,  legal  considerations,  confidentiality,  discrimination, 
disability  requirements,  and  job  accommodation.  Naturally,  workers  turn  to 
their  employers  for  answers  to  these  problems,  hut  where  do  employers  turn? 
Most  likely  to  their  physicians.  The  Centers  for  Disease  Control  has  anticipated 
a need  for  a resource  service  for  physicians  and  others  facing  the  complex  issues 
faced  by  employers.  As  part  of  its  Business  Responds  to  AIDS  campaign,  the 
CDC  has  developed  a kit  to  provide  step-by-step  guidance  through  the  process 
of  planning,  developing,  and  implementing  a workplace  HIV/AIDS  education 
program.  Physicians  may  request  the  kit  from  the  CDC  at  (800)  458-5231. 


TDH  guide  assists  in  selection  of  long-term  care  facilities 

Making  the  decision  to  seek  long-term  personal  care  and  select- 
ing the  best  facility  often  proves  a difficult  task  for  individuals  and 
families.  Many  turn  to  their  physicians  for  guidance,  and  the  Texas 
Department  of  Health’s  Bureau  of  Long  Term  Care  has  developed  a resource 
to  help  address  these  concerns. 

The  Consumer’s  Guide  for  Selecting  a Personal  Care  Facility  assists  fami- 
lies and  individuals  in  understanding  their  options  and  determining  what  best 
fits  their  situation. 

“The  guide  provides  the  physician  with  a resource  to  hand  to  the  patient 
who  is  seeking  information  about  alternatives  to  nursing  homes  if  the  patient 
does  not  require  nursing  home  care,”  says  Barbara  Crenwell,  director  of  li- 
censing in  the  Bureau  of  Long  Term  Care. 

Included  in  the  guide  are  sections  on  admission  and  policies,  licensing  require- 
ments, types  of  personal  care  facilities,  assessing  residents’  needs,  and  selecting  a 
personal  care  home.  It  also  contains  a “Resident  Bill  of  Rights”  and  a “Provider’s 
Bill  of  Rights,”  designed  to  protect  the  dignity  of  the  resident  as  well  as  respect  for 
the  provider.  The  guide  is  available  by  calling  TDH  at  (800)  252-9106. 
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Directory  lists  resources  for  health,  human  services 

YOU  HAVE  A PATIENT  IN  NEED  of  counseling  for  family  violence. 
Where  do  you  turn  to  find  community-based  support? 

Finding  Help  in  Texas:  A Directory  of  Information  and  Referral 
Providers  lists  organizations  serving  many  specific  groups,  including  domestic  vio- 
lence victims,  as  well  as  services  for  the  general  public  for  any  health  or  human 
service  need. 

“ 1 hese  providers  may  be  of  special  interest  to  physicians  looking  for  help 
for  victims  of  domestic  violence,”  said  Beth  Dirkes-Jacks,  an  information  and 
referral  specialist  with  the  Texas  Information  and  Referral  Project.  “Howev- 
er, for  many  families  an  end  to  the  violence  is  not  the  only  need.”  The  direc- 
tory also  includes  referral  information  concerning  drug  or  alcohol  abuse, 
mental  illness,  employment  services,  and  income  assistance. 

For  a copy  of  the  directory,  send  a check  or  purchase  order  for  $12  to 
Texas  Information  and  Referral  Project,  PO  Box  12397,  Austin,  TX  78711. 
The  directory  is  available  on  diskette  for  $10. 


COMMENTARY 

Physicians  not  alone 
in  battle  against  incest 

Clifford  0.  Mishaw,  MD 

Member,  Committee  on  Sexual  Assault  and 
Domestic  Violence  Prevention 
Harris  County  Medical  Society 

A mother  has  frequently  brought  her 
13-year-old  daughter  to  the  family 
physician  for  complaints  of  recurrent 
abdominal  pain  and  headache  over 
the  past  3 years.  She  has  been  exten- 
sively evaluated  but  no  specific  etiol- 
ogy has  been  found  for  the  symp- 
toms. Last  night  the  daughter  did 
not  want  to  be  left  alone  with  her 
stepfather  while  her  mother  went  to 
work.  She  told  her  mother  that  her 
stepfather  has  been  having  penile- 
vaginal  intercourse  with  her  for  the 
last  3 years.  Her  mother  does  not 
know  what  to  do,  so  she  turns  to  her 
physician  for  help. 
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N FORTUNATELY,  THIS  IS  NOT 
an  unusual  case.  As  many  as 
one  in  four  females  and  one  in 
six  males  may  be  sexually  abused  by 
their  18th  birthday.  Frequently  the 
cases  are  never  reported  to  authorities 
such  as  Children’s  Protective  Services 
(CPS)  or  a law  enforcement  agency. 
Many  incest  cases  persist  for  years  be- 
fore being  discovered  even  though  fre- 
quently the  children  were  evaluated 
by  physicians  for  a variety  of  symp- 
toms indirectly  related  to  the  abuse. 

What  is  the  role  of  the  physician 
in  this  case?  The  girl’s  mother  came 
to  the  physician  first,  as  soon  as  her 
daughter  told  her  about  the  abuse. 
The  physician’s  course  of  action  at 
this  point  could  be  the  most  impor- 
tant factor  in  the  outcome  of  the 
case.  At  the  very  least,  the  physician 
should  notify  the  proper  local  au- 
thority, either  CPS  or  a law  enforce- 
ment agency.  If  the  physician  takes 
no  action  or  discounts  the  child’s  al- 
legations without  further  investiga- 
tion, then  the  abuse  may  continue. 

The  physician  should  recommend 
to  the  family  that  the  child  have  a ! 
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diagnostic  interview  and  a medical- 
legal  examination  and  should  also 
recommend  intervention  by  authori- 
ties and  therapy  for  the  family. 

Many  physicians  feel  uncomfort- 
able performing  interviews  and  ex- 
ams themselves,  but  they  do  not 
have  to  feel  solely  responsible.  Agen- 
cies can  provide  staff  trained  to  in- 
terview children,  and  some  physi- 
cians are  trained  to  perform  the 
exams.  If  your  community  has  a 
physician  trained  in  this  area  or  a 
child  protection  team,  then  use  this 
service  to  its  fullest  extent. 

It  is  certainly  time  to  further  de- 
velop regional  multidisciplinary 
child  protection  teams  throughout 
the  state.  These  teams  provide  con- 
sultative services  including  evalua- 
tion, medical  and  psychiatric  diag- 
noses, treatment,  and  expert 
testimony  in  court.  A similar  system 
m Florida  has  become  an  effective 
tool  for  prevention.  It  has  increased 
physician  reporting  of  suspected 
child  abuse,  decreased  child  deaths 
from  abuse,  and  reduced  recidivism 
of  child  abuse. 

Physicians  have  many  roles  in  the 
identification,  evaluation,  and  treat- 
ment of  family  violence  including 
child  abuse.  They  should  be  aware  of 
its  existence  and  be  prepared  to  re- 
port abuse  to  the  proper  authorities. 

I he  medical  community  is  taking 
a greater  role  in  abuse  cases  provid- 
ing expertise  in  evaluation,  case 
management,  courtroom  testimony, 
and  patient  advocacy.  ★ 
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Court  decisions 
demonstrate  new 
fairness 

TWO  DECISIONS  HANDED 
down  in  December  by  the 
Texas  Supreme  Court  provide 
signs  that  the  efforts  of  the  Texas 
Medical  Association  Political  Action 
Committee  to  alter  the  activist 
makeup  of  the  court  are  starting  to 
pay  dividends. 

“What  we’re  seeing  is  the  result 
of  organizations  like  TEXPAC 
working  to  get  good,  fair  justices  on 
the  Supreme  Court,”  says  Jim  Ed- 
wards, JD,  of  the  Houston  law  firm 
Edwards  and  Calvert.  “We're  begin- 
ning to  see  fair  decisions.  We’re  see- 
ing the  process  of  the  pendulum 
moving  back  toward  balance.” 

The  two  cases,  James  E.  Elbaor, 
MD  v Carole  Mercer  Smith  and 
Dan  Boyles  Jr  v Susan  Leigh  Kerr , 
essentially  have  rewritten  the  rules 
regarding  so-called  “Mary  Carter” 
agreements  and  negligent  infliction 
of  emotional  distress. 

In  the  Elbaor  case,  the  justices  on 
a 6-3  vote  ruled  that  Mary  Carter 
agreements  now  are  void  as  contrary 
to  public  policy  in  Texas. 

Mary  Carter  agreements  have 
been  used  in  several  states  to  pit  one 
or  more  defendants  against  each 
other  in  multiple-defendant  cases. 
Usually,  one  of  the  defendants  settles 
with  the  plaintiff  but  agrees  to  con- 
tinue to  participate  in  the  case  and 
testify  against  the  remaining  defen- 
dants. In  return  for  his  or  her  coop- 
eration, the  settling  defendant  actu- 
ally can  avoid  paying  most  or  all  of 
the  damages  agreed  to  if  the  plaintiff 
: wins  large  judgments  against  the  re- 


; Ken  Ortolon,  legislatire  affairs  editor,  writes  ami  edits  the 
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maining  defendants.  The  settlement 
acts  as  a minimum  guarantee  of 
damages  for  the  plaintiff. 

For  example,  if  a settling  defen- 
dant agrees  to  pay  $100,000  in  dam- 
ages and  a jury  awards  $200,000  in 
damages  against  the  remaining  defen- 
dants, the  settling  defendant  pays 
nothing  because  the  judg- 
ment exceeded  the  settle- 
ment. However,  if  the  jury 
awards  only  $80,000  in 
damages  against  the  other 
defendants,  the  settling  de- 
fendant must  pay  the  differ- 
ence between  the  judgment 
and  the  settlement  amount 
— in  this  case,  $20,000. 

TMA  assistant  general 
counsel  C.J.  Francisco,  JD, 
says  these  agreements  tend 
to  skew  the  testimony  of 
the  settling  defendant  in  fa- 
vor of  the  plaintiff.  The 
Supreme  Court  agreed. 

“As  a matter  of  public 
policy,  this  court  favors  set- 
tlements, but  we  do  not  fa- 
vor partial  settlements  that 
promote  rather  than  dis- 
courage further  litigation,” 

Justice  Raul  A.  Gonzalez 
wrote  in  the  majority  opinion.  “And 
we  do  not  favor  settlement  arrange- 
ments that  skew  the  trial  process, 
mislead  the  jury,  promote  unethical 
collusion  among  nominal  adver- 
saries, and  create  the  likelihood  that 
a less  culpable  defendant  will  be  hit 
with  the  full  judgment.  The  bottom 
line  is  that  our  public  policy  favor- 
ing fair  trials  outweighs  our  public 
policy  favoring  partial  settlements.” 

Mr  Edwards,  a defense  attorney 
who  practices  primarily  medical  lia- 
bility law  and  who  leads  risk  manage- 
ment workshops  for  TMA,  says  use  of 
Mary  Carter  agreements  is  rare,  but 
the  court’s  decision  is  significant  be- 


cause such  agreements  normally  ap- 
pear in  cases  where  potential  damages 
are  in  the  millions  of  dollars. 

“When  they  occur,  they  are  usu- 
ally in  the  biggest  dollar  and  worst 
damage  cases,”  he  says.  “They  are 
of  devastating  damage  to  the  defense 
of  the  remaining  defendant  and  they 
are  usually  in  the  case  of 
astronomical  damages,  so 
the  monetary  impact  is 
very  substantial.” 

Contributory  negligence 
also  addressed 

In  a side  issue  also  impor- 
tant to  physicians,  the 
Supreme  Court  said  the  tri- 
al court  erred  in  failing  to 
submit  to  the  jury  the  ques- 
tion of  contributory  negli- 
gence on  the  part  of  the  pa- 
tient, who  refused  to  take 
antibiotics  prescribed  to 
prevent  infection. 

“Here,  there  might  have 
been  no  infection,  and  thus 
no  claim  of  medical  mal- 
practice, had  Ms  Smith  fol- 
lowed her  doctors’  instruc- 
tions,” the  high  court  stated. 

Mr  Francisco  says  that 
ruling  makes  it  more  im- 
portant for  physicians  who  have  a 
noncompliant  patient  to  document 
that  noncompliance  in  the  patient’s 
medical  charts. 

Suits  for  emotional  distress  barred 

The  Boyles  v Kerr  case  did  not  in- 
volve medical  liability  but  also  could 
have  significant  impact  for  physi- 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as 
" legislative  advertising, " according  to  Tex  Govt  Code  Ann 
§305.027.  That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine;  Robert  G. 
Mickey.  Executive  Vice  President.  TMA,  401  W 1 5th  St, 
Austin,  TX  78701. 
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Bent  sen’s  move  to  treasury 
a blow  for  medicine 

US  Sen  Lloyd  Bentsen’s  appointment  to  be  treasu  ry  secre- 
tary in  the  Clinton  administration  will  be  the  nation’s  gain  but  Texas’ 
and  organized  medicine’s  loss. 

“Texas  physicians  and  their  patients  will  sorely  miss  Senator  Bentsen’s 
guiding  hand  and  protection  of  Texas  concerns  on  national  health  insurance 
initiatives,  not  to  mention  the  expertise  that  he  and  his  staff  brought  to  those 
issues,”  says  TMA  President  William  G.  Gamel,  MD,  Austin. 

Senator  Bentsen  left  his  post  as  chairman  of  the  Senate  Finance  Commit- 
tee, where  he  had  played  a critical  role  in  blocking  legislation  that  would 
have  been  detrimental  to  both  patients  and  physicians.  “We’ve  lost  the  fire 
wall  on  the  Senate  Finance  Committee,”  Dr  Gamel  says. 

With  Senator  Bentsen’s  departure,  Sen  Daniel  Patrick  Moynihan  (D-New 
York)  appeared  to  have  the  inside  track  for  the  finance  post. 

Kim  Ross,  director  of  TMA’s  public  affairs  division,  says  he  sees  a plus 
for  Texas  in  Senator  Bentsen’s  move  to  the  cabinet.  “The  industries  in  Texas 
that  benefit  from  national  monetary  policies  are  going  to  benefit  greatly  be- 
cause Bentsen  is  not  going  to  let  things  happen  to  real  estate  or  energy  that 
previous  administrations  have  done  that  adversely  affected  Texas,”  he  says. 


cians.  In  that  case,  the  Supreme 
Court  ruled  that  no  independent 
cause  of  action  exists  for  negligent 
infliction  of  emotional  distress.  The 
court  said  a plaintiff  can  recover 
mental  anguish  damages  only  in 
connection  with  a defendant’s 
breach  of  some  other  legal  duty. 

Ms  Kerr  sued  Mr  Boyles  and  two 
others  after  they  secretly  videotaped 
Ms  Kerr  and  Mr  Boyles  engaging  in 
sexual  intercourse.  Mr  Boyles  later 
showed  the  tape  to  several  friends. 

Mr  Edwards  says  the  court’s  deci- 
sion is  significant  because  the  dam- 
ages alleged  by  the  plaintiff  were 
aimed  at  recovering  from  the  defen- 
dant’s insurance  company. 

“The  woman  did  not  claim  that 


they  had  committed  an  intentional 
tort,”  Mr  Edwards  says,  “because  if 
she  did  that,  that  would  usually  be 
excluded  from  insurance  coverage. 
By  claiming  that  they  were  negligent 
. . . that  gave  her  an  avenue  to  at- 
tack the  insurance  policies.” 

The  importance  for  physicians  lies 
in  cases  where  the  true  allegation  is 
an  intentional  tort  — such  as  sexual 
misconduct  with  a patient  — but  the 
plaintiff’s  lawyer  makes  a false  claim 
of  negligence  to  bring  the  physician’s 
malpractice  insurance  into  play,  Mr 
Edwards  says.  Plaintiffs  would  no 
longer  be  able  to  do  that  under  the 
court’s  decisions,  he  says. 

“That’s  going  to  have  a major  im- 
pact because  plaintiffs’  attorneys 


come  like  moths  to  a flame  to  insur- 
ance money,”  Mr  Edwards  says.  “It 
may  have  an  impact  on  the  frequen- 
cy of  intentional  misconduct  claims 
and  will  certainly  have  an  impact  on 
the  recovery  in  those  claims  because 
the  insurance  will  not  be  exposed.” 

While  these  cases  received  con- 
siderable media  attention,  Mr  Ed- 
wards says  other  decisions  in  wrong- 
ful death  cases  have  demonstrated  a 
shift  in  the  philosophy  of  the  court. 

“I’m  encouraged  by  these  kind  of 
decisions,”  Mr  Edwards  states.  “This 
has  shown  an  effort  of  the  court  to 
try  to  be  fair.  Now  we  have  a number 
of  honest  and  hard-working  justices 
up  there  who  are  fair-minded  and  not 
really  trying  to  help  the  plaintiff  or 
defense.  That’s  all  I ask.” 

Health  insurance  reforms 
among  pre-filed  hills 

More  than  two  dozen 
health-related  bills,  includ- 
ing measures  to  create  basic 
group  health  insurance  policies,  al- 
ready were  awaiting  lawmakers 
when  the  73rd  Legislature  convened 
January  12. 

The  bills,  which  were  among 
more  than  200  pieces  of  legislation 
pre-filed  during  November  and  De- 
cember 1992,  give  an  indication  of 
the  importance  health-related  legis- 
lation will  play  during  the  140-day 
legislative  session. 

Perhaps  most  significant  among 
the  pre-filed  bills  are  measures  by 
Rep  Brian  McCall  (R-Plano)  and 
Rep  Kevin  Bailey  (D-Houston) 
aimed  at  making  health  insurance 
affordable  for  all  Texans. 

Flouse  Bill  56,  by  Representative 
McCall,  would  create  the  Texas 
Small  Employer  Health  Insurance 
Access  Program  to  promote  availabil- 


Hotline  provides  latest  legislative  news 

IF  YOU  WANT  TO  KEEP  informed  of  the  latest  legislative  action  on 
health-care  reform,  medical  liability,  or  a host  of  other  health-related  is- 
sues, call  the  TMA  News  Hotline  at  (800)  880-1395. 

The  hotline  provides  daily  updates  of  legislative  action,  including  bill 
filings,  committee  hearings,  and  House  and  Senate  floor  debate.  It  also  keeps 
physicians  informed  of  TMA’s  lobbying  efforts,  including  important  call-to- 
action  messages  for  grassroots  lobbying  efforts  by  physicians  back  home. 

The  brief  recorded  message  is  updated  by  10:30  am  each  day  and  will 
continue  throughout  the  140-day  legislative  session. 

The  hotline  is  a joint  project  of  the  TMA  Public  Relations  Department 
and  Division  of  Public  Affairs. 
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Legislative  Affairs 


Jill 

\ mm 

Pre-filed  bills 

Here  is  a partial  list  of  medically  re- 
lated legislation  already  filed  for  con- 
sideration by  the  73rd  Legislature: 

• HB  50  by  Rep  Tom  Uher  (D-Bay 
City)  — Requires  physicians  to 
report  all  overdoses  of  controlled 
substances  that  they  treat  to  law 
enforcement  authorities. 

• HB  56  by  Rep  Brian  McCall  (R- 
Plano)  — Creates  a basic  benefits 
group  health  insurance  plan  for 
small  employers. 

• HB  63  by  Rep  Bob  Turner  (D- 
Voss)  — Regulates  mammogra- 
phy devices  and  the  practice  of 
mammography. 

• HB  1 14  by  Rep  Pat  Haggerty  (R- 
E1  Paso)  — Applies  the  prohibi- 
tion on  illegal  remuneration  to 
preferred  provider  organizations. 

• HB  140  by  Rep  Kevin  Bailey  (D- 
Houston)  — Requires  insurance 
companies  to  make  basic  health- 
care coverage  available  to  any  in- 
dividual who  seeks  it. 

• HB  146  by  Rep  Kim  Brimer  (R- 
Fort  Worth)  — Eliminates  liability 
of  a social  host  for  damages  caused 
by  the  intoxication  of  guests. 

• HB  164  by  Rep  Debra  Danburg  (D- 
Houston)  — Mandates  that  group 
health  insurance  cover  Pap  smears. 

• SB  31  by  Senator  Moncrief  — 
Sets  minimum  standards  for 
smoking  in  certain  public  places 
or  at  certain  public  meetings. 

• SB  47  by  Sen  David  Sibley  (R- 
Waco)  — Requires  a physician’s 
name,  business  address,  and  tele- 
phone number  to  be  printed  on 
all  prescription  pads  before  pre- 
scriptions may  be  dispensed. 


ity  of  health  insurance  to  small  em- 
ployers and  reduce  the  number  of 
uninsured  Texans.  The  program 
would  make  two  group  health  insur- 
ance policies  — a basic  benefits  plan 
and  a standard  plan  — available  to 
employers  with  35  or  fewer  workers. 

The  basic  policy  would  cover  in- 
patient hospital  care,  surgical  ser- 
vices, outpatient  hospital  care,  emer- 
gency care,  maternity  care, 
radiology  and  laboratory  services, 
well-baby  examinations,  immuniza- 
tions, mammography  screening,  and 
services  and  supplies  related  to  cer- 
tain organ  transplants.  The  plan 
would  have  a deductible  of  $500  per 
individual  and  $1,000  per  family. 
The  standard  policy  would  provide 
somewhat  expanded  coverage,  with 
deductibles  of  $250  per  individual 
and  $750  per  family. 

Representative  Bailey’s  bill,  HB 
140,  would  require  health  insurers 
to  make  available  to  any  individual 
who  seeks  coverage  a basic  benefits 
policy  covering  inpatient  and  outpa- 
tient hospital  care,  emergency  care, 
immunizations,  diagnostic  services, 
x-ray  and  laboratory  tests,  prescrip- 
tion drugs,  prenatal  and  obstetrical 
care,  well-baby  and  well-child  care, 
physician  office  visits,  routine  physi- 
cal examinations,  and  physical,  oc- 
cupational, and  speech  therapy. 

HB  140  also  sets  limits  on  de- 
ductibles and  copayments,  limits  ex- 
clusions for  preexisting  conditions, 
guarantees  portability  of  coverage, 
and  authorizes  the  State  Board  of  In- 
surance to  set  premium  rates. 

Other  bills  filed  prior  to  the  be- 
ginning of  the  legislative  session 
would  require  group  health  insur- 
ance policies  to  cover  Pap  smears; 
ban  smoking  in  state  buildings  and 
at  hearings  of  state  agencies;  require 
prescription  pads  to  list  the  physi- 
cian’s name,  business  address. 


and  telephone  number;  require  cer- 
tification of  mammography  ma- 
chines; and  require  physicians  and 
hospitals  to  report  any  cases  of  drug 
overdoses  that  they  treat.  ★ 


The  Physician  Oncology 
Education  Program 

4th  Annual 

Residency  Conference 

Cancer  Prevention 
and  Surveillance 

Doubletree  at  Lincoln  Centre 
Dallas,  Texas 
March  20-21, 1993 

For  more  information 
call  the  P.O.E.P.  office 
1*800880*1300  Ext.  1672 
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Extra  strength  pain  reli 
free  of  extra  prescribing 
restrictions. 


Telephone  prescribing  in  most  states 
Up  to  five  refills  in  6 months 
No  triplicate  Rx  required 


15  years  of  proven 
clinical  experience 

• Effective  central  and  peripheral  pain  relief. 

• Excellent  patient  acceptance — nausea, 
sedation  and  constipation  have  rarely 
been  reported.1 

• Four  to  six  hours  of  extra  strength  pain 
relief  from  a single  dose. 

• The  heritage  of  VICODIN®*  — over  one 
billion  doses  prescribed.2 

• The  8th  most  frequently  prescribed 
medication  in  America.2 


~vicodin£S 


(hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750mg) 


Extra  strength  pain  relief 
you  can  phone  in. 


' Data  on  fiie,  Knoll  Pharmaceutical  Company 
2 Standard  industry  new  prescription  audit. 

'(hydrocodone  bitartrate  5mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 


©1992,  Knoll  Pharmaceutical  Company 


V3087/1 0-92 


Printed  in  U.S.A. 


Maintain  control  of  your  patient’s  pain  the 


e habit  f 


(hydrocodone  bitartrate  7.5mg  (Warn 
and  acetamino&hen  750mg) 


It’s  yottjr  prescription 
not  a suggestion. 


INDICATIONS  AND  USAGE : For  the  relief  of  moderate  to  moderately  severe  pain.  CONTRAINDICATIONS : Hypersensitivity  to  acetaminophen  or  hydrocodone.  WARNINGS:  Respiratory  Depression:  At  high  doses  or  in  sensitive  patients 
hydrocodone  may  produce  dose-related  respiratory  depression  Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the  c : mica ^ 

Acute  Abdominal  Conditions : The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions  PRECAUTIONS : Special  Risk  Patients  .VICODIN/VICODIN  ES  Tablets ^Juuld  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture.  Cough  Ref  lex . Hydrocodone  supp  g 

reflex;  as  with  all  narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tablets  are  used  postoperatively  and  in  patients  with  pulmonary  disease  Drug  Interactions:  Patients  receivmq  other  narcotic  analgesics,  antipsychotics 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive  CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  Preparations 
may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus.  Usage  in  Pregnancy : Teratogenic  Effects  Pregnancy  a egory  . y ' r 
been  shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN/VICODIN  ES  Tablets  should  be  used  uring  pr  g Qf  Y 
potential  benefit  justifies  the  potential  risk  to  the  fetus  Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be  physical  y dependent.  The  withdrawal  signs  includ. e |[['tab'l'Jy 
excessive  crying,  tremors,  hyperactive  reflexes,  increased  respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to  the  mother  s y rv 

may  result  in  some  degree  or  respiratory  depression  in  the  newborn,  especially  if  higher  doses  are  used  Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs  are  excre  e in  u 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug  taking  into  account  the  'mpc >Jtance  ot 
to  the  mother  Pediatric  Use : Safety  and  effectiveness  in  children  have  not  been  established  ADVERSE  REACTIONS : The  most  frequently  observed  adverse  reactions  include  light-headedness,  dizziness,  sedation,  nausea  and  vomitmgj  nese 
effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other  adverse  reactions  include.  Central  Nervous  Sys  • • 

mental  clouding,  lethargy,  impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psychic  dependence  and  mood  changes.  Gastrointestinal  System : The  antiemetic  phenothiazines  are  use  u in  suppressing  e 
vomiting  which  may  occur  (see  above) , however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while  other  phenothiazines  reduce  t e a u 
required to  produce  a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN  ES  Tablets  may  produce  constipation.  Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  re  en  ion  ave 
reported  Respiratory  Depression : Hydrocodone  bitartrate  may  produce  dose-related  respiratory  depression  by  acting  directly  on  the  brain  stem  respiratory  center.  Hyd  rocodone^a  Isoaff ects  the  center  p^yQ^g^EAND  DEPENDENCE  • 

5890 


may  produce  irregular  and  periodic  breathing  If  significant  respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of  naloxone  hydrochloride  Apply  other  supportive  measures 
VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Substance  Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  Rev|sed  March  1992 
repeated  administration  of  narcotics;  therefore,  VICODIN/VICODIN  ES  Tablets  should  be  prescribed  and  administered  with  caution  OVERDOSAGE : Acetaminophen  Signs  and 

1 ‘ l i -,is,  hypoglyc 


Symptoms:  In  acute  acetaminophen  overdosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic 
coma,  and  thrombocytopenia  may  also  occur.  Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis  and  general  malaise 
Clinical  and  laboratory  evidence  of  hepatic  toxicity  may  not  be  apparent  until  48  to  72  hours  post-ingestion.  Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyanosis),  extreme  somnolence  progress- 
ing to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac 
arrest  and  death  may  occur. 
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30  North  Jefferson  Road 
Whippany,  New  Jersey  07981 
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added  to  those  performed  on 
donor  blood  for  transfusion. 


V 
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Please  be  alert  to: 

"Second-Generation"  test  for 
the  hepatitis  C antibody.  The 
hepatitis  C virus  causes  most 
cases  of  non-A,  non-B  hepatitis. 

Combination  test  for  the 
antibodies  to  the  HIV-1  and 
HTV-2  viruses.  The  new  test 
for  HIV-2  antibody  detects 
another  AIDS  virus  which  has 
not  yet  significantly  spread  to 
the  United  States.  Significant 
numbers  have  been  reported 
in  Africa  and  Europe.  Since 
these  tests  are  very  sensitive, 
false-positive  tests  may  be  seen, 
particularly  when  performed 
on  a low-risk  population  such 
as  blood  donors. 


For  further  information, 
contact  the  Medical  Director 
at  your  regional  blood  center 
or  hospital  transfusion  service. 
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Confidential  and  Experienced 

Legal  Representation 

for  Texas  Physicians 


Board  Certified 
in  Administrative 


Texas  Board 


Specialization 


Michael  Sharp 

Attorney  at  Law 


Representation  before:  • Texas  State  Board 
of  Medical  Examiners  (hearings,  settlement 
conferences  and  licensure)  • The  Texas 
Medical  Foundation  • Medical  Staff 
Peer  Review  • Personal  Counsel 
and  Asset  Protection  in 
Medical  Liability  Cases 

1 820  One  American  Ctr.  • 600  Congress  Ave. 
Austin,  Texas  7870 i • 512  473  2265 


PHYSICIANS  CARING  FOR  TEXANS 


Committee  on  Blood  Blinking  and  Blood  Transfusion 
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omputers,  these  days,  are  almost 
smaller  than  a bread  box.  They  sit 
unobtrusively  atop  a desk,  silently 


awaiting  the  next  command. 

And  yet,  for  such  a small  package,  these 
microelectronic-based,  information- 
processing devices  have  profoundly 
affected  mankind  in  the  second  half  of  the 


20th  century.  Computer  technology  has 


radically  altered  how  — and  how  fast 


the  world  changes. 


The  ability  to  process  incompre- 
hensibly large  amounts  of  infor- 
mation and  to  transmit  the  results 
instantaneously  anywhere  on  the 
globe  has  transformed  banking,  in- 
surance, architecture,  communica- 
tions, and  countless  other  businesses. 

But  in  the  medical  office,  much  of 
that  revolution  is  still  waiting  to 
happen.  While  many  hospitals,  clin- 
ics, and  physicians’  offices  have  used 
computers  for  years  as  a bookkeep- 
ing tool,  on  the  whole  physicians 
have  been  reluctant  to  embrace  digi- 
tal technology. 

Many  cite  the  cost  and  the  time 
and  difficulty  involved  in  learning  a 
system,  and  some  remain  uncon- 
vinced that  computers  can  improve 
the  way  their  office  runs. 

Those  arguments,  however  valid, 
may  soon  be  rendered  moot  by  sev- 
eral reform  initiatives  in  which  elim- 


inating paperwork  is  the  cornerstone 
of  a leaner,  more  cost-effective 
health-care  system. 

The  federal  bureaucracy  has  al- 
ready taken  steps  to  nudge  physi- 
cians towards  filing  insurance  claims 
via  computer  (see  “Medicare  incen- 
tives encourage  physicians  to  file 
electronic  claims,”  Texas  Medicine , 
January  1993,  p 27),  and  industry 
experts  project  mandatory  electronic 
claims  by  1996.  One  measure  would 
mandate  a computerized  system  of 
claims  filing  and  patient  records. 

While  the  move  towards  medical 
office  automation  is  well  under  way, 
another  revolution  is  taking  place  on 
a different  frontier:  the  use  of  com- 
puters and  computer-assisted  devices 
in  the  actual  practice  of  medicine. 

Computed  tomography  and  mag- 
netic resonance  images  are  currently 
being  transmitted  to  consulting  radi- 


ologists hundreds  of  miles  away  for 
interpretations.  Other  developments 
include  software  to  assist  in  diagno- 
sis and  treatment  of  disease,  neural 
networks  and  artificial  intelligence 
devices  to  analyze  vast  amounts  of 
information  and  chart  trends  and 
probabilities,  and  computer-assisted 
surgical  devices,  capable  of  position- 
ing a surgical  tool  more  accurately 
than  a surgeon’s  hand. 

But  the  most  important  develop- 
ment, say  several  computer  experts, 
will  be  the  medical  network.  The 
move  to  interconnect  the  health-care 
system  on  a standardized  network  is 
gaining  momentum,  and  by  the  year 
2000  is  expected  to  link  physicians 
in  a global  medical  village. 


R microchip  off  the  old  block 

The  earliest  computers,  those  be- 
hemoth UNIVAC  machines  de- 
veloped after  World  War  II,  were 
fitted  with  thousands  of  vacuum 
tubes  and  took  up  most  of  a room 
the  size  of  a football  field.  All  that 
machinery  generated  a lot  of  heat 
and  relatively  little  data. 

Today’s  state-of-the-art  computer 
can  fit  hundreds  of  times  more  com- 
puting power,  speed,  and  memory  in 
a space  roughly  the  size  of  a large 
pizza  box.  And  faster,  more  power- 
ful processing  chips  are  being  devel- 
oped even  as  current  models  are 
brought  to  market. 

Until  recently,  computer  systems 
have  handled  basic  bookkeeping 
functions  but  little  else  in  the  day-to- 
day  operations  of  a medical  office. 
Now,  hundreds  of  commercial  soft- 
ware products  on  the  market  handle 
such  diverse  items  as  laboratory  re- 
sults analysis,  utilization  reports, 
MEDLINE  searches,  electronic  mail 
(E-mail),  and  patient  records,  in  ad- 
dition to  receivables,  payables, 
billing,  scheduling,  accounting,  and 
claims  filing. 

Surveys  indicate  that  most  physi- 
cians have  access  to  a computer,  ei- 
ther at  the  office,  the  hospital, 
and/or  at  home.  But,  to  survive  the 
coming  computerization  of 
medicine,  they  need  to  expand  how 
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they  use  it,  according  to  Robert 
Vanzant,  MD,  a Houston  family 
practitioner,  who  chairs  TMA’s 
Committee  on  Electronic  Claims. 

“As  more  and  more  aspects  of 
medicine,  including  claims  filing,  be- 
come computerized,  there  will  be  in- 
creased pressure  for  doctors  to  be- 
come computer  literate,”  he  said. 
“Computers  are  becoming  less  of  an 
option  for  a doctor’s  office  and  more 
of  a standard  tool.” 

Dr  Vanzant’s  committee,  which 
will  file  a report  to  the  Council  on 
Socioeconomics  later  this  year,  was 
appointed  primarily  to  assist  Texas 
physicians  with  electronically  filing 
health  insurance  claims,  eliminating 
time  and  paperwork.  The  committee 
is  also  developing  a checklist  of  do’s 
and  don’ts  for  purchasing  a comput- 
er system.  (See  facing  page.) 


Uncle  Sam  wants  you...  on-line 

Physicians  have  yet  to  embrace 
computers  more  fully  for  as 
many  reasons  as  there  are 
physicians,  but  for  many,  cost  has 
been  a chief  issue.  Another  factor 
was  the  volatility  of  the  market,  es- 
pecially during  the  red-hot  1980s 
when  new  computer  companies 
soared  and  crashed  quickly,  and 
both  hardware  and  software  prod- 
ucts seemed  obsolete  before  the 
check  to  pay  for  them  had  cleared 
the  bank.  Dozens  of  competing 
standards  existed  for  hardware  and 
operating  systems,  and  very  few 
software  programs  were  tailored  to 
medical  office  applications. 

So  why  is  there  now  a sudden  re- 
naissance of  interest  in  computers  as 
integral  parts  of  medical  practice? 
The  short  answer  is  that  the  federal 
government  has  become  involved. 

While  Congress  has  recently 
passed  a few  small  incentives  to  prod 
physicians  into  using  computers  for 
filing  Medicare  claims,  plans  are  afoot 
to  link  the  health-care  system  into  a 
nationwide  information  network. 

Louis  Sullivan,  MD,  former 
Health  and  Human  Services  secre- 
tary, announced  late  last  year  plans 
to  develop  a network  to  eliminate 


most  of  the  Medicare  and  Medicaid 
claims  paperwork  by  early  1994. 
That  network  likely  would  later  be 
expanded  to  the  rest  of  the  health- 
care industry. 

A cornerstone  of  the  proposed 
network  would  be  an  “electronic 
health  card,”  similar  to  those  used 
in  automatic  teller  machines,  which 
would  give  Americans  access  to 
their  health  insurance  coverage  and 
would  coordinate  claims  and  medi- 
cal records  on  the  network.  A pilot 
test  of  the  health  card  is  proposed 
for  early  1 994. 

“We  need  to  achieve  the  efficien- 
cies and  the  savings  of  an  electronic 
health  information  system  as  rapid- 
ly as  possible,”  Dr  Sullivan  said. 
“The  technology  already  exists  to 
relieve  consumers  and  health 
providers  from  the  paperwork  bur- 
den of  today.” 

In  addition  to  the  health  card 
concept,  the  proposal  also  would 
create  a standard  electronic  billing 
form  by  1995  and  a council  to  de- 
velop guidelines  for  the  use  of  elec- 
tronic clinical  information,  including 
the  sensitive  issue  of  maintaining  the 
privacy  of  patients’  records. 

Though  the  HHS  program  was 
instituted  during  the  waning 
months  of  the  Bush  administra- 
tion, it  tracks  the  basic  elements 
of  several  health-care  reform  pro- 
posals and  is  likely  to  be  contin- 
ued in  some  form  by  the  Clinton 
administration. 

Another  related  project  is  the 
Workgroup  for  Data  Interchange,  a 
task  force  appointed  by  HHS  to 
standardize  the  way  medical  infor- 
mation is  exchanged  over  electronic 
networks  and  to  set  goals  for  ac- 
complishing the  nation’s  conversion 
to  electronic  data  interchange. 

The  group,  formed  in  November 
1991,  set  an  ambitious  goal  of  hav- 
ing at  least  85%  of  the  data  inter- 
change in  the  country  automated  by 
the  end  of  1996. 

As  in  other  areas  of  medicine, 
the  government’s  involvement  will 
force  private  sector  health  insurers 
to  follow  suit  and  either  join  the 
government’s  electronic  network  or 
develop  their  own. 


fin  economic  mandate 


t’s  not  just  the  government  that 
wants  computers  in  medical 
offices.  Today’s  economic  climate 
virtually  demands  it. 

Computer  technology  has  now 
permeated  most  aspects  of  American 
society,  and  computers  have  become 
demystified.  The  American  culture 
of  the  1990s  accepts  them  as  an  ev- 
eryday tool  in  homes,  schools,  and 
businesses.  Automatic  teller  ma- 
chines and  phone  mail  systems  — 
though  some  people  find  them  irri- 
tating — have  eased  the  fears  of  a 
formerly  computer-phobic  public. 

Years  ago,  doctors  may  have  felt 
that  using  a computer  would  fright- 
en patients  into  thinking  that  the 
machine,  rather  than  the  physician, 
was  practicing  medicine.  Today, 
some  physicians  feel  that  eschewing 
the  benefits  of  computers  and  relat- 
ed technology  may  send  a message 
to  their  now-computer-literate  pa- 
tients that  they  are  not  practicing 
modern  medicine. 

But  the  most  compelling  reason 
for  the  revival  has  been  the  recent, 
striking  advances  in  telecommunica- 
tions and  computer  networks.  That 
a physician’s  computer  can  now  link 
to  a hospital,  medical  school,  medi- 
cal library,  or  another  physician,  vir- 
tually anywhere  in  the  world,  is  a 
significant  leap  forward. 

“Medicine  is  the  archetype  of  a 
field  of  endeavor  where  collabora- 
tion and  sharing  is  the  norm,”  said 
Robert  Beck,  MD,  vice  president  of 
information  technology  at  Baylor 
College  of  Medicine  in  Houston.  “In 
the  next  2 years,  the  large  push  in 
hospitals  and  clinics  is  going  to  be  to 
connect  physicians  into  networks.” 

Dr  Beck  said  that  networks  will 
offer  physicians  access  to  a host  of 
features,  such  as  E-mail  communica- 
tion with  other  physicians,  literature 
searches  of  on-line  databases,  auto- 
mated medical  records,  and  reviews 
of  laboratory,  radiology,  and  phar- 
macy results.  In  the  longer  term,  he 
foresees  other  services  such  as  deci- 
sion support  programs,  complete 
medical  records,  “telemedicine” 
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Choosing  the  right  hardware  and  software  for  your 
medical  office  can  be  difficult  — and  risky  — if  you 
don’t  do  your  homework. 

There  is  no  shortage  of  products  from  which  to 
choose.  The  November/December  issue  of  M.D.  Com- 
puting contains  a 101-page  “Medical  Hardware  and 
Software  Buyer’s  Guide,”  which  lists  more  than  1,000 
computer  products  aimed  solely  at  medical  offices. 

Recent  price  wars  among  the  major  computer  firms 
(IBM,  Apple,  Compaq,  and  others)  have  made  it  easy  to 
get  a lot  of  computer  for  a lot  less  money.  And  many 
companies  are  developing  new  products  aimed  directly 
at  physicians  and  their  offices. 

But  don’t  journey  into  the  “microchip  jungle”  with- 
out arming  yourself  with  basic  facts  about  computers 
and  taking  a good  look  at  your  practice’s  current  and  fu- 
ture needs. 

The  TMA  health-care  financing  department  has  de- 
veloped a checklist  for  physicians  seeking  either  to  add 
or  to  upgrade  a computer  system  in  their  practice.  Some 
of  the  major  points  to  consider  are: 

Do  I really  need  a computer  for  my  practice? 

The  answer  is  probably  "yes”  if: 

• A full-time  employee  spends  more  than  50%  of  his  or 
her  time  handling  claim  forms  and  billing. 

• You  spend  $300  or  more  a month  on  an  outside 
billing  service. 

• Your  staff  needs  5 or  more  days  to  complete  and  mail 
claims. 

• Your  turnaround  time  in  receiving  payments  from 
claims  is  more  than  15  days. 

• You  file  a moderate  to  high  volume  of  Medicare 
and/or  Medicaid  claims. 

How  do  I find  the  right  computer  system  vendor? 

• Many  county  medical  societies  have  extensively  re- 
searched firms  that  provide  hardware,  software,  and 
support  for  medical  offices,  and  can  provide  a list  of 
competent  and  reputable  companies. 

• Consider  hiring  an  independent  consultant  (one  with- 
out financial  ties  to  any  specific  hardware  or  software 
manufacturers)  to  assess  your  needs. 

• Many  computer  vendors  display  and  demonstrate 
their  products  at  physician  conferences,  such  as 
TMA’s  Annual  Session. 

• Consult  journals  such  as  Computing  Physician , 
Physicians  and  Computers , or  M.D.  Computing  to 
learn  about  the  latest  developments. 

• Talk  with  your  colleagues,  especially  those  within 
your  specialty,  about  their  experiences  with  various 
computer  products  and  vendors. 


I think  I’ve  found  a good  vendor. 

What  should  I know  about  them? 

• Where  their  headquarters  and  regional  offices  are  located. 

• How  long  they  have  been  in  business  and  how  long 
they  have  been  selling  medical  software. 

• The  number  of  clients  they  have,  the  number  of  sys- 
tems they  have  installed,  and  the  number  of  systems 
installed  in  your  specialty. 

• What  type  of  customer  support  system  (training,  as- 
sistance, upgrades,  800  numbers)  is  in  place,  and  if 
access  to  it  is  included  in  the  base  price. 

What  should  I know  about  their  product(s)? 

• Which  functions  (billing,  electronic  claims,  word  pro- 
cessing, etc)  are  part  of  a basic  package  and  which 
are  add-ons  at  extra  cost. 

• How  simple  or  difficult  the  products  are  to  use,  how 
much  training  you  and  your  staff  will  need,  and  how 
much  of  that  training  the  vendor  will  provide. 

• Based  on  an  assessment  of  your  needs  (yours  or  your 
consultant’s),  whether  this  product  can  fulfill  those  needs. 

• What  security  features  (passwords,  encryption,  etc) 
are  available. 

• What  type  of  hardware  is  needed  to  run  the  system. 

• What  operating  system  (DOS,  UNIX,  etc)  is  needed. 

What  should  I know  about  computer  hardware 
(terminals,  printers,  modems,  cables,  etc)? 

• That  it  is  from  a reputable,  brand-name  company, 
which  offers  an  industry-standard  warranty  and/or 
extended  service  contract  on  its  products. 

• Its  capability  to  expand  as  your  needs  change. 

• Costs  and  terms  of  the  service  contract,  including 
whether  qualified  local  service  representatives  are 
available  on  short  notice. 

• That  its  components  (processing  chips,  memory,  stor- 
age systems,  etc)  are  state-of-the-art  and  won’t  be 
rendered  obsolete  or  can  be  upgraded  if  a new  prod- 
uct is  developed  in  the  near  future. 

“A  key  point  to  remember  is  that  there  is  not  an  in- 
dustry-wide ‘standard  package’  that  is  offered,”  says 
David  Marcus,  PhD,  director  of  the  TMA  health-care 
financing  department.  “It  is  not  safe  to  assume  that  a 
product  will  do  what  you  think  it  ought  to  do;  every 
product  and  company  is  different.  So  don’t  hesitate  to 
ask  vendors  a lot  of  very  specific  questions  about  what 
their  product  will  and  won’t  do.” 

For  more  information,  contact  Bradley  Reiner  of 
TMA’s  health-care  financing  department  at  401  W 15th 
St,  Austin,  TX  78701,  or  call  him  at  (800)  880-1300  or 
(512)  370-1407.  For  other  sources  of  information,  see 
“More  information  on  medical  computing,”  p 40. 
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Fin  idea  whose  time  has  come  again? 

The  notion  of  using  computers  in  a medical  setting  is  hardly  new. 

More  than  a quarter  century  ago  computers  were  being  touted  in  the 
medical  literature.  As  early  as  1965,  research  papers  with  titles  like 
“Computers  and  Medical  Care”  and  “Cybernetic  Medicine”  were  predicting 
how  digital  technology  would  revolutionize  medical  practice. 

In  fact,  the  article  you  are  reading  isn’t  even  Texas  Medicine’s  first  com- 
puter cover  story.  In  November  1971,  Donald  H.  Brandt,  MD,  a Denison 
internist,  wrote  “Practical  applications  for  the  computer  in  the  physician’s 
office  today,”  in  which  he  discussed  his  experiences  with  a computer  termi- 
nal in  his  practice  and  reviewed  some  of  the  current  literature. 

In  his  article,  Dr  Brandt  asserted,  somewhat  prophetically,  that  the  use  of 
computers  in  medicine  was  inevitable,  if  not  quite  imminent,  and  that 
widespread  use  of  computers  by  physicians  “will  come  about  eventually  be- 
cause of  our  need  and  government  desires.” 

Quite  unlike  today’s  powerful,  easily  accessible,  and  relatively  inexpen- 
sive desktop  and  small  mainframe  computers,  those  of  the  early  1970s  were 
large,  expensive  machines  that  could  only  be  accessed  from  a remote  loca- 
tion through  “cathode  ray  tube”  terminals.  But  even  though  computers  have 
changed  dramatically,  Dr  Brandt’s  ideas  for  how  they  might  best  serve  physi- 
cians are  as  true  today  as  they  were  22  years  ago. 

In  1971,  he  projected  using  computers  for  bookkeeping,  medical  records, 
taking  medical  histories,  and  even  some  early  forms  of  diagnostic  assistance. 
Short  of  a few  modern  techno-wrinkles,  those  are  the  same  computerized 
medical  office  enhancements  that  are  “just  around  the  corner”  here  in  1993. 

Dr  Brandt,  now  retired,  said  recently  that  many  of  his  colleagues  did  not 
share  his  early  enthusiasm  for  computers. 

“Like  anything  that  is  new,  they  were  pretty  skeptical  about  them,  and 
some  were  even  afraid  of  them,”  he  said.  “But  now,  most  of  the  doctors  I 
worked  with  then  are  using  them.  I guess  I was  quite  a bit  ahead  of  my  time.” 
He  said  he  still  marvels  at  what  computers  can  do. 

“Compared  to  what  we  were  using  them  for  back  then,  it’s  just  amazing 
what  they  are  able  to  accomplish  with  them  now,”  he  said.  “These  new  ma- 
chines are  incredible.” 

One  of  Dr  Brandt’s  earliest  practical  uses  of  his  computer  occurred  when 
his  office  was  flagged  for  utilization  review  by  a computer  in  Washington, 
DC.  The  Medicare  surveyor  told  Dr  Brandt  that  the  government  computer 
said  his  office  was  seeing  too  many  patients  and  making  too  many  house  calls 
(remember,  this  was  1971).  The  bureaucrat  had  no  firm  numbers  to  back  up 
his  assertion,  just  a computer-generated  notice  that  there  was  a problem. 

But  Dr  Brandt  was  able  to  step  over  to  bis  computer  terminal,  punch  in  a 
few  simple  commands,  and  print  out  his  patient  visit  data  in  a report  that 
might  have  taken  his  office  staff  several  hours  or  days  to  produce  from  pa- 
per records.  Armed  with  his  printout  proving  that  the  office  was  indeed  in 
compliance,  Dr  Brandt  quickly  sent  the  civil  servant  on  his  way. 

If  only  they  could  be  dispatched  that  easily  these  days. 


style  consulting  sessions,  retrieval  of 
multimedia  continuing  medical  edu- 
cation (CME)  programs,  and  more. 

“As  more  hospitals  develop  net- 
works and  more  physicians  are  con- 
nected, the  database  will  become 
richer,”  he  said. 

In  1990,  some  20%  of  200-bed 
or  larger  hospitals  had  functioning 
networks,  according  to  Dr  Beck, 
who  believes  that  by  1995  almost  all 
hospitals  will  have  them.  And  the 
more  users  who  are  connected  to  the 
networks,  the  more  resources  will  be 
developed  for  them,  he  said. 

The  Houston  Medical  Center 
where  Dr  Beck  works  is  rapidly  be- 
coming a networked  environment, 
with  plans  to  become  completely 
networked  within  the  next  few 
years.  Other  major  hospitals  and 
medical  centers  in  the  state  are  be- 
ginning to  link  up,  he  said. 


Help  for  the  rural  physician 

Some  of  the  biggest  beneficiaries 
in  a networked  medical  environ- 
ment will  be  rural  physicians  and 
hospitals  once  the  technical  and  cost 
problems  are  solved,  according  to  Dr 
Beck.  Being  on  a network  would  al- 
low rural  physicians  access  to  the 
same  resources  as  their  urban  coun- 
terparts, in  some  cases  mitigating 
their  isolation. 

“In  our  research,  we  discovered 
that  rural  physicians  want  access  to 
the  literature  and  communication 
with  other  providers,”  he  said. 
“Their  demands,  in  terms  of  access 
to  other  providers,  are  fairly  high.” 

One  of  the  obstacles,  Dr  Beck 
said,  is  the  technical  limitations  in 
the  current  communications  system, 
particularly  the  phone  systems  in 
many  small  towns. 

“The  value  of  being  on  a net- 
work for  quicker  access  is  there  but 
the  costs  of  getting  that  kind  of  net- 
work connectivity  out  to  rural 
America  are  still  fairly  high,  because 
they  have  to  go  over  traditional  tele- 
phone wire,”  he  said.  “The  cost 
structure  is  such  that  it  is  not  really 
cost-effective  to  connect  networks 
out  to  the  last  mile  today.” 


Another  developing  technology  that 
depends  heavily  on  networks  in 
telemedicine.  Telemedicine  networks 
use  visual  communication  and  data 
links  to  allow  physicians  in  rural  prac- 
tices to  consult  one-on-one  with  special- 
ists located  hundreds  of  miles  away  in  a 
medical  school  or  hospital,  as  well  as  to 


exchange  data  and  radiological  images. 

Two  telemedicine  projects  are  in 
place  in  Texas:  MEDNET,  out  of 
Texas  Tech  University  Health  Sci- 
ences Center  in  Lubbock,  and  the 
Texas  Telemedicine  Project  in  Austin. 

Jane  Preston,  MD,  director  of  the 
Austin  project,  says  developing  high- 
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One  physician's  experience:  More  medicine,  less  hassle 


Not  quite  2 years  ago,  Robert  N.  Schnitzler,  MD,  a San  Antonio  cardiol- 
ogist with  one  of  the  largest  solo  practices  in  the  state,  took  a look  at  the 
condition  of  his  balance  sheet  and  didn’t  like  what  he  found:  Nearly  one 
third  of  his  receivables  were  180  days  or  more  in  arrears  and  it  was  taking 
an  extraordinary  amount  of  his  time  to  deal  with  them. 

After  deciding  to  fully  automate  his  office,  he  and  his  staff  spent  more  than 
100  hours  analyzing  their  needs  and  inspecting  various  hardware  and  soft- 
ware products  before  choosing  his  current  computer  system. 

Now,  Dr  Schnitzler  says,  fewer  than  5%  of  his  receivables  are  180  days 
outstanding  and  he  is  practicing  more  medicine  with  fewer  hassles. 

“First  and  foremost,  I’m  a physician  and  not  a businessman,”  he  said.  “The 
computer  allows  me  to  do  what  I do  best,  which  is  take  care  of  patients.” 

His  office,  which  employs  25  people,  has  10,000  square  feet  of  work 
space  and  handles  a large  volume  of  patients.  His  computer  system,  the 
VERSYSS  MENDS  II,  has  a main  processing  unit  with  17  terminals,  4 
stand-alone  personal  computers  (PCs),  and  6 printers.  The  system  is  an  inte- 
grated patient  information  and  billing  management  system  capable  of  han- 
dling billing,  receivables,  electronic  claims,  practice  management  reporting, 
patient  scheduling  and  tracking,  medical  records,  accounting,  word  process- 
ing, and  database  management.  It  is  one  of  several  similar  medical  office  sys- 
tems available  to  physicians. 

Dr  Schnitzler  said  that  manual  systems  or  partially  automated  systems 
may  serve  a small  practice,  but  their  use  is  limited. 

“As  the  practice  starts  to  grow,  the  immediate  thing  you  notice  is  that 
you  fall  behind  because  you  cannot  possibly  track  everything,”  he  said. 
“The  result  is  that  one  day  you  wake  up  and  realize  that  what  you  believed 
to  be  your  highly  efficient,  comfortable  system  has  suddenly  left  half  your 
practice  180  days  in  arrears,  and  you  didn’t  even  know  it  was  happening.” 

He  feels  that,  as  a whole,  medicine  lags  far  behind  other  professions  in  its 
use  of  computers  and  is  paying  a heavy  price  for  it. 

“If  you  were  to  have  somebody  come  into  your  office  and  look  at  it  on 
the  basis  of  efficiency,  and  they  knew  that  computers  were  available  but  you 
weren’t  using  them,  they’d  say  you  were  crazy,”  he  said.  “I’d  be  hard 
pressed  to  believe  that  a management  person  would  take  one  look  at  such 
an  operation  and  not  recommend  a computer  system  immediately.” 

And  while  all  that  technology  has  certainly  made  Dr  Schnitzler’s  financial 
affairs  run  more  smoothly,  he  adds  that  there  are  other,  less  tangible  benefits 
to  its  use. 

“What  some  people  fail  to  realize  when  they  are  looking  at  these  systems, 
at  least  initially,  is  that  the  return  on  investment  is  not  just  monetary,”  he 
said.  “What  I’ve  found  is  a salvage  of  time  and  efficiency  that  is  less  easy  to 
measure  but  makes  for  a much  more  pleasant  environment  for  a physician 
to  work  in.” 


tech  communications  networks  is 
critical  to  the  growth  of  telemedicine. 

“Telemedicine  can  transmit  its 
video  images  through  a computer 
network  using  compressed  data,  but 
the  preferred  mode  of  transmission 
is  over  fiber-optic  cables  or  mi- 
crowave transmissions,”  she  said. 
“While  you’d  be  surprised  how 
much  of  the  rural  areas  have  mi- 


crowave or  fiber-optic  lines,  the  ex- 
pansion of  those  further  into  rural 
areas  is  critical  to  telemedicine.” 

Rural  physicians  also  benefitted 
from  a project  recently  completed  by 
TMA’s  Library,  with  a grant  from 
the  National  Library  of  Medicine 
(NLM).  The  program  connects 
physicians  in  rural  East  Texas  to 
NLM’s  MEDLINE  database, 


through  which  physicians  can  re- 
quest copies  of  journal  articles  and 
other  materials. 

According  to  Susan  Brock,  direc- 
tor of  the  library,  the  $25,000  grant 
purchased  computer  terminals,  soft- 
ware, and  instruction  for  five  rural 
hospitals  to  give  physicians  and  staff 
access  to  the  TMA  Library  through 
the  Rural  Health  Information  Ser- 
vices Network. 

“This  is  a cost-effective  way  for 
us  to  take  this  kind  of  program  di- 
rectly to  the  rural  physician,  instead 
of  waiting  for  them  to  come  to  us,” 
Ms  Brock  said. 

The  scientific  and  academic  com- 
munity is  already  operating  in  a net- 
worked environment  called  Internet, 
which  is  actually  an  interconnection 
system  for  a large  group  of  networks. 

Originally  called  ARPANet  (Ad- 
vanced Research  Projects  Agency 
Network),  it  was  initiated  by  the 
military,  then  joined  by  elements  of 
the  National  Science  Foundation 
and  others.  Internet  allows  scientists 
to  communicate  with  other  scientists 
around  the  world  through  E-mail, 
and  to  exchange  computer  files.  It 
also  provides  a gateway  to  other 
databases  and  information  systems. 

A new  system,  recently  approved 
by  Congress  for  development  as  a 
public-private  enterprise,  is  the  Na- 
tional Research  and  Education  Net- 
work (NREN),  a high-speed  elec- 
tronic network  designed  to  be  an 
“information  superhighway,”  con- 
necting government,  industry,  uni- 
versities, and  libraries.  The  system 
will  allow  transmission  of  data 
about  25  times  faster  than  is  cur- 
rently available  and  access  to  super- 
computer facilities. 

Such  a network  will  allow  physi- 
cians and  scientists  to  more  readily 
exchange  information  and  to  collab- 
orate on  projects. 


From  fronl  office  Id  digitized  docloring 

The  primary  way  most  physicians 
have  used  computers  is  to  auto- 
mate the  financial  aspects  of  their 
practice. 

But  other  types  of  computer  pro- 
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grams  are  crossing  the  line  from 
support  functions  to  assist  physi- 
cians in  medical  decision-making 
and  in  some  cases,  even  performing 
delicate  surgical  procedures. 

Software  programs  using  ad- 
vanced functions  such  as  artificial 
intelligence  and  neural  networks  are 
beginning  to  find  use  as  physicians’ 
diagnostic  tools. 

One  physician,  Peter  Ravdin,  MD, 
PhD,  an  assistant  professor  in  oncolo- 
gy at  The  University  of  Texas  Health 
Science  Center  in  San  Antonio,  has 
done  extensive  research  using  a neural 
network  to  help  in  clinical  decision- 
making in  hreast  cancer  cases. 

“Neural  networks  are  basically 
pattern  recognition  systems,”  he 
said.  “They  can  be  trained  to  recog- 
nize voices,  features,  and  images, 
and  they  can  also  be  trained  to  no- 
tice features  in  a constellation  of  in- 
formation about  a patient  that  cor- 
relate with  the  probability  of  what 
the  outcome  will  be.” 

Dr  Ravdin  said  the  neural  net- 
work in  his  study  has  been  fed  a 
large  amount  of  data  on  breast  can- 
cer cases  and  outcomes  and,  based 
on  what  it  “learns”  from  patterns  in 
the  data,  can  predict  with  a fair 
amount  of  accuracy  which  patients 
are  likely  to  develop  recurrent  cancer. 

“The  way  this  neural  network 
works  is  that  you  show  it  hundreds 
and  hundreds  of  histograms,”  he 
said.  “The  program  essentially 
makes  a guess  as  to  whether  or  not 
the  patient  will  do  well  or  poorly. 
Then  there  is  a training  algorithm 
that  is  part  of  the  computer  program 
that  adjusts  the  program  itself  to 
make  it  more  accurate.  The  program 
gradually  learns  to  be  more  and 
more  precise.” 

He  said  that,  as  a control,  the 
network  is  shown  a second  set  of 
data  on  patients  it  has  never  seen  be- 
fore, and  it  analyzes  their  his- 
tograms and  predicts  outcome. 

He  said  one  of  the  strong  features 
of  a neural  network  is  that  it 
“learns”  without  direct  human  in- 
tervention. This  means  it  can  escape 
conventional  biases  about  how  deci- 
sions should  be  made  and  can  attain 
unexpected  insights  into  a problem. 


“A  neural  network  may  actually 
cue  on  features  that  you  never  even 
thought  were  significant  and  later 
you  see  that  the  system  actually  had 
insights  you  had  missed,”  Dr 
Ravdin  said. 

How  well  does  it  work?  Accord- 
ing to  Dr  Ravdin,  the  neural  net- 
work made  the  right  choice  37.5% 
of  the  time  in  determining  which  pa- 
tient out  of  a pool  of  96  was  a can- 
didate for  recurrent  breast  cancer. 
That  compares  favorably  to  five 
physicians  studying  the  same  96  cas- 
es whose  accuracy  rate  in  predicting 
recurrent  breast  cancer  ranged  from 
23.2%  to  31.2%. 

Dr  Ravdin  thinks  that  while  it 
might  be  some  time  before  such  sys- 
tems are  in  common  use,  neural  net- 
works will  eventually  have  a place  in 
physicians’  offices  and  hospitals. 

“Any  predictive  system  is  only  as 
good  as  the  database  that  it  uses,” 
he  said.  “We  could  use  this  system  if 
we  had  the  perfect  database  today, 
but  we  don’t.  One  of  the  things  that 
is  a major  drive  of  ours  over  the 
next  few  years  is  to  fill  in  the  infor- 
mation grid.” 

Another  high-tech  device  that  is 
being  closely  watched  is  a computer- 
driven  robot  used  in  certain  types  of 
surgeries.  Robodoc,  a system  devel- 
oped by  IBM  and  Integrated  Surgi- 
cal Systems  of  Sacramento,  Calif,  as- 
sists surgeons  in  carrying  out  a hip 
replacement  by  shaping  a bone  cavi- 
ty to  fit  an  implant. 

The  system  was  successful  in  ani- 
mal trials  and  was  first  used  in  a hu- 
man hip  replacement  late  last  year.  Its 
developers  said  the  surgery  was  a suc- 
cess, though  work  is  needed  to  make 
the  device  more  universally  accepted. 

The  advantage  in  the  operating 
room,  say  its  inventors,  is  that  a 
robot  device  can  offer  a steady  hand 
that  moves  precisely  along  a pre- 
scribed path  or  makes  tiny  incisions 
at  exact  locations. 


Computers  inthe  curriculum 

The  saying  that  you  can’t  teach 
an  old  dog  new  tricks  has  never 
really  applied  to  medicine: 


More  information 
on  medical  computing 


For  general  information: 

American  Medical 
Informatics  Society 
491 5 St  Elmo  Ave 
Bethesda,  MD  20814 
(301)  657-1291 

For  the  free  booklet,  "fl  Buyer’s 
Guide  for  Medical  Management 
Systems”: 

IBM  Corporation 
1501  LBJ  Freeway 
Dallas,  TX  75234 

For  information  on  filing  electron- 
ic claims  to  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Shield: 

Blue  Cross  and  Blue  Shield  of  Texas 
Provider  Automation  Department 
PO  Box  655924 
Dallas,  TX  75265-5924 

For  information  on  MEDLINE  or 
other  medical  literature  databases: 

TMA  Library 

401  W 15th  St 

Austin,  TX  78701 

(800)  880-1300  or  (512)  370-1551 

For  information  on  electronic 
claims  and  medical  computing: 

TMA  Committee  on 

Electronic  Claims 

Bradley  Reiner,  staff  liaison 

401  W 15th  St 

Austin,  TX  78701 

(800)  880-1300  or  (512)  370-1407 

For  more  information  on  computer 
vendors  and  clearinghouses,  most 
large  county  medical  societies 
have  lists  of  endorsed  firms.  Con- 
tact your  county  medical  society 
for  details. 


physicians  regularly  participate  in 
continuing  education.  But  few  peo- 
ple, even  physicians,  will  argue  with 
the  idea  that  it  is  easier  to  gain  a set  \ 
of  skills  and  knowledge  early  in 
one’s  education. 

American  medical  schools,  how- 
ever, are  still  grappling  with  the  is- 
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sue  of  computers  in  the  medical  cur- 
riculum, according  to  the  Institute 
for  Medical  Information  and  Tech- 
nology in  San  Francisco,  Calif. 

In  an  article  in  the  December  2, 
1992,  issue  of  the  Journal  of  the 
American  Medical  Association , 
John  D.  Rootenberg,  MD,  PhD,  of 
the  institute,  writes  that  while  most 
schools  plan  to  expand  the  com- 
puter science  requirements  of  their 
students,  fewer  than  20%  of  sur- 
veyed schools  currently  have  a re- 
quirement for  computer  literacy, 
defined  as  an  ability  to  use  comput- 
ers for  tasks  such  as  word  process- 
ing, literature  searches,  and  elec- 
tronic mail. 

While  most  (79.3%)  of  the  schools 
either  had  or  were  developing  a plan 
to  institute  such  a requirement,  Dr 
Rootenberg  concluded  that  medical 
informatics  is  still  several  years  away 
from  inclusion  in  the  curriculum. 

One  medical  school  that  is  some- 
what ahead  of  that  curve  is  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter in  Houston.  According  to 
Stephen  Fath,  PhD,  director  of  the 
educational  computer  service  for  the 
school,  his  office  is  rare  among  med- 
ical schools,  though  he  doesn’t  ex- 
pect that  to  last. 

“We  started  this  office  with  the 
idea  that  we  would  support  student 
computing  activities,”  he  said. 
“What  quickly  happened  is  we  be- 
came a focus  for  all  kinds  of  com- 
puting activities,  since  there  was  no 
computer  science  department  like 
you  would  have  on  a regular  univer- 
sity campus.  We’ve  finally  caught  up 
with  that  and  now  we’re  involved 
with  aspects  of  clinical  and  research 
computing,  administrative  comput- 
ing, and  networking.” 

Dr  Fath  said  teaching  medical  infor- 
matics is  slowly  becoming  a priority. 

“Here  at  UT  in  Houston,  it  was 
by  choice  that  we  started  integrating 
computers  into  our  curriculum,”  he 
said.  “This  office  was  set  up  to  do 
just  that,  and  it’s  taken  a lot  of  work 
with  specific  faculty  members  to  get 
them  to  see  the  computer  as  another 
learning  resource.” 

Dr  Fath  said  despite  some  initial 
resistance,  computers  are  being  used 


more  often  by  both  students  and 
professors. 

“I  think  what  we  are  seeing  more 
of  is  the  computer  as  another  kind 
of  supplement  to  the  lectures,  in  the 
same  way  a student  can  come  down 
and  watch  a videotape  or  read  some 
special  articles  in  a learning  resource 
center,”  he  said. 


High-touch  meets  high-tech 

Thanks  to  the  influence  of  medi- 
cal informatics,  medicine  seems 
poised  for  major  changes  in  the 
near  and  long  term. 

While  the  ability  to  gain  access  to 
medical  information  and  to  ex- 
change data  within  a networked 
health-care  system  is  the  cornerstone 
of  medical  informatics,  experts  say 
there  are  other,  compelling  reasons 
for  physicians  to  possess  high-level 
computer  skills. 

Dr  Rootenberg  of  the  Institute 
for  Medical  Information  and  Tech- 
nology wrote  in  JAMA  that  recent 
changes  in  medicine  will  increase  in- 
formation demands  on  physicians. 

“Physicians  will  be  increasingly 
required  to  analyze  clinical  data  for 
everything  from  medical  outcomes 
to  resource  utilization  to  quality  of 
care  assessment,”  he  said.  “With  the 
advent  of  practice  guidelines  and  in- 
creasing acceptance  of  total  quality 
management,  the  clinical  use  of 
computers  to  qualitatively  and  quan- 
titatively monitor  compliance  and 
analyze  outcomes  is  unavoidable.” 

Dr  Beck  at  Baylor  sees  computer- 
literate  physicians  operating  in  a net- 
worked environment  as  the  norm  in 
the  near  future. 

“Physician  networks  are  com- 
ing,” he  said.  “Right  now,  it  is  possi- 
ble for  the  physician  with  a very 
small  investment  to  build  a pretty 
nice  system  to  take  care  of  his  or  her 
literature  needs  and  ability  to  com- 
municate with  peers.  Increasingly, 
national  organizations  are  building 
and  supporting  networks  for  peer 
communication. 

“Things  like  diagnostic  systems 
and  true  electronic  medical  records 
are  years  away,  but  they  aren’t  going 


to  get  here  unless  we  first  start  devel- 
oping the  systems  we  have,  which 
means  that  your  local  hospital,  your 
local  clinic  needs  to  think  about  net- 
working, electronic  mail,  the  litera- 
ture, results  review  and  some  limited 
diagnostic  support  systems,”  he  said. 

Drs  Rootenberg,  Beck,  and  others 
say  medical  informatics  may  be  the 
next  medical  subspecialty  — physi- 
cians who  use  high-speed  computers 
to  enhance  their  clinical  skills. 

The  result,  many  hope,  is  that  the 
low-tech,  high-touch  art  and  science 
of  medicine  can  merge  with  the  high 
technology  precision  of  digital  infor- 
mation to  boost  the  physician’s  pow- 
er to  heal.  ★ 
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More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Systems  Plus.  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 
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Contact  your  local  dealer 
for  more  information 

Management  Solutions 

Arlington,  Tx  800/275-5266 

BMI 

Dallas,  Tx  214/423-3101 

Medical  Systems,  Inc. 

Dallas,  Tx  214/342-0789 

Texas  Medical 
Systems,  Inc. 

Dallas,  Tx  800/551-4588 

Independent  Consulting 
Experts 

Alvin,  Tx  713/585-4767 

Advanced  Medical 
Management,  Inc. 

Houston,  Tx  713/789-0030 

Management  Integrated 
Solutions,  Inc./CCMS,  Inc. 

Houston,  Tx  713/580-6717 

Healthcare  Computers,  Inc. 

Houston,  Tx  713/465-9956 

Medical  Design  & Images 
Austin,  Tx  512/454-6774 

Tyme  Healthcare  Systems 

Austin,  Tx  512/331-4667 

DRG  Associates 

San  Antonio,  Tx  210/336-2188 

Computerland  Medical 
Consulting 

Lubbock,  Tx  806/792-3835 

Unisource  Computer 
Systems,  Inc. 

Corpus  Christi,  Tx  512/855-4462 

Compatible  Micro 
Solutions,  Inc. 

El  Paso,  Tx  915/833-7011 
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New  Medicaid  payment 
system  brings  more 
physicians  into  program 

At  the  urging  of  TMA 
and  other  organizations,  the 
Texas  Department  of  Human 
Services  (TDHS)  adopted  a new  pay- 
ment schedule  for  the  state’s  Medi- 
caid program  early  in  1992,  hope- 
fully planting  seeds  to  cultivate  more 
physician  participation. 

Statistics  released  late  last  year  by 
TDHS  show  that,  in  fact,  the  number 
of  physicians  seeing  Medicaid  pa- 
tients has  grown,  and  the  program’s 
proponents  are  optimistic  that  an  in- 
creased number  of  Texas’  poor,  par- 
ticularly pregnant  women  and  young 
children,  will  be  served  in  the  future. 

“It  has  made  a major  difference,” 
said  Sherri  Tally,  MD,  a family 
physician  in  Fort  Stockton.  “The 
more  physicians  who  participate,  the 
better  care  we  can  provide,  and  that 
makes  it  easier  for  all  of  us  who  pro- 
vide care  for  indigent  patients  to  he 
able  to  provide  that  care.” 

For  several  years  prior  to  1992, 
the  reimbursement  levels  for  Medi- 
caid services  were  well  below  most 
physicians’  costs.  Because  many 
physicians  had  stopped  accepting 
Medicaid  patients,  those  who  con- 
tinued in  the  program  were  forced 
to  severely  limit  the  number  of  pa- 
tients they  saw.  On  April  1 of  last 
year,  TDHS  adopted  a modified 
form  of  Medicare’s  resource-based 
relative  value  scale  (RBRVS),  a sys- 
tem that  generally  reimburses  prima- 
ry care  services  at  a higher  level  and 
lowers  payments  for  procedures. 

The  result  has  been  a significant 
jump  in  the  number  of  Texas  physi- 
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cians  participating  in  Medicaid,  ac- 
cording to  statistics  released  by 
TDHS.  Between  the  first  and  third 
quarters  of  1992  (immediately  be- 
fore and  6 months  after  implement- 
ing the  new  reimbursement  sched- 
ule), the  overall  number  of 
physicians  participating  increased 
4.1%  statewide. 

In  some  urban  areas,  the 
increases  were  more  dra- 
matic. For  instance,  in  El 
Paso  County,  participation 
was  up  12.9%,  Harris 
County,  10%,  Dallas  Coun- 
ty, 7.4%,  and  Travis  Coun- 
ty, 9.5%. 

Some  rural  areas 
showed  similar  gains.  Mav- 
erick County,  an  area 
along  the  Texas-Mexico 
border  that  contains  Eagle 
Pass,  showed  a 20%  in- 
crease in  Medicaid  partici- 
pation. In  Fort  Bend  Coun- 
ty in  Southeast  Texas,  it 
was  up  16.1%,  Cameron 
County  in  the  Rio  Grande 
Valley  showed  an  8%  jump,  and  in 
Hidalgo  County,  also  in  the  Valley, 
there  was  a 12.1%  increase. 

The  number  of  physicians  across 
the  state  seeing  a high  volume  of 
Medicaid  patients  (100  or  more 
clients  per  quarter)  increased  by 
9.5%  during  the  same  period. 
Among  physicians  seeing  a medium 
volume  (30  to  99  clients),  there  was 
a 7.4%  increase,  and  a 2.2%  in- 
crease among  low  volume  (less  than 
30  clients)  physicians. 

All  this  has  resulted  in  a 12.5% 
statewide  increase  in  the  number  of 
new  Medicaid  patients  seen,  accord- 
ing to  TDHS. 

Both  rural  and  urban  physicians 
say  the  new  payment  system  has 
helped  them  accept  Medicaid  pa- 
tients without  having  to  turn  away 


new  patients  or  close  their  practices 
completely. 

Dr  Tally,  who  runs  what  she  calls 
a West  Texas  “frontier  rural  prac- 
tice,” said  limiting  the  number  of 
Medicaid  patients  she  saw  was  not 
an  option,  so  the  new  payment  sys- 
tem made  a major  difference. 

“The  changes,  particu- 
larly in  the  codes  those  of 
us  in  primary  care  use  the 
most  frequently,  have  real- 
ly helped  a lot,”  she  said. 
“It  sure  does  make  a differ- 
ence in  our  ability  to  make 
a living  while  taking  care 
of  Medicaid  patients.” 

John  McKenzie,  MD,  a 
family  physician  in  Gilmer 
in  rural  East  Texas,  said 
his  practice  has  definitely 
seen  the  effects  of  the  new 
program. 

“The  way  I had  it 
figured,  1 lost  about  $5  per 
person  that  I saw  under  the 
old  system,”  he  said.  “For 
the  first  time,  it  actually 
covers  the  expenses  and  I even  get  a 
little  bit.  When  seeing  a Medicaid 
patient  is  not  a loss,  it  allows  you  to 
see  more  of  them.” 

He  said  the  old  system  led  to 
cost-shifting  in  his  office. 

“What  happened  was  that  the 
next  person  in  line  was  the  one  pay- 
ing the  bills,  and  I had  to  make  sure 
there  were  enough  of  them  to  cover 
the  cost  of  seeing  my  Medicaid  pa- 
tients,” he  said.  “I  don’t  have  to  do 
that  anymore.” 

Stephen  Whitney,  MD,  reports  a 
similar  result  from  a very  different 
setting:  a high-volume,  family 
practice  clinic  in  Houston’s  Fifth 
Ward,  which  he  describes  as  a slum 
area.  For  a long  time,  his  was  one 
of  only  a few  practices  in  the  city 
accepting  Medicaid. 
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“What  it  did  was  allow  some 
people,  as  in  my  case,  to  stay  in 
business,”  he  said.  “We  have  at 
times  had  to  limit  our  Medicaid 
practice  — something  I thought  I 
would  never  have  to  do  — simply 
because  we  could  not  afford  to  con- 
tinue to  take  them.  There  were  so 
few  people  in  the  city  providing 
Medicaid  care,  particularly  to  chil- 
dren, that  they  would  take  all  our 
available  slots,  and  we  could  not 
make  an  adequate  income  to  keep 
our  doors  open.” 

He  said  the  program’s  emphasis 
on  prenatal  and  well-child  care, 
through  the  Early  and  Periodic 
Screening,  Diagnosis,  and  Treatment 
(EPSDT)  program,  is  its  biggest  asset. 

“They  are  finally  emphasizing 
what  they  should  be,  which  is  well- 
child  and  preventive  care,”  he  said. 
“The  EPSDT  program  has  been 
shown  for  years  to  be  one  of  the  few 
things  that  has  saved  the  program 
more  money  than  it  costs.” 

Eeslie  Lanham,  director  of  the 
Texas  office  of  the  Children’s  Defense 
Fund,  says  the  changes  made  in  Med- 
icaid appear  to  be  reaching  those 
people  at  whom  they  were  aimed. 

“Previously,  the  problem  was  that 
there  just  wasn’t  access  to  services,” 
she  said.  “When  Medicaid  tried  to  re- 
cruit physicians  as  EPSDT  providers, 
they  were  getting  doors  closed  in  their 
face.  Now  physicians  are  calling  up 
and  asking  ‘How  do  I sign  up?”’ 

TMA  has  published  “Medicaid 
— Take  Another  Look,”  a booklet 
outlining  the  new  Medicaid  payment 
system,  which  provides  instructions 
for  enrollment,  participation,  and 
filing  claims.  It  is  available  for  $59 
to  TMA  members  and  $120  to  non- 
members. To  order  a copy,  contact 
the  TMA  Practice  Management  De- 
partment at  (800)  880-1300,  or 
(512)  370-1421. 


CLIA  inspection  of 
physician  office  labs  to 
begin  this  year 

# # [ J E L L o . I’m  from  the 
government,  and  I'm 
I here  to  inspect  your 
office  laboratory.” 

Texas  physicians  who 
operate  medical  laborato- 
ries will  hear  those  words 
from  a representative  of 
the  federal  Health  Care 
Financing  Administration 
(HCFA)  sometime  before 
the  end  of  1994. 

According  to  regula- 
tions set  forth  under  the 
Clinical  Laboratory  Im- 
provement Amendments  of 
1988  (CLIA),  all  physician 
office  laboratories  (POLs) 
registered  with  the  pro- 
gram who  are  not  accredit- 
ed by  a private  agency 
must  undergo  an  inspec- 
tion during  the  first  2 years 
of  the  program.  Most  moderate  com- 
plexity POLs  will  find  that  private  ac- 
creditation is  not  cost-effective. 

So  what  can  a physician  and  his  or 
her  office  staff  expect  when  a CLIA 
lab  inspector  knocks  on  their  door? 

Texas  Medicine  asked  officials 
from  the  Texas  Department  of 
Health  (TDH)  Bureau  of  Licensing 
and  Certification,  the  agency  that 
will  conduct  inspections  on  behalf  of 
HCFA,  to  discuss  what  the  process 
will  be  like. 

We  talked  with  Maurice  Shaw, 
acting  associate  commissioner  for 
special  health  services,  and  Rita 
Broad,  director  of  programs  for 
the  Bureau  of  Licensing  and 
Certification.  They  are  in  charge  of 
the  current  inspection  program  for 
clinical  laboratories  in  Texas  and 


will  expand  their  staff  to  add  inspec- 
tion of  medium  complexity  POLs. 

A visit  from  a lab  inspector  is 
certainly  not  an  occasion  for  con- 
cern, according  to  Mr  Shaw,  but  it 
definitely  is  a time  for  which  a 
physician  and  his  or  her  office  staff 
should  prepare. 

“Our  initial  inspection 
will  be  primarily  educa- 
tional,” he  said.  “We  will 
be  looking  at  how  the  lab 
is  set  up,  check  to  see  if 
documentation  is  in  order, 
and  observe  how  the  lab 
is  operated.  Our  goal  is  to 
see  that  they  are  operating 
their  labs  properly  and  to 
help  them  correct  any 
problems.” 

Unless  an  inspection  is 
prompted  by  a complaint, 
the  physician  will  have  3 
days  notice  before  an  in- 
spection. The  inspector 
will  arrive  at  the  physi- 
cian’s office,  announce  that 
he  or  she  is  there  to  con- 
duct a lab  inspection,  and  present 
identification  to  the  receptionist.  Em- 
ployees of  the  Texas  Department  of 
Health  carry  a light  blue,  laminated 
card  identifying  them  as  TDH  em- 
ployees. One  side  of  the  card  con- 
tains the  employee’s  name,  job  title, 
and  state  ID  number;  the  other  side 
will  have  a black-and-white  photo 
and  thumbprint.  Inspectors  may,  in 
addition,  carry  credentials  from 
HCFA,  though  a description  of  such 
was  not  available. 

Standard  procedure,  according  to 
Ms  Broad,  is  to  have  an  entrance  con- 
ference with  the  physician  and  any  lab 
staff  to  set  out  the  procedures  and 
identify  what  documents  and  materi- 
als the  inspector  needs  to  examine. 

According  to  Ms  Broad,  the  major 
areas  inspectors  will  examine  are: 


“WE  WILL 

BE  LOOKING  AT 

HOW  THE  LAB 

IS  SET  UP, 

CHECK  TO 

SEE  IF 

DOCUMENTATION 
IS  IN  ORDER, 
AND  OBSERVE 

HOW  THE  LAB 
IS  OPERATED.” 
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HCFA  extends  CLIA  grace  period  to  March  1 

Bowing  to  pressure  from  TMA,  AMA,  and  others,  the 
Health  Care  Financing  Administration  (HCFA)  has  extended  to  March 
1,  1993,  the  deadline  for  physicians  and  laboratories  to  obtain  a regis- 
tration number  for  the  Clinical  Laboratory  Improvement  Amendments 
(CLIA)  program.  After  that  date,  physicians  filing  Medicare  claims  for  labo- 
ratory services  must  include  a CLIA  number  that  matches  the  CLIA  number 
on  file  with  HCFA,  or  risk  having  that  claim  rejected. 

According  to  HCFA,  when  the  grace  period  ends.  Medicare  will  notify 
physicians  if  records  do  not  indicate  a CLIA  number  on  file.  At  that  point 
physicians  will  have  the  option  to: 

• Correct  the  carrier’s  record  by  providing  their  CLIA  number. 

• Request  application  forms  to  register  their  lab  under  CLIA. 

• Stop  performing  laboratory  tests. 

HCFA  says  that  payment  of  a claim  will  not  be  denied  until  a physician 
has  been  given  an  opportunity  to  comply  with  the  regulations. 

Questions  about  your  lab’s  registration  status  or  the  CLIA  program  in 
general  may  be  directed  to  HCFA’s  CLIA  Hotline  at  (410)  290-5850  or  to 
the  Texas  Department  of  Health  Licensing  and  Certification  Division  at 
(512)  834-6650. 


Procedure  manual 

Inspectors  will  want  to  see  a written 
procedure  manual  that  spells  out  all 
policies  and  procedures  regarding  lab 
operations,  including  testing  systems 
for  lab  equipment,  quality  control 
and  quality  assurance  procedures, 
and  specific  responsibilities  and 
duties  (job  descriptions)  for  each  per- 
son who  performs  laboratory  func- 
tions. “We  look  to  see  that  the  proce- 
dure manual  has  a test  directory,” 
she  said.  “It  should  have  a step-by- 
step  routine  for  performing  all  tests 
the  laboratory  is  set  up  to  perform.” 

Patient  test  management 

Inspectors  will  want  to  see  docu- 
mentation of  and  observe  how  a pa- 
tient’s lab  work  is  handled,  from  the 
gathering  of  a specimen  through  the 
recording  and  reporting  of  the  re- 
sults. “We  like  to  trace  one  patient 
through  the  entire  process,”  Ms 
Broad  said.  “We  like  to  watch  the 
testing,  check  the  quality  control 
procedures,  see  that  personnel  fol- 
low manufacturers’  instructions  on 
the  equipment,  and  so  on.  If  by  fol- 
lowing one  case  we  find  that  the  lab 
is  managing  patients  properly,  that 
is  a good  indication  to  us  that  their 
procedures  are  sound.” 


Quality  control  (QC) 

Inspectors  will  look  for  written 
guidelines  and  documentation  that 
proper  maintenance  records  are  kept 
on  lab  equipment,  that  the  equip- 
ment is  maintained  according  to 
manufacturers’  instructions,  and  that 
written  labs  procedures,  such  as  log- 
ging samples,  are  being  followed. 
“Most  people  do  these  things  all  the 
time;  they  just  don’t  write  them 
down”  she  said.  “It  is  very  important 
to  document  everything  done  in  this 
area.  Inspectors  will  assume  that  if  it 
isn’t  written  down,  it  didn't  happen.” 

Personnel 

Inspectors  will  want  to  see  docu- 
mentation of  the  credentials  for  all 
laboratory  staff  members.  POLs 
should  file  copies  of  all  diplomas, 
GED  certificates,  certification  of 
training  courses,  and  other  docu- 
ments pertinent  to  staff  members’ 
qualifications.  If  a degree  title  does 
not  specify  that  the  staff  member 
has  specific  scientific  qualifications 
(ie,  bachelor  of  arts),  then  a copy  of 
a transcript  showing  that  appropri- 
ate course  work  was  taken  should 
be  included.  After  the  first  2 years  of 
the  lab’s  operation,  this  file  should 
also  contain  documentation  of  on- 
going staff  training. 


Quality  assurance  (QA) 

Since  QA  procedures  will  be  new  to 
most  labs,  inspectors  will,  on  their 
first  visit,  look  to  see  that  progress  is 
being  made  towards  their  develop- 
ment. QA  procedures  will  include 
use  of  standardized  reporting  forms 
and  logs  to  record  all  problems, 
complaints,  and  corrective  actions 
taken,  documentation  of  continuing 
employee  competency  through  train- 
ing, and  documentation  of  an  ongo- 
ing system  of  monitoring  and  evalu- 
ation of  overall  quality.  QA 
procedures  will  be  examined  in  sub- 
sequent inspections  made  after  the 
initial  2 years  of  the  program. 

According  to  Ms  Broad,  inspec- 
tors will  either  schedule  an  exit  con- 
ference and  present  a written  sum- 
mary on  what  they  have  learned  and 
discuss  any  deficiencies,  or,  if  that  is 
not  possible,  a report  will  be  mailed 
to  the  physician  within  10  days  after 
the  inspection. 

“If  we  discover  deficiencies,  we 
will  point  them  out  to  the  physician 
as  an  educational  tool,”  she  said.  “We 
will  not  hand  out  any  sanctions  unless 
we  determine  that  patient  safety  is 
threatened  by  a lab’s  procedures.” 

When  a deficiency  is  noted  in  an 
inspector’s  report,  the  physician 
should  respond  within  10  days  with  a 
detailed  plan  to  remedy  the  deficiency. 

“In  later  inspections,  we  will 
want  to  see  what  specific  actions  are 
taken  to  remedy  the  deficiency,”  she 
said.  “It  could  be  something  as  sim- 
ple as  a document  we  needed  that 
we  never  saw,  and  that  is  easily  cor- 
rected. As  a general  rule,  if  we  don’t 
see  it,  we  write  it  up,  so  it  pays  to 
provide  the  inspectors  with  all  the 
documents  they  ask  for.” 

In  general  terms,  Ms  Broad  said 
POLs  should  provide  inspectors 
with  a work  area  in  the  office,  either 
a spare  desk  or  a table  large  enough 
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to  use  a portable  computer.  Staff 
members  should  cooperate  with  all 
reasonable  requests  for  documents, 
she  said,  adding  that  inspectors  will 
take  great  care  to  protect  the 
confidentiality  of  any  patient  records 
they  see.  It  is  very  helpful  if  the 
physician  can  be  present  for  all  of 
the  inspection,  though  it  may  not  be 
possible  or  practical,  she  said,  due  to 
patient  care  duties. 

Physicians  and  staff  should  treat 
inspectors  with  the  basic  courtesies 
they  would  any  visitor  in  the  office, 
such  as  providing  coffee  or  use  of  a 
telephone,  but  they  need  to  remem- 
ber that  inspectors  are  government 
employees  and  cannot  accept  any 
gifts  or  offers  of  significant  value, 
such  as  a meal  or  transportation. 

To  assist  physicians  in  under- 
standing and  meeting  CLIA  regula- 
tions, TMA  has  prepared  a package 
of  materials  titled  “CLIA  Compli- 
ance: A Self-Learning  Manual/Audio- 
tape Program.”  The  kit  contains  a 
guide  to  the  regulations,  which  out- 
lines steps  POLs  should  take  in 
bringing  a lab  into  compliance,  and 
an  audiotape  of  a TMA-sponsored 
seminar  on  CLIA  regulations.  In  ad- 
dition, physicians  who  purchase  the 
package  will  receive  materials  from 
the  CLIA  Information  Service,  which 
provides  regular  updates  in  CLIA 
certification,  regulations,  and  infor- 
mation on  accreditation  services. 

The  CLIA  Compliance  package  is 
available  to  members  for  $89  and  to 
nonmembers  for  $165.  To  order, 
send  a check  to  Texas  Medical  Asso- 
ciation, Practice  Management  — 
Publications,  401  W 15th  St,  Austin, 
TX  78701,  or  call  (800)  880-1300 
or  (512)  370-1411.  ★ 


TMA  announces  practice  management 
seminars  for  1993 

The  Texas  Medical  Association  Practice  Management  De- 
partment is  planning  dozens  of  informative  and  educational  workshops 
to  help  physicians  and  their  office  staff  run  more  efficient  medical  prac- 
tices. All  programs  are  for  physicians  unless  otherwise  noted. 

Here  are  the  seminars  planned  for  1993: 


Workshop 

Date 

Location 

Improving  Your  Practice 

Productivity  and  Performance 

March 

3 cities 

Reducing  Risk  in  Medical 

Office  Management  (Staff) 

March-June 

7 cities 

Coding  and  Collecting  in  the  90s 

April-May 

September 

8 cities 

6-8  cities 

Collections 

April  or  May 

3-5  cities 

Your  Burden  of  Proof: 

Preventing  the  High  Cost  of  Failure 
to  Diagnose  Claim  (HB  18  credit) 

April-June, 

August- 

December 

18  cities 

The  Brain-Damaged  Infant 

June-August 

8 cities 

Workers  Compensation  and  Level  of  Service 

July 

8 cities 

Medical  Office  Management 

Institute  (for  Staff) 

July-August 

3 cities 

Assertive  Compassion: 

Staff-Patient  Communications 

July-October 

7 cities 

Medicare 

November- 
Decent  ber 

8 cities 

How  to  Get  Started  in  Medical  Practice 

November 

3-4  cities 

How  to  Run  a More  Profitable  Practice 

December 

3-4  cities 

More  workshops  may  be  added  later  in  the  year  and  dates  may  change. 
Watch  your  mail  and  TMA’s  Action  newsletter  for  more  details.  Exact  dates 
and  locations  for  each  workshop  are  available  from  the  TMA  Practice  Man- 
agement Department,  401  W 15th  St,  Austin,  TX  78701-1680,  (800)  880- 
1300  or  (512)  370-1411. 
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♦ 250  Category  1 AMA  PRA  credit  hours  at  Annual  Session 

♦ Quick  access  to  MEDLINE  searches,  books,  900  medical 
journals  through  TMA  Library 

+ Manpower  studies 
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nervous  system  involvement  with 
these  disturbances,  and  they  can  be 
localized  or  they  can  be  not  local- 
ized,” he  adds.  “It  would  be  of  im- 
portance to  know  th 
specific  organic  factors 
and  the  secondary  compli- 
cations that  can  occur 
with  these  patients,  who 
are  frequently  seen  initial- 
ly by  psychiatrists  and  later 
confronted  with  the  fact 
that  it’s  medical.” 

In  addition  to  viral  disor- 
ders,  the  section  on  psychiatry 
will  cover  a variety  of  other  areas  in 
which  psychiatric  issues  arise: 

• Cardiac  disease:  Edwin  H. 
Cassem,  SJ,  MD,  Boston,  Mass. 

• Gastrointestinal  disorders:  R. 
Bruce  Lydiard,  PhD,  MD, 
Charleston,  SC. 

• Obstetrics  and  gynecology:  Lee  S. 
Cohen,  MD,  Boston,  Mass. 

• Traumatic  brain  injury:  Stuart  C. 
Yudofsky,  MD,  Houston. 

• Oncology:  Norman  Decker,  MD, 
Houston. 

• Chronic  pain:  A.  David  Axelrad, 
MD,  Houston. 


we  learn  about  mind-brain-body 
kinds  of  interactions  — that  physi- 
cians really  need  to  be  cognizant  of  all 
the  interplays,”  he  said. 

Numerous  other  contin- 
uing medical  education 
(CME)  programs  in  the  ar- 
eas of  cardiology,  neurolo- 
gy, endocrinology/internal 
medicine,  oncology,  pedi- 
atrics, ophthalmology,  public 
health,  and  many  more, 
with  a special  focus  on  pri- 
mary care,  have  been  planned 
for  annual  session,  scheduled 
May  13-16.  More  than  30  different 
scientific  programs  are  planned  dur- 
ing the  conference. 

A special  four-page  insert  about 
annual  session  was  included  in 
Texas  Medicine  in  January  and  will 
be  repeated  in  the  March  issue.  For 
more  information,  contact  Jane  But- 
terfield in  TMA’s  annual  session  and 
meeting  management  department  at 
(800)  880-1300  or  (512)  370-1452. 

House  of  Delegates 
backs  measure  to  boost 
primary  care 
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Annual  session  program 
to  discuss  psychiatric 
aspects  of  medical  illness 

DO  YOUR  PATIENTS’  ILLNESSES 
sometimes  cross  the  bridge  be- 
tween mind  and  body,  be- 
tween — for  example  — cardiology 
and  psychiatry?  Do  patients  with 
combined  medical  and  psychiatric 
disorders  lead  you  through  a diag- 
nostic maze? 

A program  on  psychiatric  aspects 
of  medical  illness  geared  to  nonpsy- 
chiatric physicians  will  be  presented 
at  the  Texas  Medical  Association’s 
126th  Annual  Session  at  the  George 
R.  Brown  Convention  Center  in 
Houston.  The  program,  from  9 am  to 
4:45  pm  Friday,  May  14,  1993,  will 
be  presented  by  annual  session’s  Sec- 
tion on  Psychiatry  in  conjunction  with 
the  Texas  Society  of  Psychiatric  Physi- 
cians and  Texas  Department  of  Men- 
tal Health  and  Mental  Retardation. 

Among  the  topics  to  be  covered 
is  the  psychiatric  aspect  of  AIDS  and 
other  viral  disorders,  which  will  be 
discussed  by  Francisco  Fernandez, 
MD,  chief  of  psychiatric  consulta- 
tion services  at  St  Luke’s  Episcopal 
Hospital  in  Houston. 

“Doctors  oftentimes  have  puz- 
zling and  bizarre  cases  that  have 
been  thought  and  presumed  to  be 
psychiatric  and  later  found  to  have  a 
specific  viral  etiology,”  he  said.  “In 
reality  all  the  viral  encephalitides 
have  been  ranked  with  syphilis  as 
the  great  imitator  in  terms  of  mim- 
icking psychiatric  disorders. 

“More  fascination  and  more  re- 
cent applications  of  medical  technol- 
ogy to  these  cases,  as  with  HIV,  have 
demonstrated  that  there  is  central 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


“I  tried  to  pick  topics  that  would 
address  a fairly  broad  range  of  inter- 
ests in  medicine,  as  well  as  topics 
that  are  challenging  or  current,”  ex- 
plained Bernard  M.  Gerber,  MD, 
president-elect  of  the  Texas  Society 
of  Psychiatric  Physicians  (TSPP), 
who  as  section  secretary  organized 
speakers  for  the  program.  The  sec- 
tion is  chaired  by  David  F.  Briones, 
MD,  El  Paso,  who  is  current  presi- 
dent of  TSPP. 

Dr  Gerber  believes  it’s  important 
for  nonpsychiatric  physicians  and  psy- 
chiatrists to  work  together.  “It’s  al- 
ways been  true  in  medicine  — and 
probably  increasingly  true  the  more 


The  T M A House  of 
Delegates  has  approved  a mea- 
sure strongly  supporting  the  de- 
velopment of  programs  to  increase  the 
number  of  primary  care  physicians 
among  future  graduates  in  Texas 
medical  schools,  but  delegates 
stopped  short  of  endorsing  admissions 
criteria  that  would  mandate  a certain 
number  of  primary  care  graduates. 

Delegates,  meeting  November 
20-21  in  Austin,  approved  much  of  a 
report  of  the  Council  on  Medical  Ed- 
ucation that  called  for  TMA,  in  recog- 
nizing the  current  shortage  of  primary 
care  physicians,  to  endorse  several  ap- 
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MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Silent  Care  Clinic  staff  to  speak  the  language  of  the  deaf 

The  University  of  Texas  Health  Science  Center,  Houston  — When  patients 
at  Houston’s  Silent  Care  Clinic  describe  their  symptoms  to  doctors,  they 
probably  won't  use  English  or  Spanish  — they’ll  use  sign  language.  The  recent- 
ly opened  general  medicine  clinic  serves  the  320,000  deaf  or  hearing-impaired 
people  in  Harris  County.  All  physicians  at  the  clinic,  located  at  Hermann  Hos- 
pital, know  or  will  learn  sign  language,  and  on-site  interpreters  are  available 
to  accompany  patients  to  other  departments,  labs,  and  the  pharmacy.  Many  of 
the  doctors  became  involved  with  Silent  Care  because  they  have  hearing-im- 
paired friends  or  family  members,  according  to  Susan  D.  Mueller,  MD,  an  as- 
sistant professor  of  medicine  who  is  also  medical  director  of  the  clinic. 

Safe  dose  of  taxotere  is  target  of  Texas  study 

The  University  of  Texas  M.D.  Anderson  Cancer  Center,  Houston  — The 
search  for  a drug  that  acts  against  ovarian  and  breast  cancer  and  comes 
from  an  easily  renewable  resource  has  resulted  in  taxotere.  While  a related 
drug,  taxol,  derives  front  the  relatively  scarce  bark  of  the  Pacific  yew  tree,  the 
semisynthetic  taxotere  derives  from  the  abundant  European  yew’s  needles. 
Richard  Pazdur,  MD,  associate  professor  of  medicine  at  M.D.  Anderson,  led 
one  of  the  first  trials  in  humans  following  successful  laboratory  studies.  The 
primary  purpose  of  the  study  has  been  to  determine  the  upper  limits  of  the 
safe-dose  range  of  taxotere  administered  under  different  schedules,  but  Dr 
Pazdur  also  studied  the  pharmacological  disposition  of  the  drug  and  evaluat- 
ed its  antitumor  effects. 

Grant  to  fund  study  of  methods  to  train  primary  care  physicians 

The  University  of  Texas  Medical  Branch,  Galveston  — As  part  of  a $32 
million  grant  to  18  US  medical  schools,  UTMB  will  investigate  methods 
to  improve  the  selection  and  training  of  students  to  become  family  practi- 
tioners, general  internists,  and  pediatricians.  The  Generalist  Physician  Initia- 
tive, funded  by  the  Robert  Wood  Johnson  Foundation,  will  provide  UTMB  a 
$150,000,  18-month  grant  to  work  with  state  government  officials,  health 
maintenance  organizations,  and  private  insurers  in  developing  plans  to  alter 
admissions  policies  and  undergraduate  curricula  and  to  improve  residency 
training  programs.  Following  the  initiative’s  18-month  development  phase, 
12  to  18  of  the  participating  schools  will  receive  $2.5  million  grants  to  im- 
plement their  plans. 

Information  for  this  column  comes  from  a variety  of  sources,  including  aca- 
demic institutions,  state  and  federal  agencies,  and  private  institutions.  We 
welcome  submission  of  items  of  interest.  Send  them  to  Texas  Medicine,  Sci- 
ence and  Education  section,  401  W 15th  St,  Austin,  TX  7S701. 


proaches  to  increasing  the  number  of 
family  practice,  general  internal 
medicine,  general  pediatrics,  and  ob- 
stetrics and  gynecology  physicians. 

Highlights  of  the  council’s  report 
included  TMA  support  for: 

• Primary  care  training  in  Texas 
medical  schools. 

• Freedom  of  career  choice  for 
Texas  medical  school  graduates. 

• Medical  school  mission  state- 
ments that  include  a commitment 
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to  primary  care  education  and 
care  of  the  underserved. 

• Elevation  of  primary  care  train- 
ing to  equal  importance  with 
Texas  medical  schools’  commit- 
ment to  medical  research. 

• Full  funding  for  Texas  medical 
schools  and  that  performance- 
based  funding  measures  be  used 
as  incentives,  not  measures  to 
cut  funding. 

One  part  of  the  report  disapproved 


by  delegates  was  a measure  stating 
that  medical  school  admissions  crite- 
ria include  measures  to  select  appli- 
cants who  are  more  likely  to  enter  pri- 
mary care  specialties  and  to  practice 
in  a rural  or  underserved  area. 

Much  of  the  debate  on  this  item 
centered  on  concerns  that  such  a 
measure  could  be  interpreted  as  a 
quota  system,  restricting  students’ 
free  choice  of  a career  path.  The 
House  rejected  the  measure,  stating 
that,  while  goals  to  achieve  desired 
levels  of  primary  care  practitioners 
are  appropriate,  setting  a quota  for 
graduates  was  inappropriate. 

In  other  action  on  the  report  of 
the  Reference  Committee  on  Medi- 
cal Education,  delegates: 

• Approved  several  parts  of  the  re- 
port of  the  Committee  on  Man- 
power that  addressed  medical 
school  funding,  overall  physician 
supply,  underserved  areas,  prac- 
tice location  selection,  and  mi- 
nority representation  in  medical 
schools. 

• Approved  a recommendation 
that  the  TMA  support  the  use  of 
a single  licensing  examination  for 
initial  licensure  and  licensure 
through  reciprocal  endorsement 
in  Texas. 

• Adopted  as  TMA  policy  several 
statements  supporting  continuing 
medical  education  (CME)  pro- 
grams, seeking  to  keep  any  leg- 
islative requirements  for  the  re- 
porting of  CME  within  the 
bounds  of  traditionally  struc- 
tured CME  programs,  and  sup- 
porting the  reporting  of  CME  at 
the  time  of  re-registering  a physi- 
cian’s license  in  Texas. 

• Approved  a recommendation  to 
develop  guidelines  for  the  safe- 
guards for  the  use  of  telemedicine 
as  a support  mechanism  in  the  de- 
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T M A TO  PARTICIPATE  IN 
TEXAS  SCIENCE  SUMMIT  II 

Texas  Medical  Association  is  one  of  more  than  a dozen  scien- 
tific, education,  and  high-technology  organizations  from  around  the 
state  planning  to  participate  in  Texas  Science  Summit  II. 

The  conference,  planned  for  February  26-27  in  Houston,  is  organized  by 
the  Texas  Education  Agency  and  will  showcase  statewide  initiatives  for  im- 
proving science  education  in  Texas. 

TMA’s  Council  on  Scientific  Affairs  is  coordinating  a “Partners  in 
Medicine”  exhibit  and  sessions  that  will  highlight  organized  medicine’s  sup- 
port of  K-12  science  education.  Materials  from  TMA,  Dallas  County  Medi- 
cal Society,  Harris  County  Medical  Society,  and  the  Texas  Society  for 
Biomedical  Research  will  be  provided  to  summit  participants. 

Featured  speakers  at  the  conference  will  include  Texas  Gov  Ann  Richards; 
Commissioner  of  Education  Lionel  R.  Meno,  PhD;  and  James  Rutherford, 
PhD,  of  the  American  Association  for  the  Advancement  of  Science.  Some 
1 100  scientists,  teachers,  and  others  representing  public  and  private  schools, 
higher  education  institutions,  nonprofit  organizations,  business,  and  industry 
are  expected  to  attend. 

For  more  information  on  the  summit,  contact  Judith  Livingston,  TMA 
program  manager  for  science  and  preventive  medicine,  at  (800)  880-1300,  or 
(512)370-1464. 


livery  of  health  care,  calling  for  ad- 
equate training  and  credentialing 
of  health-care  personnel  utilizing 
the  technology,  supporting  peer  re- 
view and  quality  assurance  re- 
quirements for  such  services,  and 
that  the  Medical  Education  and 
Socioeconomics  councils  study  the 
issue  of  reimbursement  for 
telemedicine  services  and  report 
back  to  the  House  of  Delegates. 

• Approved  a recommendation  ask- 
ing TMA  to  support  performance- 
based  funding  as  an  incentive  for 
supplemental  medical  school 
funding,  rather  than  as  a means  to 
determine  basic  funding. 

Texas  physicians  take  lead 
in  forming  telemedicine 
association 

An  Austin  psychiatrist 
has  begun  forming  the  Ameri- 
can Telemedicine  Association 
(ATA),  putting  Texas  in  the  fore- 
front of  advancing  the  use  of  inter- 
active video  for  medical  treatment 
and  consultations. 

The  association  grew  out  of  a 
roundtable  meeting  in  October,  at 
which  representatives  from  seven 
telemedicine  research  projects 
around  the  country  and  from  the 
Health  Care  Financing  Administra- 
tion (HCFA)  met  via  interactive 
video  for  a discussion.  Jane  Preston, 
MD,  of  Austin,  one  of  the  partici- 
pants, saw  the  need  and  recom- 
mended the  formation  of  the  ATA. 

The  group  scheduled  its  first 
meeting  in  January,  during  which  its 
founders,  including  Jay  Wheeler, 
MD,  of  HEALTHNET  at  Texas 
Tech  University  Health  Sciences 
Center  in  Lubbock,  and  Jack  Mon- 
crief,  MD,  of  Tele-Medical  Interna- 
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tional,  Inc,  in  Austin,  planned  to 
elect  officers  and  review  and  ap- 
prove bylaws  before  incorporating. 

“I’ve  always  had  an  interest  in 
how  to  get  services  to  patients,”  said 
Dr  Preston,  founder  of  the  Texas 
Telemedicine  Project.  “Maybe  that 
goes  back  to  riding  with  my  uncle  — 
a doctor  — in  the  Panhandle  when  1 
was  in  high  school.  Once  in  a while 
we’d  drive  as  far  as  150  miles  just  to 
get  to  all  the  families.  Not  all 
of  them  had  automobiles.” 

While  working  at  a hospi- 
tal in  Newfoundland,  Cana- 
da, where  her  husband  was 
stationed  in  the  service,  she 
began  to  see  how  problems 
of  distance  could  be  solved. 

“I  set  up  a telephone  weekly 
diabetic  clinic  at  the  cottage 
hospitals,  and  that  went  very 
well,”  she  says.  “So  I became 
aware  that  you  could  use 
technology  such  as  the  telephone  as 
other  than  just  an  alarm  system.” 

From  NASA,  she  learned  of  re- 
search on  using  interactive  video  to 
care  for  astronauts  while  they  were 
in  space  and  began  to  focus  on  televi- 
sion as  a means  to  deliver  medical 
care.  Dr  Preston  says  telemedicine  is 
not  just  something  from  “Star  Trek.” 
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“It  is  already  here,”  she  said.  “It’s 
been  here  a long  time,  but  all  the 
equipment  was  very  expensive.” 

Television  monitors,  video  cam- 
eras, and  videocassette  recorders 
have  decreased  in  price  in  the  past 
decade,  facilitating  their  use  not 
only  in  millions  of  American  house- 
holds, but  in  medicine  as  well. 

Given  its  potential,  Dr  Preston 
believes  physicians  have  a responsi- 
bility  to  oversee  tele- 
medicine’s development,  par- 
ticularly  in  terms  of 
standards  and  ethics. 

“Membership  in  the  ATA 
will  promote  communication 
among  interested  individuals 
and  integration  of  all 
telemedicine  efforts/research  in 
order  to  further  the  rapid  ad- 
vancement of  telemedicine,” 
says  Dr  Preston. 

She  adds  that  the  group 
also  will  deal  with  issues  such  as  re- 
imbursement for  telemedicine  ser- 
vices and  expansion  and  enhance- 
ment of  the  nation’s  communications 
networks. 

Specifically,  the  ATA  will: 

• Serve  as  a central  processing 
body  for  information  of  tele- 
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medicine  efforts  and  inquiries. 

• Provide  electronic  mail  access  for 
timely  discussion  of  relevant 
ideas  and  problem  definition/so- 
lutions among  members. 

• Publish  a monthly  newsletter  for 
industry  association  updates, 
which  will  eventually  evolve  into 
a journal. 

• Organize  biannual  seminars  for 
networking  and  experiential 
learning,  including  accredited 
courses  for  physicians. 

• Insure  protection  of  telemedicine 
through  establishment  of  cost/use 
technology  standards. 

• Provide  support  for  ethical  ad- 
vancement of  telemedicine 
through  established  standards. 

• Coordinate  with  allied  health  or- 
ganizations in  establishing 
telemedicine  standards  for  allied 
health  professionals. 

Those  eligible  for  membership  in- 
clude project  directors  of  current  or 
proposed  telemedicine  projects,  indi- 
vidual physicians,  research  organiza- 
tions involved  in  telemedicine  re- 
search and  development,  allied 
health  professionals,  consultants, 
product  vendors,  and  others. 

For  more  information  about  the 
ATA,  contact  Dr  Preston  at  (512) 
338-3517.  ★ 


Writer  Beth  Graddy  t ontributed  to  this  section. 
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Advocacy : A Caring  Commitment 
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Winter  1993 


Your  leadership  is  vital  as  medicine  faces 
countless  challenges  during  this  time  of  upheaval. 
Find  ways  to  ensure  that  caring  remains  the  top  priority 
from  a host  of  state  and  national  experts 

at  TMA's  1993  Winter  Leadership  Conference! 

For  information,  call  (800)  880-1300  or  (512)  370-1346. 
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At  Lexus  Of  Austin, 
House  Calls  Are  Our  Specialty. 

Lexus  of  Austin  making  house  calls? 

Yes,  and  to  your  front  door.  Wherever 
you  are.  It’s  as  easy  as  picking  up  your 
phone  and  calling.  Our  professional 
sales  staff  will  handle  everything  over 
the  phone.  We’ll  give  you  the  best  pos- 
sible price  on  your  trade-in  and  the  best 
price  on  your  new  Lexus.  Then,  just  sit 


back  and  we’ll  deliver  your  new  Lexus 
to  your  front  door.  So  call  Lexus  of 
Austin  now.  1-800-79LEXUS. 

® Leais  Of  Austin 

1-35  at  Ben  White  Boulevard  (5 1 2)  447- 1 1 1 1. 


We  Cate  About  Mow  Than  Your  Car. 


For  Professionals: 

The  Texas 

Physicians'  Directory 

Showcase  you  r practice 
or  clinic  in  Texas  Medicine 

Fax  or  phone  in  your  listing  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number. 


For  more  professional 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department 

at  (512)  370-1382 
or  FAX  (512)  370-1632 


DOES  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practicel 

✓ Automatically  fills  out  insurance  claim  forms  ✓ Increases  cash  flow 


✓ Prints  patient  billing  and  statements 

✓ Produces  form  letters 


✓ Decreases  need  for  additional  staff 

✓ Analyzes  practice  income  and  expenses 


✓ Tracks  all  insurance  and  patient  ✓ Free  training  for  your  staff  to  have  you  up 

receivables  and  running  in  only  hours 

Purchase  before  February 28, 1 993  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  FOXMED  PRO  already 
^ Installed  and  ready  to  run.  Prices  start  at  $2,960,  or  financing  as  low  as  $250  per  monthlll  Price  Includes  the 
^ FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  Information  packet  and 
^speak  with  one  of  our  solutions  experts.  -j  800  541  “5551 


FOXMED  PRO.  Available  from  Practice  Management  Innovations. 

The  Next  Generation  In  Practice  Management.  
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In  a climate  that  many  practitioners 
find  increasingly  oppressive,  data 
suggesting  the  most  and  least  satisfy- 
ing aspects  of  medical  practice  are 
important.  In  a joint  effort,  the  Dal- 
las County  Medical  Society,  Timber- 
lawn  Psychiatric  Hospital,  and  Tim- 
berlawn  Psychiatric  Research 
Foundation  explored  levels  of  work 
satisfaction  for  their  relationships 
with  marital  satisfaction  and  psychi- 
atric symptoms  as  reported  by  physi- 
cians and  dentists  and  their  spouses. 

Most  physicians  and  dentists  rate 
various  aspects  of  direct  patient  care 
and  service  to  humanity  as  highly 
satisfying  aspects  of  professional 
life.  Physicians  highly  satisfied  with 
their  work  are  more  likely  to  report 
high  satisfaction  in  their  marriages 
and  fewer  psychiatric  symptoms. 
Most  spouses  of  physicians  report 
high  levels  of  marital  satisfaction, 
and  high  agreement  exists  between 
the  marital  satisfaction  ratings  of 
physicians  and  their  spouses.  Physi- 
cians and  dentists  are  quite  similar 
on  the  wide  range  of  professional 
and  personal  variables  surveyed. 


From  Timberlawn  Psychiatric  Hospital,  Tim- 
berlawn  Psychiatric  Research  Foundation, 
Dallas,  Tex.  Send  requests  for  reprints  and 
analyses  discussed  to  Dr  Lewis,  Timberlawn 
Psychiatric  Research  Foundation,  PO  Box 
270789,  Dallas,  TX  75227. 
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Work  satisfaction  in  the  lives  of  physicians 

Jerry  M.  Lewis,  MD  Doyle  I.  Carson,  MD 

F.  David  Barnhart,  MA  Edgar  P.  Nace,  MD 

Byron  L.  Howard,  MD 


The  satisfactions  and 
stresses  of  medical  practice 
are  important  to  the  profes- 
sion, its  practitioners,  and  the  pa- 
tients served.  To  the  extent  that  the 
factors  associated  with  satisfaction 
and  stress  in  medical  practice  can  be 
understood,  remedial  actions  can  be 
better  planned. 

Our  research  into  the  lives  of 
physicians  explores  the  relationships 
between  work  satisfaction  and  stress 
and  a broad  range  of  demographic, 
practice,  and  personal  variables.  The 
data  are  used  to  examine  the  rela- 
tionships among  work,  love,  and  self. 

Using  identical  instruments,  we 
studied  samples  both  of  physicians 
and  dentists;  thus,  each  group  serves 
as  a control  for  the  other.  This  paper 
addresses  the  findings  regarding 
work  satisfaction  of  physicians  and 
presents  a brief  overview  of  the  find- 
ings from  the  sample  of  dentists.  We 
obtained  comparable  data  from 
spouses,  providing  an  additional 
perspective  on  some  important  di- 
mensions in  the  lives  of  profession- 
als and  their  families. 

Systematic  data  regarding  physi- 
cians’ work  satisfaction  are  surpris- 
ingly sparse.  Most  of  the  more  re- 
cently reported  data  come  from 
surveys  conducted  by  professional 
newspapers  and  are,  in  some  in- 
stances, flawed  by  a number  of 
problems  in  research  design  (1,2). 
These  data  suggest,  however,  that 
about  one  half  of  physician-respon- 
dents indicate  that  in  the  present  cli- 
mate they  have  either  thought  of 
leaving  medicine  or  would  not  want 
their  children  to  enter  the  profes- 
sion. A 1990  poll  conducted  by  the 
Texas  Medical  Association  reports 
that  42%  of  the  respondents  either 
probably  or  definitely  would  not  go 
into  medicine  if  the  choice  were  to 
be  made  in  the  present  climate  (3). 
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These  reports  contradict  the  stud- 
ies of  Mawardi  in  1979  and  Linn 
and  colleagues  in  1985  reporting 
high  levels  of  work  satisfaction  in 
physicians  (4,5).  These  contradictory 
findings  undoubtedly  involve  many 
factors.  Recent  changes  in  the  con- 
text in  which  medicine  is  practiced 
and,  in  particular,  the  invasion  of 
medical  practice  by  third-party  agen- 
cies are  the  stress  most  commonly 
noted  by  practitioners  (6).  Other 
factors  almost  certainly  reflect  differ- 
ences in  sampling  techniques  and 
instruments  used  to  measure  work 
satisfaction  and  other  methodologi- 
cal issues. 

This  paper  addresses  questions 
regarding  the  satisfactions  of  medi- 
cal practice: 

• Which  aspects  of  practice  do 
physicians  find  most  and  least 
satisfying? 

• Are  levels  of  work  satisfaction 
influenced  by  demographic  vari- 
ables such  as  age  and  gender? 

• Are  levels  of  work  satisfaction 
influenced  by  practice  variables 
such  as  medical  specialty,  solo  or 
group  practice,  hours  worked, 
and  net  income? 

• Are  levels  of  work  satisfaction  as- 
sociated with  the  quality  of 
physicians’  marriages  as  reported 
by  both  physicians  and  their 
spouses? 

• Are  levels  of  work  satisfaction  re- 
lated to  the  levels  of  psychiatric 
symptoms  such  as  anxiety,  depres- 
sion, obsessions,  and  compulsions? 

• What  relationship  exists  between 
work  satisfaction  and  work 
stress? 

• What  factors  predict  physicians’ 
levels  of  work  satisfaction? 

• How  do  levels  of  work  satisfac- 
tion reported  by  physicians  com- 
pare to  those  reported  by  dentists? 
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METHODS 

Sample  and  design 
The  physician  study  consisted  of  a 
pilot  project  and  the  major  study.  In 
the  pilot  project,  every  16th  physi- 
cian in  the  Dallas  County  Medical 
Society  Membership  Roster  (exclud- 
ing those  in  training)  and  his  or  her 
spouse  received  a packet  of  survey 
instruments.  The  respondents  were 
assured  of  anonymity  by  returning 
their  surveys  identified  only  by  num- 
ber to  the  Timberlawn  Psychiatric 
Research  Foundation.  The  medical 
society  did  the  mailing,  one  staff 
member  matched  names  and  num- 
bers, and  that  information  was  not 
available  to  the  research  team. 

The  mailing  was  sent  to  206 
physicians  and  their  spouses.  Follow- 
up letters  at  2-month  intervals  failed 
to  increase  the  response  rate.  Fifty- 
two  (25%)  of  the  physicians  and  45 
(22%)  of  the  spouses  returned  com- 
pleted questionnaires.  Thirty-one 
(15%)  of  the  physicians  returned  a 
card  refusing  to  participate. 

The  pilot  project  involved  eight 
instruments  plus  demographic  infor- 
mation. In  response  to  the  comments 
of  many  respondents  about  the  time 
required  to  complete  the  survey,  the 
major  study  omitted  three  instru- 
ments and  shortened  the  family  in- 
ventory. In  the  major  study,  the  re- 
spondents were  asked  to  complete  a 
work  satisfaction  scale,  a work  stress 
scale,  a marital  satisfaction  invento- 
ry, a family  survey,  and  a health  in- 
ventory. Preliminary  testing  suggest- 
ed that  these  five  instruments  plus  the 
demographic  questions  could  be 
completed  in  30  minutes. 

In  the  major  study,  all  members 
of  the  medical  society  who  were  not 
in  training  or  in  the  pilot  project 
were  included.  No  follow-up  letters 
were  mailed  to  nonrespondents.  Sur- 


veys were  mailed  to  3156  physicians 
and  2532  spouses.  Usable  question- 
naires were  returned  by  747  (24%) 
of  the  physicians  and  by  490  (19%) 
of  the  spouses.  Complete  data  were 
received  front  438  couples. 

The  collaboration  of  the  Dallas 
County  Dental  Society  was  ob- 
tained, and  the  five  paper-and-pencil 
instruments  described  below  were 
modified  only  to  substitute  dental 
for  medical  terms.  The  dental  society 
mailed  the  survey  instruments  to  its 
1273  members  and  957  spouses. 
The  surveys  were  returned  to  the  Re- 
search Foundation  identified  only  by 
code  numbers.  Usable  questionnaires 
were  returned  by  325  (26%)  of  the 
dentists  and  by  231  (24%)  of  the 
spouses.  Complete  data  were  re- 
ceived from  199  couples. 

Measures 

To  the  13-item  Physician  Job  Satis- 
faction Scale  of  Linn  and  colleagues 
(5),  we  added  4 items:  the  ability  to 
diagnose  accurately  and  treat  suc- 
cessfully; the  ability  to  be  creative 
through  teaching,  research,  or  clini- 
cal problem  solving;  service  to  hu- 
manity; and  an  overall  summary 
question  that  asks  the  respondent  to 
consider  all  factors  and  rate  a level 
of  satisfaction  about  his  or  her 
work.  Each  of  the  17  items  was  rat- 
ed on  a graduated  five-point  scale 
ranging  from  “extremely  satisfied” 
to  “very  dissatisfied.” 

A work  stress  scale  constructed  for 
this  study  is  based,  in  part,  on  the 
work  of  Linn  and  coworkers  (5),  who 
present  frequency  distributions  and 
mean  scores  for  24  work-related  stres- 
sors. We  dropped  1 item  from  their 
list  and  added  6 items,  which  deal 
with  government  regulations,  worry- 
ing about  malpractice  issues,  pressure 
to  practice  defensively,  dealing  with 
third-party  representatives,  fearing 
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abuse  from  disgruntled  patients,  and 
an  overall  rating  of  stress  in  the  prac- 
tice of  medicine.  Rather  than  asking 
that  each  item  be  rated  as  to  its  fre- 
quency in  the  past  6 months  (as  in 
Linn  et  al),  we  asked  the  respondent 
to  score  each  item  on  a five-point 
graduated  scale  ranging  from  “ex- 
tremely stressful”  to  “not  stressful.” 

The  marital  inventory  used  is  the 
widely  used  22-item  Locke- 
Williamson  Short  Marital  Adjust- 
ment Test  (7),  which  asks  the  re- 
spondent to  rate  his  or  her  marriage 
on  five  basic  dimensions:  compan- 
ionship, consensus  or  agreement,  af- 
fection-intimacy, satisfaction  with 
the  marriage,  and  sexual  behavior. 
The  total  score  is  used  as  a global 
measure  of  marital  satisfaction. 

The  21 -item  Timberlawn  Family 
Survey,  designed  for  this  study  by 
one  of  the  authors  (JML)  addresses 
five  dimensions  of  family  function- 
ing (structure,  cohesion,  autonomy, 
affect,  and  problem  solving).  These 
have  been  the  focus  of  direct  obser- 
vational family  research  at  the  Tim- 
berlawn Psychiatric  Research  Foun- 
dation for  25  years. 

The  Timberlawn  Self-report 
Health  Status  Survey  is  a 34-item 
general  health  inventory  designed 
for  this  study  by  one  of  the  authors 
(JML).  Of  its  21  questions  regarding 
health  problems  and  their  severity, 
13  are  of  the  true/false  type  and  ad- 
dress various  aspects  of  the  respon- 
dent’s health  care. 

RESULTS 

Demographics 

In  the  major  study,  747  physicians 
returned  usable  questionnaires.  Their 
average  age  is  48  years.  Men  account 
for  85%.  Only  3%  of  the  physicians 
represent  ethnic  minorities;  84%  are 
board  certified.  Of  the  various  spe- 
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Table  1.  Distribution  of  work  satisfaction  scores  for  732  physicians."' 


Very 

Dissatisfied,  % 

Not  very 
Satisfied, % 

Moderately 
Satisfied, % 

Very 

Satisfied, % 

Extremely 
Satisfied,  % 

1.  Your  contact  with  other  physicians 

0 

6 

28 

46 

19 

2.  Your  relationships  with  nonphysician 
health  professionals 

1 

4 

33 

49 

13 

3.  Degree  to  which  your  work  is 
educationally  stimulating 

1 

6 

25 

43 

25 

4.  The  ability  to  diagnose  accurately 
and  treat  successfully 

0 

2 

14 

58 

26 

5.  The  ability  to  be  creative  through 
teaching,  research  or  clinical 
problem  solving 

2 

12 

31 

33 

22 

6.  Manpower  resources  available  to  you 

4 

11 

36 

38 

11 

7.  Diversity  of  patients  you  see  (age, 
sex,  types  of  problems,  and  diseases) 

0 

4 

25 

48 

24 

8.  Patient  volume 

2 

12 

29 

43 

14 

9.  Your  ability  to  derive  personal 
gratification  from  patient  care 

1 

4 

23 

47 

25 

10.  Salary/income 

2 

10 

32 

39 

18 

11.  Opportunities  for  promotion 
and/or  increasing  success  in  the 
future 

4 

20 

34 

30 

12 

12.  Your  ability  to  remain 

knowledgeable  and  current 

1 

8 

38 

41 

12 

13.  Your  ability  to  meet  the  needs 
and  demands  of  patients 

1 

6 

35 

46 

13 

14.  Your  role  in  making  organizational 
and  administrative  decisions 

4 

16 

35 

33 

12 

15.  Degree  of  status  and  prestige 
associated  with  your  work 

2 

8 

31 

41 

18 

16.  Your  service  to  humanity 

i 

4 

26 

47 

23 

17.  In  general  and  considering 
all  factors,  your  feelings 
about  your  professional  work 

i 

4 

26 

48 

21 

"Modified  from  Table  3,  Linn,  (5). 

Because  the  percentages  were  rounded  off,  some  of  the  category  totals  do  not  equal  100%. 


cialries,  those  with  40  or  more  re- 
spondents are  internal  medicine 
(108),  family  practice  (61),  obstetrics 
(62),  pediatrics  (61),  psychiatry  (53), 
surgical  specialties  (51),  general  sur- 
geons (44),  and  anesthesiology  (44). 

The  physicians  average  58.1 
hours  of  work  a week,  with  44 
hours  of  direct  clinical  care,  4.3 
hours  of  administration,  3.3  hours 


devoted  to  study,  3.4  hours  of  teach- 
ing, 2.1  hours  of  research,  and  1 
hour  of  professional  organizational 
work.  The  respondents  average  18.6 
days  a year  on  vacation  and  11.1 
days  a year  at  professional  meetings. 

As  for  income,  35%  of  the  sample 
reported  net  incomes  of  over 
$200,000,  whereas  37%  reported  in- 
comes of  between  $100,000  and 


$200,000,  and  23% 
indicated  they  clear 
between  $50,000 
and  $100,000.  Only 
6%  of  the  physicians 
report  incomes  of 
less  than  $50,000. 

Responses  regard- 
ing marital  status  in- 
dicate that  85%  of 
the  respondents  are 
currently  married, 
with  73%  having  had 
one  marriage,  17% 
having  had  two  mar- 
riages, and  3%  hav- 
ing had  three  or  more 
marriages.  The  sam- 
ple includes  5%  who 
have  never  married. 
Of  those  responding, 
18%  have  no  chil- 
dren. The  average 
number  of  children 
per  couple  is  2.1. 

Representativeness 
of  the  sample 
The  response  rates  of 
19%  to  26%  for  the 
samples  of  both 
physicians  and  den- 
tists and  their  spous- 
es and  the  geographic 
boundaries  of  the 
sample  limit  the  de- 
gree to  which  the 
findings  can  be  gen- 
eralized to  all  physicians.  Thus,  this 
report  focuses  on  the  relationships 
discovered  within  each  sample  as 
more  satisfied  and  less  satisfied  physi- 
cians are  contrasted. 

For  those  interested,  however,  we 
have  prepared  a critique  of  the 
methodologies  (including  sampling 
information)  of  published  studies 
(8).  Also,  we  have  prepared  a de- 
tailed comparison  from  our  study  of 
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Table  2.  Physicians’  net  income  and  work  satisfaction.  * 


Net  Income  Level 

Level  of  Work  Satisfaction 

< $50,000 

$50,000  to  $100,000 

$100,000  to  $200,000 

$200,000+ 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

High 

24(5) 

95  (19) 

189  (38) 

187  (38) 

Low 

10(4) 

69  (30) 

82  (36) 

66  (29) 

*;c2  = 12.2(3),  P < .01 


Table  3.  Physicians’  work  stress  and  work  satisfaction.’1' 


Level  of  Work  Stress 

Level  of  Work  Satisfaction 

Not  Stressful 
No.  (%) 

Moderately  Stressful 
No.  (%) 

Very  Stressful 
No.  (%) 

High 

157  (31) 

267  (53) 

76  (15) 

Low 

9(4) 

121  (53) 

99  (43) 

»;c2  = 103.5(2),  P < .0005 


the  physician  responders  and  nonre- 
sponders, the  pilot  project  respon- 
ders and  major  study  responders, 
the  item-by-item  comparison  of  the 
physician  responders  and  those  of 
the  internists  studied  by  Linn  and 
colleagues,  and  a comparison  of  the 
demographic  data  from  our  sample 
and  the  national  data  from  the 
American  Medical  Association  (8,9). 

All  of  these  comparisons  suggest 
that  in  many  ways  the  physician  re- 
spondents in  this  sample  are  much 
like  other  physicians,  but  we  cannot 
rule  out  the  possibility  that  the  sam- 
ple is  skewed  in  the  direction  of 
more  satisfied  physicians.  This  possi- 
bility, however,  does  not  invalidate 
the  intragroup  comparisons  of  more 
and  less  satisfied  physicians. 

Work  satisfaction 

Satisfaction  responses  are  summa- 
rized in  Table  1.  As  can  be  noted, 
these  physicians  report  high  levels  of 
satisfaction  with  the  practice  of 
medicine.  At  a general  level,  69%  re- 
port their  work  either  to  be  very  sat- 
isfying or  extremely  satisfying.  Only 
1%  are  very  dissatisfied  and  4%  re- 
port being  not  very  satisfied.  Thus, 
overall,  almost  7 out  of  10  physicians 
find  the  practice  of  medicine  to  have 
high  levels  of  satisfaction,  and  only  1 
of  20  physicians  report  low  levels  of 
satisfaction  or  dissatisfaction. 


The  aspects  of  medical  practice 
rated  by  most  as  highly  satisfying  are 
those  concerned  with  direct  patient 
care  and  service  to  humanity.  The 
ability  to  diagnose  accurately  and 
treat  successfully  are  rated  either  as 
very  or  extremely  satisfying  by  84% 
of  the  respondents.  Diversity  of  pa- 
tients and  problems  is  rated  as  very 
or  extremely  satisfying  by  72%.  The 
same  high  levels  of  satisfaction  are 
rated  by  72%  of  the  sample  for  the 
personal  gratification  derived  from 
patient  care.  The  service  to  humanity 
involved  in  medical  practice  is  rated 
either  as  very  or  extremely  satisfying 
by  70%  of  respondents. 

The  least  satisfying  aspects  of 
medical  practice  are  those  that  do  not 
involve  direct  patient  care:  opportu- 
nities for  promotion  or  increasing 
success,  the  respondent’s  role  in  mak- 
ing organizational  and  administrative 
decisions,  and  available  manpower 
resources  are  least  apt  to  be  rated  as 
very  or  extremely  satisfying.  Not  sur- 
prising is  that  from  15%  to  24%  of 
the  respondents  rate  these  aspects  of 
medical  practice  either  as  not  very 
satisfying  or  very  dissatisfying. 

As  for  status  and  income,  almost 
60%  either  are  very  satisfied  or  ex- 
tremely satisfied.  About  33%  are 
moderately  satisfied,  and  approxi- 
mately 10%  either  are  very  dis- 
satisfied or  not  very  satisfied. 


Most  physicians  find  professional 
contacts  with  physicians  and  other 
workers  highly  satisfying.  Sixty-five 
percent  report  they  are  very  satisfied 
or  extremely  satisfied  with  contact 
with  other  physicians,  and  62%  re- 
port high  levels  of  satisfaction  re- 
garding contact  with  other  health- 
care workers. 

The  volume  of  patients  in  their 
practices  either  is  very  satisfying  or 
extremely  satisfying  to  57%  of  the 
respondents.  Fourteen  percent  of 
physicians  report  that  patient  vol- 
ume is  not  very  satisfying  or  is  very 
dissatisfying;  of  these  respondents, 
almost  twice  as  many  physicians  re- 
port too  few  patients  as  report  too 
many  patients  (62%  too  few,  38% 
too  many). 

Descriptive  analyses 
Analyses  contrasting  the  most  and 
least  satisfied  physicians  from  the 
viewpoint  of  demographic  variables, 
practice  variables,  self-reported  psy- 
chiatric health  status,  and  marital 
variables  are  next  reported.  Because 
so  few  physicians  reported  low  levels 
of  work  satisfaction,  these  analyses 
combine  those  reporting  overall  mod- 
erate levels  of  work  satisfaction  with 
those  reporting  that  they  are  not  very 
satisfied  and  those  reporting  clear  dis- 
satisfaction to  form  a low  satisfaction 
group.  The  high  satisfaction  group 
contains  physicians  who  report  that 
they  either  are  very  or  extremely 
satisfied  with  medical  practice. 

Neither  age  nor  gender  is 
significantly  associated  with  overall 
levels  of  work  satisfaction.  Very  few 
of  the  practice  variables  are  associat- 
ed with  levels  of  work  satisfaction. 
The  total  number  of  hours  worked, 
the  hours  of  direct  patient  care,  be- 
ing 100%  in  solo  practice,  number 
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Table  4.  Physicians’  psychiatric  symptoms  and  work  satisfaction. 


High  Work  Satisfaction 

Low  Work  Satisfaction 

Psychiatric 

Symptoms 

None 

No.  (%) 

Mild 

No.  (%) 

Moderate 
No.  (%) 

Severe 
No.  (%) 

None 
No.  (%) 

Mild 

No.  (%) 

Moderate 
No.  (%) 

Severe 
No.  (%) 

Chi  Square 

Anxiety 

343  (69) 

131  (26) 

25  (5) 

1 (0) 

118  (52) 

88  (39) 

19(8) 

2(1) 

19.7(3),  P<  .001 

Depression 

406  (81) 

83  (17) 

11  (2) 

0(0) 

132  (58) 

70  (31) 

24(11) 

1 (0) 

51.2(3),  P<  .001 

Social 

withdrawal 

441  (88) 

52  (10) 

7(1) 

0(0) 

167  (74) 

50  (22) 

9(4) 

1 (0) 

25.9(3),  P<  .001 

Obsessions 

compulsions 

438  (88) 

49  (10) 

13  (3) 

0(0) 

181  (80) 

39  (17) 

5(2) 

2(1) 

12.7(3),  P<  .01 

Eating  disorders 

464  (93) 

32  (6) 

3 (1) 

1 (0) 

193  (85) 

26(11) 

5(2) 

3 (1) 

13.3(3),  P<  .005 

High  Work  Satisfaction 
True  False 

Low  Work  Satisfaction 

True  False 

Outpatient  psychiatric  treatment 

56  (11) 

447  (89) 

41  (18) 

186  (82) 

6.5  (1),  P<  .02 

Marital-family  therapy 

143  (28) 

359  (72) 

76  (33) 

152  (67) 

1.8  (1),  ns 

Pleased  with  emotional  health 

474 (94) 

29(6) 

181 (80) 

46  (20) 

35.7  (1),  P<  .001 

of  vacation  days,  number  of  days  at 
professional  meetings,  and  type  of 
medical  specialty  are  not  associated 
with  level  of  satisfaction. 

Net  income,  however,  is  associat- 
ed positively  with  high  levels  of  work 
satisfaction  (Table  2).  Another  eco- 
nomic item,  resources  sufficient  to  re- 
tire, is  also  associated  with  work  sat- 
isfaction (resources  sufficient  to 
retire:  high  satisfaction,  96  of  495 
[19%];  low  satisfaction,  22  of  225 
[ 10%];  x2-  = 1 0.4[  1 ];  P <.005). 

The  level  of  work  stress  is  associ- 
ated strongly  with  level  of  work  sat- 
isfaction (Table  3).  The  highest  lev- 
els of  satisfaction  are  associated 
with  low  levels  of  stress,  and  the 
lowest  levels  of  satisfaction  are  asso- 
ciated with  high  levels  of  stress. 

When  the  focus  is  turned  to  re- 
ported psychiatric  symptoms,  we 
find  many  associations  with  level  of 
work  satisfaction  (Table  4).  Physi- 
cians with  low  levels  of  satisfaction 
report  more  psychiatric  symptoms 
than  physicians  reporting  high  levels 
of  satisfaction.  Although  most  psy- 
chiatric symptoms  were  checked  as 
“mild,”  it  is  noteworthy  that  all  psy- 
chiatric items  except  psychosomatic 
disturbances  are  significantly  associ- 
ated with  level  of  work  satisfaction. 

In  contrast,  none  of  the  physical 


illness  items  were  significantly  asso- 
ciated with  work  satisfaction.  More 
physicians  reporting  low  levels  of 
work  satisfaction  report  both  dis- 
pleasure with  their  emotional  health 
(high  satisfaction,  29  of  497  [6%]; 
low  satisfaction,  46  of  227  [20%]; 
x1  - 35.7[1];  P<. 0005)  and  having 
received  outpatient  psychiatric  treat- 
ment (high  satisfaction,  56  of  497 
[11  % ] , low  satisfaction,  41  of  227 
[18% |,  x2  = 6.5 [ 1 ],  P<. 03). 

Although  current  marital  status 
and  number  of  marriages  are  not  as- 
sociated with  work  satisfaction,  the 
levels  both  of  the  physicians’  and  the 
spouses’  marital  satisfaction  are  sig- 
nificantly associated  with  physicians’ 
work  satisfaction.  These  relation- 
ships are  shown  in  Table  5. 

In  summary,  this  level  of  analysis 
reveals  an  interesting  pattern  of  sig- 
nificant differences  between  physi- 
cians who  report  higher  and  lower 
levels  of  work  satisfaction.  Age,  gen- 
der, and  a number  of  practice  vari- 
ables do  not  differ  across  groups. 
Two  economic  factors  are  the  only 
practice  variables  that  differentiate 
the  high  and  low  satisfaction 
groups.  Two  groups  of  personal 
variables,  psychiatric  symptoms  and 
marital  satisfaction,  however,  do 
prove  to  be  significantly  associated 
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with  levels  of  work  satisfaction. 

Through  the  use  of  a stepwise 
multiple  regression  equation,  we  can 
ascertain  which  combination  of  vari- 
ables best  predicts  physicians’  work 
satisfaction  and  how  much  of  that 
satisfaction  is  explained  by  those 
variables.  Table  6 summarizes  that 
multiple  regression  equation. 

As  can  be  noted,  the  most  power- 
ful predictor  of  work  satisfaction  is 
work  stress.  Other  variables  that  en- 
ter at  significant  levels  to  explain  ad- 
ditional variance  are  lower  frequen- 
cies of  psychiatric  symptoms,  higher 
levels  of  marital  satisfaction,  greater 
income,  more  total  hours  worked, 
and  female  gender.  These  six  vari- 
ables, however,  predict  only  20%  of 
the  variance  in  physicians’  work  sat- 
isfaction; clearly,  other  factors  that 
have  not  been  measured  are  impor- 
tant determinants  of  the  satisfaction 
experienced  in  medical  practice. 

Comparisons  with  dentists 
and  their  spouses 

In  the  absence  of  published  studies 
comparing  professional  satisfactions 
and  stresses  of  physicians  or  of  den- 
tists in  which  data  from  a control 
group  were  also  obtained,  each  sam- 
ple of  professionals  in  this  study 
serves  as  a control  group  for  the  oth- 
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Table  5.  Marital  Relationship  Inventory  scores  of  physicians  and  spouses  by  level  of  physician 
work  satisfaction. 


Analysis 

of  Variance 

Marital  Relationship  Inventory 

High  Work  Satisfaction 
Score  (No.) 

Low  Work  Satisfaction 
Score  (No.) 

Physicians’'' 

100.32  (418) 

96.43  (194) 

Spousesf 

101.88  (304) 

97.42  (150) 

* F (1610)  = 12.7,  P < .001 
f F (1452)  = 11.1,  P < .001 


Table  6.  Stepwise  multiple  regression  equation  for  physicians’  work  satisfaction. 


Dependent  variable:  Physicians’  work  satisfaction 
Independent  variables  in  order  of  entry: 


Step 

Cumulative 

\V- 

Entry 

F 

WS 

PS 

Betas  for  Predictor  Variables 
MS  I 

THW 

G 

1 

.14 

90.5 

-.45 

2 

.16 

19.07 

-.42 

-.28 

3 

.18 

10.5 

-.41 

-.23 

.01 

4 

.19 

10.12 

-.42 

-.23 

.01 

.11 

5 

.20 

4.21 

-.44 

-.23 

.01 

.08 

.004 

6 

.20 

4.08 

-.45 

-.23 

.01 

.10 

.004 

-.20 

All  Fs  significant  at  P < .05  or  better 


WS  = work  stress 

PS  = psychiatric  symptoms 

MS  = marital  satisfaction 


I = income 

THW  = total  hours  worked 
G = gender 


er  sample.  We  present  here  an 
overview  of  the  dental  data  sufficient 
to  provide  information  as  to  similari- 
ties and  differences  between  these 
two  major  health-care  professions. 

The  average  age  of  the  325  den- 
tists is  44.7  years,  significantly 
younger  than  that  of  the  physicians. 
The  dentists  are  87%  male  and  13% 
female.  As  for  marital  status,  81% 
are  currently  married,  8%  are  di- 
vorced, 10%  never  married,  and  1% 
are  widowed. 

Seventy-eight  percent  practice 
general  dentistry,  and  22%  identify 
themselves  as  specialists.  The  den- 
tists work  42  hours  each  week,  in- 
cluding 35  hours  of  direct  patient 
care;  this  is  16  hours  less  a week  in 
total  hours  and  9 hours  less  in  direct 
clinical  care  than  physicians  report. 

Clear  differences  exist  in  net  in- 


come for  dentists  and  physicians. 
Eight  percent  of  dentists  in  contrast 
to  35%  of  physicians  report  net  in- 
comes greater  than  $200,000  per 
year.  Sixty-two  percent  of  dentists 
earn  less  than  $100,000  per  year, 
compared  with  29%  of  physicians. 

The  responses  to  the  item  about 
overall  work  satisfaction  are  strik- 
ingly similar:  7 out  of  each  10  pro- 
fessionals in  both  groups  report  ei- 
ther being  very  satisfied  or  extremely 
satisfied  with  their  work.  Only  1 out 
of  20  of  each  group  either  are  not 
very  satisfied  or  are  very  dissatisfied 
(Table  7). 

Similarities  exist  between  the  two 
groups  in  the  relative  emphases 
placed  on  various  satisfactions.  Three 
of  the  five  highest  rated  satisfactions 
are  the  same  for  both  groups  (the 
ability  to  diagnose  accurately  and 
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treat  successfully,  the  diversity  of  pa- 
tients and  problems,  and  service  to 
humanity).  Likewise,  three  of  the  five 
lowest  rated  satisfactions  are  the 
same  for  both  groups  (opportunity 
for  promotion  and  increasing  success 
in  the  future,  available  manpower  re- 
sources, and  income). 

Embedded  in  these  broad  similari- 
ties between  the  professional  satisfac- 
tions of  physicians  and  dentists,  how- 
ever, are  significant  differences.  More 
physicians  report  significantly  higher 
levels  of  satisfaction  regarding  8 of 
the  16  items:  contact  with  other 
physicians  or  dentists,  relationships 
with  nonphysician  or  nondentist 
health  professionals,  degree  of  educa- 
tional stimulation  in  work,  creativity 
in  work,  available  manpower  re- 
sources, patient  volume,  personal 
gratification  from  work,  and  income. 
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Table  7.  Overall  levels  of  work  satisfaction  in  dentists  and  physicians. 


Very  Dissatisfied 

No.  (%) 

Not  Very  Satisfied 

No.  (%) 

Moderately  Satisfied 
No.  (%) 

Very  Satisfied 

No.  (%) 

Extremely  Satisfied 
No.  (%) 

Physicians 

9(1) 

27  (4) 

192  (26) 

351  (48) 

153  (21) 

Dentists 

2(1) 

11  0) 

84  (26) 

169  (53) 

54(17) 

x2  = 3.7(4)  ns 


More  dentists  report  higher  levels  of 
satisfaction  regarding  only  two  items: 
the  ability  to  meet  the  needs  of  pa- 
tients and  the  ability  to  remain 
knowledgeable  and  current. 

The  responses  of  the  two  groups 
were  not  significantly  different  in  the 
other  6 items:  ability  to  diagnose  and 
treat  successfully,  diversity  of  pa- 
tients, opportunities  in  the  future, 
role  in  organizational  decisions,  sta- 
tus and  prestige,  and  service  to  hu- 
manity. Many  similarities  were  seen 
also  between  the  two  groups  in  the 
relationships  between  work  satisfac- 
tion and  demographic  variables, 
practice  variables,  marital  satisfac- 
tion, and  psychiatric  symptoms.  Nei- 
ther age  nor  gender  is  significantly 
associated  with  work  satisfaction  for 
either  group.  Income  is  associated 
positively  with  satisfaction  for  both 
groups.  The  number  both  of  vacation 
days  and  of  professional  meeting 
days  per  year  are  associated  positive- 
ly with  satisfaction  for  dentists  but 
not  for  physicians.  The  level  of  work 
stress  is  associated  negatively  with 
work  satisfaction  for  both  groups. 

The  two  groups  are  also  alike  in 
the  relationship  between  psychiatric 
symptoms  and  work  satisfaction: 
those  respondents  from  each  group 
reporting  higher  levels  of  satisfac- 
tion report  lower  levels  of  psychi- 
atric symptoms.  A significant  posi- 
tive association  is  found  between 
both  physicians'  and  dentists’  levels 
of  work  satisfaction  and  their  levels 
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of  marital  satisfaction  and  those  of 
their  spouses. 

Finally,  the  two  groups  are  re- 
markably alike  in  the  predictors  of 
work  satisfaction.  The  four  variables 
contributing  to  the  stepwise  multiple 
regression  equation  for  dentists’ 
work  satisfaction  (work  stress,  in- 
come, psychiatric  symptoms,  and 
marital  satisfaction)  also  enter  the 
equation  for  physicians  (Table  6). 

DISCUSSION 

Most  of  the  responding  physicians 
and  their  dental  colleagues  report 
high  levels  of  satisfaction  with  their 
professional  practices.  Both  groups 
report  various  aspects  of  patient 
care  and  the  sense  of  service  to  hu- 
manity most  frequently  as  highly 
satisfactory  aspects  of  practice. 

So  few  physicians  report  low  lev- 
els of  satisfaction  that  they  are  com- 
bined with  those  reporting  moderate 
levels  of  satisfaction;  thus,  the  analy- 
ses contrast  physicians  who  report 
very  high  satisfaction  with  those 
who  report  moderate  and  low  levels 
of  satisfaction.  The  measures  of 
medical  practice  such  as  total  hours 
worked,  hours  of  direct  patient  care, 
medical  specialty,  and  time  off  for 
vacation  are  not  associated  with  lev- 
el of  work  satisfaction.  The  only  sig- 
nificant association  of  a practice 
variable  and  work  satisfaction  is 
higher  net  income. 

Rather  than  practice  variables, 
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personal  variables  are  associated 
with  work  satisfaction.  Freud 
defined  health  as  the  capacity  to  love 
and  to  work.  The  data  reported  here 
confirm  this  association  between 
high  levels  of  work  satisfaction,  high 
levels  of  marital  satisfaction,  and 
few  psychiatric  symptoms.  Although 
most  of  the  acknowledged  psychi- 
atric symptoms  were  rated  as  mild 
or  moderate,  almost  all  psychiatric 
symptoms  in  the  health  survey  were 
associated  significantly  with  low  lev- 
els of  work  satisfaction. 

Physicians  who  are  most  satisfied 
with  their  work  are  also  more 
satisfied  with  their  marriages.  Per- 
haps, of  equal  importance,  is  the 
finding  of  a positive  association  of 
physicians’  work  satisfaction  levels 
and  the  marital  satisfaction  levels  of 
their  spouses. 

We  do  not  mean  to  suggest  simple 
causal  relationships  between  work 
satisfaction,  marital  satisfaction,  and 
psychiatric  symptoms.  Without 
doubt,  the  interactions  are  complex. 
The  data,  however,  do  speak  to  the 
integrated  nature  of  these  critical  di- 
mensions in  the  lives  of  physicians 
and  suggest  the  importance  of  study- 
ing such  dimensions  of  life  concur- 
rently rather  than  separately. 

Although  several  interpretations 
of  the  relationships  between  work 
satisfaction,  marital  satisfaction,  and 
psychiatric  symptoms  are  possible, 
we  must  wonder  if  some  persons 
have  a greater  capacity  than  others 
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to  find  high  levels  of  satisfaction  in 
work,  love,  and  self. 

Finally,  the  data  front  the  dentists 
are  remarkably  similar  to  those  from 
the  physicians.  At  a minimum,  these 
data  suggest  the  importance  of  con- 
trol groups  in  this  type  of  research. 
We  chose  physicians  and  dentists  to 
study  first  because  these  are  two  ma- 
jor health-care  professions,  but  the 
issue  can  he  raised  that  the  two 
groups  are  too  much  alike  in  educa- 
tion, values,  and  other  important  di- 
mensions, and  that  what  we  need 
are  control  data  from  a profession 
outside  of  health  care  or  from  a 
business  executive  group.  We  believe 
such  a perspective  has  validity  and 
are  currently  planning  such  studies. 

This  paper  is  the  first  of  a series. 
A companion  paper  reports  the  data 
regarding  work  stress  for  physicians 
and  dentists  (6).  The  importance  of 
the  stress  data  is  underscored  by  the 
finding  that  work  stress  is  the  most 
powerful  predictor  of  work  satisfac- 
tion in  the  stepwise  multiple  regres- 
sion equation  for  both  physicians 
and  dentists.  We  shall  also  report 
data  on  gender  differences,  age  dif- 
ferences, marital  satisfaction  data, 
the  differences  and  similarities  of 
physicians  practicing  various  special- 
ties, physicians’  families,  differences 
between  physicians  with  and  without 
psychiatric  symptoms,  and  other 
analyses  that  illuminate  important  di- 
mensions in  the  lives  of  physicians. 

Taking  care  of  patients  and  ser- 
vice to  humanity  remain  the  corner- 
stones of  satisfaction  in  the  practice 
of  medicine.  The  relationships 
among  work  satisfaction,  marital 
satisfaction,  and  relative  freedom 
from  psychiatric  distress  emphasize 
the  importance  of  studying  concur- 
rently multiple  aspects  of  the  lives  of 
professionals. 
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Work  stress  in  the  lives  of  physicians 


The  work  stress  of  physicians  is 
considered  high,  and  many  are  con- 
templating leaving  the  profession. 
Documenting  the  specific  aspects  of 
practice  found  to  be  most  stressful  is 
important,  and  useful  insights  may 
be  obtained  by  contrasting  physi- 
cians who  report  high  and  low  levels 
of  work  stress.  Contrasting  the 
work  stress  of  physicians  and  den- 
tists can  be  useful  for  both  profes- 
sions. Accordingly,  we  surveyed 
3156  members  of  the  Dallas  County 
Medical  Society  and  1273  members 
of  the  Dallas  County  Dental  Society 
plus  a large  group  of  their  spouses. 

Although  the  level  of  work  satis- 
faction is  the  most  powerful  predic- 
tor of  work  stress,  other  significant 
predictors  are  younger  age,  long 
working  hours,  and  solo  practice. 
Physicians  who  report  high  levels  of 
work  stress  also  report  lower  levels 
of  marital  satisfaction  and  a higher 
prevalence  of  psychiatric  symptoms. 
Dentists  are  much  like  physicians  in 
their  reports  of  overall  work  stress, 
and  the  similarities  and  differences 
regarding  specific  stressors  suggest 
the  two  professions  are  more  alike 
than  different  in  reporting  the  stress- 
es of  professional  practice. 


From  Timberlawn  Psychiatric  Hospital,  Tim- 
berlawn  Psychiatric  Research  Foundation, 
Dallas,  Tex.  Send  requests  for  reprints  and 
analyses  discussed  to  Dr  Lewis,  Timberlawn 
Psychiatric  Research  Foundation,  PO  Box 
270789,  Dallas,  TX  75227. 
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At  a time  when  the 
stresses  of  medical  practice 
are  believed  to  be  high,  there 
is  reason  to  examine  carefully  the 
factors  associated  with  physicians 
who  report  higher  and  lower  levels 
of  work  stress.  Through  such  analy- 
ses it  may  be  possible  to  suggest 
remedial  actions  for  physicians  who 
are  experiencing  high  stress. 

Physicians’  levels  of  work  satis- 
faction are  influenced  by  the  amount 
of  stress  involved  in  their  work,  and 
a clearer  understanding  of  those 
stresses  has  implications  for  improv- 
ing work  satisfaction.  To  the  extent 
that  professional  life  involves  high 
levels  of  satisfaction,  fewer  persons 
will  leave  the  field  and  more  persons 
will  consider  medical  careers. 

Few  data  are  available  with 
which  to  compare  physicians’  re- 
ports of  work  stress  with  reports 
from  other  professionals.  This 
deficiency  makes  it  difficult  to  know 
whether  the  stresses  of  medical  prac- 
tice are  specific  to  medicine  or 
whether  they  represent  stresses  that 
affect  other  professionals  as  well. 

Another  little  explored  aspect  of 
physicians’  work  stress  is  the  relation- 
ship of  levels  of  work  stress  to  other 
important  domains  in  the  lives  of 
physicians.  For  example,  learning 
how  work  stress  is  related  to  marital 
satisfaction  and  personal  discomfort 
such  as  anxiety  and  depression  may 
provide  useful  insights  to  work  stress. 

Many  reports  contribute  to  our 
understanding  of  which  aspects  of  the 
practice  of  medicine  are  stressful. 
Government  regulations  and  third- 
party  intrusions  are  noted  often,  and 
the  increase  in  malpractice  litigation, 
the  pressure  to  practice  defensive 
medicine,  the  diminished  public  image 
of  physicians,  and  the  oversupply  of 
physicians  are  cited  frequently  (1-5). 
The  pressures  of  time,  the  inherent 
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uncertainty  involved  in  patient  care, 
the  breakdown  in  the  doctor-patient 
relationship,  the  need  to  deal  with  pa- 
tients’ intense  feelings  about  their 
bodies,  sexuality,  and  death,  and  inad- 
equate support  personnel  are  noted 
also  (3,4,6).  Chronic  fatigue  due  to 
overwork  and  fears  of  violent  patients 
have  been  cited  (3,7),  as  well  as 
difficult,  often  noncompliant,  patients 
with  complex  problems  (4,8,9). 

Telephone  calls  at  night,  excessive 
work  load,  dying  patients,  and  inter- 
personal conflicts  are  emphasized  in 
a study  of  neonatologists  (10).  The 
economics  of  practice  and  excessive 
paper  work  are  cited  by  family 
physicians  (11). 

In  a thorough  study  of  internists, 
Linn  and  his  colleagues  report  that 
25  work-related  problems  can  be 
clustered  by  factor  analysis  into  five 
groups:  clinical  competence  and  in- 
terpersonal relations  at  work,  the  re- 
alities of  medical  practice,  anxiety 
about  the  future,  time  pressures,  and 
difficult  patients  (12).  Both  academic 
and  clinical  faculty  rate  time  pres- 
sures as  the  most  frequent  source  of 
stress  and  clinical  competence  as  the 
stress  occurring  least  frequently.  Linn 
and  his  colleagues  express  doubt  that 
their  data  support  the  concept  that 
medical  practice  is  inordinately 
stressful,  although  they  do  not  pre- 
sent data  from  a control  group. 

This  paper,  the  second  in  a series, 
reports  our  findings  regarding  the 
stress  of  medical  practice.  It  seeks  to 
answer  the  following  questions: 

• How  stressful  do  physicians  rate 
the  practice  of  medicine? 

• Which  aspects  of  medical  practice 
are  rated  as  most  and  least  stress- 
ful? 

• Which  factors  predict  physicians’ 
levels  of  work  stress? 

• Are  the  levels  of  physicians’  work 
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stress  influenced  by  demographic 
variables  such  as  age  and  gender? 

• Are  the  levels  of  physicians’  work 
stress  influenced  by  practice  vari- 
ables such  as  hours  worked,  solo 
or  group  practice,  and  net  in- 
come? 

• Are  the  levels  of  physicians’  work 
stress  related  to  the  quality  of 
their  marriages? 

• Are  the  levels  of  physicians’  work 
stress  associated  with  the  pres- 
ence of  psychiatric  symptoms 
such  as  anxiety,  depression,  ob- 
sessions, or  compulsions? 

• How  do  the  levels  of  physicians’ 
work  stress  compare  to  those  re- 
ported by  dentists? 

METHODS 

A survey  containing  five  instruments 
described  in  the  preceding  article  was 
mailed  to  members  of  the  Dallas 
County  Medical  Society  and  Dallas 
County  Dental  Society.  The  data  re- 
ported here  are  derived  from  a work 
stress  scale  based  on  a scale  published 
by  Linn,  Yager,  Cope,  and  Leake  (12). 
We  have  modified  it  to  include  items 
dealing  with  outside  pressures  on 
medical  practice  and  an  item  asking 
for  a rating  of  overall  stress  in  the 
practice  of  medicine  or  dentistry. 

Survey  responses  were  received 
from  747  (24%)  physicians  and  490 
(24%)  of  their  spouses.  Usable  ques- 
tionnaires were  returned  by  325 
(26%)  dentists  and  231  (24%)  of 
the  spouses.  Both  x2  and  multiple 
regression  analyses  were  used  in 
data  analysis. 

RESULTS 
Work  stress 

As  can  be  noted  in  Table  1,  about 
one  half  of  the  physicians  in  our  sam- 
ple rate  the  practice  of  medicine  as 
moderately  stressful,  with  approxi- 


mately one  fourth  rating  it  either  as 
not  stressful-not  very  stressful  or  as 
very  stressful-extremely  stressful. 

Distinct  trends  emerge  in  the  re- 
sponses to  the  various  stressors. 
Those  stressors  involving  the  impact 
of  outside  influences  on  the  practice 
of  medicine  (government  regula- 
tions, insurance  companies,  mal- 
practice, and  defensive  practice 
style)  are  rated  the  most  stressful  as- 
pects of  practice.  At  the  other  ex- 
treme, factors  having  to  do  with 
clinical  competence  (correct  clinical 
judgment,  maintaining  clinical  com- 
petence, maintaining  self-confidence, 
and  getting  along  with  others)  are 
rated  by  most  either  as  not  stressful 
or  not  very  stressful. 

The  respondents  in  this  sample 
do  not  report  high  levels  of  anxiety 
about  the  future.  Only  from  7%  to 
21%  of  these  physicians  rate  items 
about  the  future  as  highly  stressful 
or  extremely  stressful  (career  deci- 
sions, income,  future  opportunities, 
oversupply  of  physicians,  and  con- 
tinued personal  growth). 

Approximately  one  third  of  the 
physicians  who  responded  experience 
aspects  of  practice  related  to  time 
pressure  (running  late,  being  pulled 
in  several  directions,  saying  “no,”  ex- 
cessive phone  calls,  and  lack  of  time 
for  friends  and  family)  as  highly 
stressful.  Such  demands  constitute 
the  most  stressful  intrinsic  aspects  of 
practice.  Fewer  physicians  rate  as 
highly  stressful  the  aspects  of  dealing 
with  patients  (dealing  with  patients’ 
needs,  disgruntled  patients,  patients’ 
intense  emotions,  and  having  re- 
sources to  deal  with  patients’  needs) 
and  the  realities  of  practice  (need  for 
certainty,  meeting  expectations,  and 
maintaining  interest  in  practice). 

Thus,  we  find  a clear  and  not  sur- 
prising message  in  these  data  regard- 
ing the  stress  of  medical  practice:  the 
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outside  forces  molding  the  practice 
of  medicine  are  reported  by  more 
physicians  as  the  most  stressful  as- 
pect of  practice.  Within  the  practice 
of  medicine  itself,  the  pressure  of 
time  — of  running  behind,  of  an- 
swering phone  calls,  of  being  pulled 
in  many  directions  at  one  time  — 
and  other  constraints  of  the  clock 
are  experienced  by  about  one  third 
of  the  respondents  as  very  or  ex- 
tremely stressful. 

Fewer  physicians  in  this  sample 
report  high  stress  related  to  main- 
taining clinical  competence,  the  reali- 
ties of  medical  practice,  their  futures, 
and  dealing  with  difficult  patients. 

Descriptive  analyses 
For  us  to  understand  better  the  fac- 
tors associated  with  the  overall  level 
of  work  stress,  the  data  allow  us  to 
explore  the  relationship  of  work 
stress  to  certain  demographic  vari- 
ables, practice  variables,  psychiatric 
symptoms,  and  marital  variables.  In 
these  analyses,  physicians  reporting 
high  and  low  levels  of  stress  are 
compared.  High  stress  levels  com- 
bine the  “very  stressful”  and  “ex- 
tremely stressful”  ratings  of  overall 
work  stress.  Low  stress  levels  com- 
bine the  “not  very  stressful”  and 
“not  stressful”  responses. 

Age  and  gender  are  significantly 
associated  with  work  stress.  Physi- 
cians younger  than  48  years  of  age  re- 
port more  work  stress  than  do  physi- 
cians older  than  48  years  ( P c.001). 
Female  physicians  report  more  stress 
than  male  physicians  (P  <.05). 

In  contrast  to  the  work  satisfac- 
tion data,  many  significant  associa- 
tions are  found  between  work  stress 
levels  and  practice  variables  (13). 
Physicians  reporting  high  levels  of 
work  stress  are  more  likely  to  be 
100%  in  solo  practice  (P  < .001),  to 
work  a greater  number  of  hours 
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Table  1.  Distribution  of  physicians’  responses  regarding  work  stress. 


Not 

Stressor  stressful, % 

Not  very 
stressful, % 

Moderately 
stressful, % 

Very 

stressful, % 

Extremely 
stressful, % 

Extrinsic  Forces 

1 . Dealing  with  government  regulations 

4 

12 

27 

29 

28 

2.  Dealing  with  insurance  companies,  managed 

health  care  representatives,  and  other  third  parties 

5 

16 

31 

26 

23 

3.  Being  pressured  to  change  practice  style  for  defensive  or  economic  reasons 

7 

26 

31 

23 

13 

4.  Worrying  about  malpractice 

8 

24 

32 

21 

16 

Time  Pressures 

5.  Finding  time  to  spend  with  friends  or  family 

13 

21 

38 

21 

8 

6.  Being  pressured  by  having  to  answer  and/or 
return  an  excessive  number  of  phone  calls 

12 

27 

35 

19 

8 

7.  Not  being  able  to  relax  when  given  the  opportunity 

28 

28 

28 

12 

5 

8.  Being  pulled  in  several  directions  at  once  by  the  demands  of  my  work 

9 

20 

36 

23 

12 

9.  Running  behind  or  late  when  trying  to  meet  a work  schedule 

8 

20 

36 

25 

11 

10.  Not  being  able  to  say  “no”  to  people  who  ask  me  to  do  things 

12 

25 

34 

22 

8 

11.  Keeping  up  with  the  professional  literature 

7 

29 

44 

16 

3 

Dealing  with  Difficult  Patients 

12.  Meetings  the  needs  and  demands  of  patients 

9 

30 

43 

15 

3 

13.  Having  to  deal  with  intensely  emotional  aspects 

of  patients’  lives  such  as  suffering,  sexuality,  or  death 

12 

34 

35 

14 

5 

14.  Having  to  deal  with  “difficult”  or  “problem”  patients 

5 

22 

40 

25 

9 

15.  Not  having  enough  resources  to  deal  adequately  with  patients’  problems 

15 

39 

35 

8 

4 

16.  Fearing  abuse  from  disgruntled  patients 

19 

38 

25 

12 

6 

Anxietv  about  Future 

17.  Making  decisions  about  what  direction  my  career  should  take 

20 

28 

31 

15 

6 

18.  Worrying  about  how  the  growing  oversupply 
of  physicians  will  affect  my  practice  in  the  future 

31 

34 

23 

10 

3 

19.  Continuing  to  derive  meaningful  intellectual  and 
educational  growth  from  work 

27 

41 

25 

6 

1 

20.  Making  enough  money  to  achieve  or  maintain  a desirable  lifestyle 

22 

27 

33 

14 

4 

21.  Finding  opportunities  for  becoming  more  successful  in  the  future 

14 

34 

37 

13 

2 

Realities  of  Practice 

22.  Meeting  the  need  for  certainty  when  current 
medical  knowledge  allows  for  approximation 

9 

28 

40 

18 

5 

23.  Meeting  society’s  expectations  of  high  quality  medical  care 

18 

28 

36 

14 

5 

24.  Keeping  my  interest  in  the  daily  practice  of  medicine 

27 

41 

25 

6 

1 

Clinical  Competence/Interpersonal  Relationships  at  Work 

25.  Maintaining  clinical  competence 

12 

33 

44 

10 

1 

26.  Getting  along  with  others  in  the  work  setting 

28 

45 

21 

5 

1 

27.  Maintaining  self-confidence 

27 

39 

27 

6 

2 

28.  Making  good  or  correct  clinical  judgments 

18 

36 

34 

10 

2 

Overall 

29.  Considering  all  factors,  I consider  the  practice  of  medicine  to  be 

3 

20 

53 

21 

3 

Modified  from  Linn  et  al  (12). 

Because  the  percentages  were  rounded  off,  some  of  the  category  totals  do  not  equal  100%. 
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Table  2.  Stepwise  multiple  regression  equation  for  physicians’  work  stress.” 


Dependent  variable:  Physicians’  work  satisfaction 
Independent  variables  in  order  of  entry: 


Step 

Cumulative 

R- 

Entry 

F * 

WS 

Betas  for  Predictor  Variables 

Age  Solo  Hrs/Week 

1 

.12 

80.7 

-.60 

2 

.19 

49.35 

-.58 

-.02 

3 

.22 

26.02 

-.55 

-.02 

.15 

4 

.23 

4.86 

-.56 

-.02 

.25  .004 

"■All  Fs  significant  at  p < .05  or  better 


WS 

Age 

Solo 

Hrs/Week 


Work  satisfaction 
Age  in  years 

Practice  is  80%  or  more  solo  practice 
Total  hours  work  per  week 


Table  3.  Overall  levels  of  work  satisfaction  in  dentists  and  physicians. 


Levels  of  Stress 

Low 

Moderate 

High 

No.  (%) 

No.  (%) 

No.  (%) 

Physicians 

167  (19) 

388  (53) 

173  (24) 

Dentists 

60  (23) 

177  (56) 

80  (25) 

x2  = 2.10(2)  ns 


each  week  (P  < .001),  to  spend  more 
hours  each  week  in  direct  patient 
care  (P<.0001),  and  to  take  fewer 
vacation  days  each  year  (P  < .001). 
They  are  less  likely  to  be  100% 
salaried  at  the  medical  school  (P  < 
.001),  to  have  income  sufficient  to 
retire  (P  < .001),  and  to  he  board 
certified  (P  < .05). 

The  data  from  the  health  ques- 
tionnaire also  reveal  a pattern  of  sig- 
nificant associations.  None  of  the 
physical  illness  items  are  significant- 
ly associated  with  work  stress,  but 
all  the  psychiatric  items  except  eat- 
ing disorder  are  significantly  associ- 
ated with  work  stress.  Thus,  physi- 
cians reporting  higher  levels  of  work 
stress  report  significantly  more  anxi- 
ety (P  < .0001),  depression  (P  < 
.0001),  social  withdrawal  (P  < 
.002),  and  obsessions  and  compul- 
sions (P  < .01).  Note  that  although 
most  physicians  report  symptoms  of 
mild  intensity,  19%  of  physicians  re- 
porting high  work  stress  report 


moderate  or  severe  anxiety  in  con- 
trast to  3%  of  physicians  reporting 
low  work  stress.  Fourteen  percent  of 
physicians  reporting  high  work 
stress  and  only  2%  of  those  report- 
ing low  work  stress  report  moderate 
or  severe  depression. 

Twenty  percent  of  physicians  re- 
porting high  work  stress  report  in- 
volvement in  outpatient  psychother- 
apy in  contrast  to  8%  of  those  who 
report  low  work  stress.  ( P< . 00 1 ) . 
Thirty-four  percent  of  those  with 
high  work  stress  and  23%  of  those 
with  low  work  stress  acknowledge 
participating  in  marital-family  thera- 
py (P<  .02).  Finally,  76%  of  those 
with  high  work  stress  report  being 
pleased  with  their  emotional  health 
in  contrast  to  97%  of  those  with 
low  work  stress  (P  < .0001).  Physi- 
cians reporting  lower  levels  of  work 
stress  report  higher  levels  of  marital 
satisfaction  than  do  physicians  re- 
porting higher  levels  of  work  stress 
(P<  .008),  although  the  marital  satis- 
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faction  ratings  of  their  spouses  do 
not  differ. 

In  the  third  and  sixth  tables  in 
our  article  on  work  satisfaction,  we 
presented  the  data  demonstrating 
the  strong  and  negative  statistical  as- 
sociation between  work  stress  and 
work  satisfaction  (13).  In  contrast  to 
work  satisfaction,  many  variables 
are  significantly  associated  with 
work  stress.  How  they  overlap  and 
confound  each  other  can  be  ex- 
plored statistically.  Table  2 presents 
the  stepwise  multiple  regression 
equation  that  demonstrates  which  of 
the  broad  range  of  variables  predict 
overall  level  of  work  stress  and  how 
much  of  the  variance  in  work  stress 
is  explained. 

The  strongest  predictor  of  the 
level  of  work  stress  is  level  of  work 
satisfaction,  followed  by  younger 
age,  100%  solo  practice,  and  greater 
number  of  total  hours  worked. 
These  four  variables  predict  23%  of 
the  variance  in  physicians’  work 
stress  and  are  the  only  variables  that 
enter  the  equation  at  statistically  sig- 
nificant levels.  Those  variables  that 
do  not  enter  the  equation  at 
significant  levels  are  gender,  vacation 
days,  net  income,  income  sufficient 
to  retire,  100%  salaried  at  the  medi- 
cal school,  board  certification,  psy- 
chiatric symptoms,  and  level  of  mar- 
ital satisfaction. 


65 


TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  89  NO.  2 


Comparisons  with  dentists 
and  their  spouses 

In  the  absence  of  studies  with  con- 
trol groups  comparing  work  stress 
in  either  physicians  or  dentists,  we 
present  here  an  overview  of  the  data 
on  work  stress  of  dentists  sufficient 
to  compare  and  contrast  them  with 
the  data  on  work  stress  of  physi- 
cians. Major  issues  are  how  stressful 
dentists  report  their  professional 
work  to  be  and  how  their  levels  of 
stress  compare  to  those  reported  by 
physicians.  Table  3 shows  that  the 
two  groups  of  professionals  are  as 
remarkably  alike  in  assessing  their 
overall  levels  of  work  stress  as  they 
were  in  rating  their  overall  work  sat- 
isfaction, and  the  modal  level  of 
stress  for  both  groups  is  moderate. 

Interesting  differences  between  the 
two  groups  appear  in  the  ratings  of 
various  stress  items.  Physicians  are 
significantly  more  likely  than  dentists 
to  rate  as  highly  stressful  those  exter- 
nal forces  impacting  on  their  prac- 
tices. More  physicians  than  dentists 
report  certain  time  pressures  as  highly 
stressful  (time  for  family  and  friends 
and  answering  excessive  phone  calls). 
No  differences  are  found,  however,  in 
the  responses  to  other  items  having  to 
do  with  time  pressures  in  practice  (be- 
ing pulled  in  several  directions,  run- 
ning behind,  unable  to  say  “no,” 
keeping  up  with  the  literature,  and 
difficulty  in  relaxing). 

One  difference  in  regard  to  deal- 
ing with  patients  is  that  more  den- 
tists than  physicians  report  high 
stress  as  a result  of  dealing  with 
difficult  patients.  All  of  the  other 
items  related  to  patient  care  are  re- 
ported at  the  same  levels  of  stress 
both  by  dentists  and  physicians. 

More  dentists  experience  higher 
stress  about  the  growing  oversupply 
of  dentists  than  do  physicians  about 
the  future  oversupply  of  physicians. 
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More  dentists  than  physicians  report 
high  stress  regarding  their  income 
and  finding  ways  to  be  more  suc- 
cessful in  the  future.  More  dentists 
than  physicians  report  high  stress  re- 
garding maintaining  interest  in  daily 
practice  and  getting  along  with  oth- 
ers at  work. 

Thus,  although  both  dentists  and 
physicians  report  the  same  levels  of 
overall  work  stress,  interesting  dif- 
ferences are  found  between  the  two 
groups.  At  a broad  level,  more 
physicians  find  external  forces  mold- 
ing medical  practice  to  be  the  most 
stressful  aspect  of  their  work.  Den- 
tists, too,  are  concerned  about  these 
external  forces  but  are  also  experi- 
encing high  stress  regarding  dealing 
with  difficult  patients  and  the  eco- 
nomic aspects  of  their  practices.  As 
indicated  earlier,  both  younger  age 
and  female  gender  are  associated 
with  higher  levels  of  work  stress  for 
physicians.  No  such  relationships 
are  found  for  dentists. 

More  of  the  practice  variables  are 
associated  with  stress  for  physicians 
than  for  dentists.  Only  income  is  not 
associated  for  physicians,  whereas 
for  dentists,  income,  being  in  solo 
practice,  fewer  vacation  days,  lack 
of  certification,  and  having  resources 
sufficient  to  retire  are  not 
significantly  associated  with  work 
stress.  The  only  practice  variables 
associated  with  work  stress  for  den- 
tists are  also  associated  with  work 
stress  for  physicians  (greater  total 
hours  worked,  greater  hours  of  di- 
rect patient  care,  and  lower  levels  of 
work  satisfaction.) 

The  data  comparing  the  relation- 
ships between  psychiatric  symptoms 
and  treatment  and  work  stress  are 
much  alike  for  both  groups.  In  both 
groups,  professionals  reporting  high 
levels  of  stress  also  more  often  re- 
port anxiety,  depression,  and  social 
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withdrawal  and  are  less  likely  to  be 
pleased  with  their  emotional  health. 
Physicians,  but  not  dentists,  demon- 
strate a relationship  between  high 
levels  of  work  stress  and  obsessions 
and  compulsions,  obtaining  outpa- 
tient psychiatric  treatment,  and 
obtaining  marital-family  therapy. 
For  physicians  (but  not  for  their 
spouses)  higher  marital  satisfaction 
is  related  to  lower  levels  of  work 
stress.  This  relationship  is  not  found 
for  dentists. 

Finally,  the  stepwise  multiple  re- 
gression equations  for  both  groups 
reveal  similarities  and  differences. 
For  dentists,  only  level  of  work  sat- 
isfaction, total  hours  worked,  and 
female  gender  predict  work  stress. 
For  physicians,  level  of  work  satis- 
faction and  total  hours  worked  pre- 
dict work  stress,  but  younger  age 
and  being  in  solo  practice  enter  the 
equation,  and  gender  does  not. 

DISCUSSION 

In  this  sample  of  physicians,  the 
most  frequently  reported  level  of 
overall  work  stress  is  moderate. 
Those  specific  stressors  most  often 
cited  as  very  or  extremely  stressful 
are  the  constraints  imposed  upon 
physicians  by  outside  agencies  and 
the  need  to  alter  medical  practices  to 
accommodate  these  constraints. 
Time  factors  are  the  greatest  intrin- 
sic stressors  in  medical  practice. 

The  strongest  predictor  of  levels 
of  work  stress  is  the  level  of  work 
satisfaction.  Age,  solo  practice,  and 
total  hours  worked  enter  the  analysis 
significantly,  and  these  four  variables 
predict  23%  of  the  variance  in  stress. 

Comparison  of  the  variables  that 
predict  work  satisfaction  and  of 
those  that  predict  work  stress  is  use- 
ful. Satisfaction  is  predicted  by  work 
stress,  psychiatric  symptoms,  level  of 
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marital  satisfaction,  income,  total 
hours  worked,  and  gender.  Work 
stress  is  predicted  by  work  satisfac- 
tion, age,  solo  practice,  and  total 
hours  worked.  Thus,  although  satis- 
faction and  stress  are  each  the 
strongest  predictor  of  the  other,  the 
personal  variables,  psychiatric  symp- 
toms and  marital  satisfaction,  ex- 
plain additional  variance  for  work 
satisfaction  but  not  for  work  stress. 
Both  gender  and  income  also  predict 
satisfaction  but  not  stress.  Total 
hours  worked  enters  each  equation; 
fewer  hours  predict  satisfaction  and 
more  hours  predict  stress.  Solo  prac- 
tice and  younger  age  predict  stress 
but  not  satisfaction. 

The  relationship  between  work 
stress  and  work  satisfaction  needs 
more  clarification.  For  example,  what 
are  the  characteristics  of  physicians 
and  their  practices  that  distinguish 
other  groups,  such  as  those  reporting 
high  satisfaction  and  high  stress  or 
low  satisfaction  and  low  stress?  Can 
they  enlighten  us  further  regarding  the 
satisfaction-stress  relationship? 

For  physicians,  note  that  stress  is 
related  to  many  practice  variables  in- 
cluding some  that  physicians  can  con- 
trol. The  number  of  hours  worked 
and  the  context  of  an  individual’s 
practice  (solo  or  group)  can  be  altered 
if  they  raise  the  level  of  stress. 

Note  also  that  although  the  per- 
sonal variables,  psychiatric  symp- 
toms and  marital  satisfaction,  pre- 
dict work  satisfaction,  they  do  not 
predict  work  stress.  One  interpreta- 
tion of  this  finding  is  that  work  sat- 
isfaction is  intimately  associated 
with  other  life  satisfactions  because 
individuals  differ  in  their  abilities  to 
derive  satisfaction  from  all  of  life, 
including  most  centrally  self,  other, 
and  work.  Stress,  on  the  other  hand, 
may  be  a more  circumscribed  con- 
struct, having  most  to  do  with  the 


early  years  of  establishing  a medical 
practice,  practicing  alone,  and  work- 
ing very  long  hours. 

Finally,  physicians  and  dentists 
are  more  alike  than  different  regard- 
ing the  stresses  they  encounter  in 
professional  practice.  Although  they 
differ  in  regard  to  some  specific 
stressors,  their  likeness  regarding 
overall  levels  of  stress  in  conjunction 
with  their  similarity  regarding  work 
satisfaction  may  point  to  something 
fundamental  about  professional 
work:  for  many,  high  levels  of  satis- 
faction can  be  obtained  at  the  cost 
of  moderate  levels  of  stress. 

The  analyses  exploring  the  simi- 
larities and  differences  between  the 
relationships  of  physician  and  den- 
tist work  stress  and  demographic 
variables,  practice  variables,  psychi- 
atric symptoms,  and  marital  satisfac- 
tion are  briefly  summarized  here. 
They  will  be  presented  more  fully  in 
future  publications. 

The  data  in  this  paper  support 
the  finding  that  most  physicians  ex- 
perience moderate  levels  of  work 
stress  with  an  equal  minority  report- 
ing either  high  or  low  levels.  As  with 
the  data  reported  on  physician  work 
satisfactions,  these  findings,  if  repli- 
cated, have  implications  for  the  fu- 
ture of  those  who  may  choose 
medicine  as  a profession. 
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Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

Alan  Tonnesen,  MD 
Acting  Director 

ROBERTA.  FINNEGAN,  MD 
Coordinator,  Outpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Carmine  U.  lacono,  Ph.D 

Assistant  Director  Assistant  Director 

Medical  Services  Psychological  & Related  Services 


Dermatology 


CONSULTING  DERMATOLOGIC  SPECIALISTS 

Forrest  C.  Brown,  MD  Lynne  J.  Roberts,  MD 

Mohs  Surgery  Pediatric  Dermatology 

For  Cancer  of  the  skin  Laser  Surgery 

Laser  Surgery 
Medical  City  Hospital 

7777  Forest  Lane,  Suite  C-528,  Dallas,  Texas  75230 
214  661-4537,  800  552-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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General  Surgery 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 


Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  Dl BELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104:  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane.  Dallas.  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  411  North  Washington,  Suite  7000.  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
A Professional  Association 
2909  Lemmon  Ave..  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas,  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth.  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G,  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 
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ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko.  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B,  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N,  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 


Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 


4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M,  Graehl,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1-800-44REHAB 


Psychiatry 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 


Charles  Mitchell,  MD  L.  T.  Johnson.  MD 


AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  inpatient  and  outpatient  rehabilitation  and 
electrodiagnostic  evaluation  for  adults  and  children. 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800-792-9276,  210-672-6592 

Larry  Browne,  MD,  Medical  Director 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229 
800-741-6321,  210-616-0100 


3450  Wheatland  Road,  Suite  110,  Dallas,  Texas  75237;  (214)  296-6371 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 
EDWARD  M.  BENDER,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Alex  Willingham,  MD,  Medical  Director 

Corpus  Christi:  2606  Hospital  Blvd,  8th  Floor 
Corpus  Christi,  Texas  78405  512-888-4458 

Joel  Joselevitz,  MD,  Medical  Director 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  collect  (512)  826-9892 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


TEXAS  MEDICAL  ASSOCIATION 


Classified  Directory 


OPPORTUNITIES 

Available 

Anesthesiology 

Anesthesiology  Residency  — Busy,  academically  oriented 
department  with  positions  available.  Goof  academic 
credentials  and  must  have  completed  clinical  base  year 
requirements.  Effective  July  1,  1993,  at  the  CA-1  level. 
Delightful  community  within  driving  distance  of  skiing, 
etc.  Contact  Edward  Wilson,  MD,  Residency  Program 
Coordinator,  or  Gabor  Racz,  Professor  and  Chairman, 
Department  of  Anesthesiology,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX  79430,  (806) 
743-3112,  FAX  (806)  743-2984.  Texas  Tech  University 
and  Texas  Tech  University  HSC  are  equal  opportunity/ 
affirmative  action  employers. 


CHIEF  MEDICAL  OFFICER/CHIEF  REGULATORY  OFFICER 


American  Red  Cross  Southwest  Region 
Blood  and  Tissue  Services 

Professional  opportunity  In  fastpaced /pro- 
gressive environment.  Multi-state  operation, 
headquartered  in  Tulsa,  OK.  Graduate  of 
LOME  approved  medical  school;  certification/ 
eligibility  In  Hematology,  Pathology  or  Blood 
Banking. 

Paid  Malpractice  ♦ Full  Service  Support  Staff 
Competitive  Compensation  ♦ Relocation  Assistance 

Fax  CV  to  Human  Resources  Manager 

(918)  831-1134;  call  (918)  831-1165. 

EOE  M/F/H/V 


Cardiology 

Non-invasive  cardiologist  with  or  without  Internal 
Medicine  needed  to  join  similar  practice  located  45 
miles  from  Dallas  on  Interstate  30.  Excellent  benefits 
with  easy  terms  and  early  partnership.  Send  CV  c/o 
Texas  Medicine,  Ad  Box  801,  401  W.  15th  St,  Austin, 
TX  78701. 


Emergency  Medicine 


Colorado  Springs,  Colorado 

Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  net- 
work located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part- 
time  BC/BE  MD’s  to  come  enjoy  the  good  life. 
Four  days  per  week-NO  NIGHTS/HOSPITAL. 
Excellent  salary  plus  bonus.  Outstanding  ben- 
efits package,  including:  Malpractice  insurance, 
CME  benefits,  vacation,  and  health  benefits  plan. 
Please  send  CV  to  Robert  S.  Hamilton,  MD, 
4520  Northpark  Dr.,  Colorado  Springs,  CO 
80918,  or  call  Susie  Pearce  at  719/527-2959. 


Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


emergency  care 


Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 

• Houston  / Dallas  • Lufkin,  Texas 

• Pasadena,  Texas  • Corpus  Christi,  Texas 

• Cleveland,  Texas  * Jonesboro  / Searcy,  Arkansas 

Medical  Networks  has  excellent  career  and  part-time  prac- 
tice opportunities  available  for  physicians  experienced  in 
emergency  medicine.  In  addition  to  paid  1 1M/I3M  profes- 
sional liability  insurance,  our  attractive  compensation 
packages  range  up  to  1250,000  plus  annually.  Hourly  rate 
plus  incentive  packages  available. 

See  our  cla$sified  ads  in  this  issue  for  more  details,  or 
contact; 

Physician  Resources  Department 
Medical  Networks,  Inc. 

P.O.  Box  4448 
Houston,  Texas  77210-4448 

In  Houston  call:  Outside  Houston 

(713)446-9696  (800)  231-0223 


San  Angela  — Outstanding  opportunity  in  minor  emergen- 
cy/family practice  clinics.  Guaranteed  $100,000  for  4- 
day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


H EMERGENCY 
MEDICINE 

Full  or  Part-time  Opportunities 
• Houston  - Dallas  • Hill  Country 
• Gulf  Coast  Area  • East  Texas 

Medicus  offers  to  qualified  physicians: 

• PAID  MALPRACTICE 
• COMPETITIVE  COMPENSATION 
• FLEXIBLE  SCHEDULE 
• INCENTIVES 

• RELOCATION  ASSISTANCE 
• DIRECTORSHIPS 

TEXAS  MEDICUS,  P.A. 

10210  N.  Central  Expressway,  #310 
Dallas,  TX  75231 

1-800-755-3763  FAX  (214)  890-7846 


Texas,  Sulphur  Springs  — Independent  contractor  oppor- 
tunity available  at  this  100-bed  facility  located  in  north- 
east Texas  just  two  hours  from  Dallas.  ED  volume  is 
moderate.  For  further  information,  call  or  send  your  CV 
to  Cheryl  Grimm,  CES  of  Dallas,  PA,  3010  LBJ  Freeway, 
Lock  Box  #43,  Dept  SJA,  Dallas,  TX  75234-2709.  1 
800-745-5402. 

Texas,  Weatherford  — Medical  Directorship  and  indepen- 
dent contractor  opportunities  are  available  at  this  facili- 


ty just  20  minutes  west  of  Fort  Worth.  11,000  ED  visits 
annually.  Competitive  renumeration.  For  details,  call 
Cheryl  Grimm  at  1-800-745-5402  or  send  your  CV  to 
CES  of  Dallas,  PA,  3010  LBJ  Freeway,  Lock  Box  #43, 
Dept  SJA,  Dallas,  TX  75234-2709. 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part- 
time,  weekdays,  weekends  to  staff  a free  standing  ur- 
gent care  center.  Remuneration  commensurate  with  ex- 
perience. Send  CV  and  application  to  Austin  Medicenter, 
c/o  Sheila  Twyman,  Medical  Administrator,  6343 
Cameron  Rd,  Austin,  TX  78723  or  call  512-467-2052. 

Family  Practice  — BE/BC  family  physician  needed  to  join 
with  4 other  family  practitioners  in  a thriving  practice  in 
Beaumont,  Texas.  Modern,  full-service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 


Family/General  Practice 


AUSTIN  AREA  OUT-PATIENT  CLINIC 

Enjoy  a country  practice  with  down-to 
earth,  loyal  patients  in  a practice 
with  strictly  controlled  hours.  Two 
well-established  family  practitioners, 
located  25  minutes  from  UT,  are 
seeking  a third  physician  for  out-patient 
practice.  Full  or  part-time  available, 
leading  to  a partnership  in  two  years  if 
desired.  Send  resume  to  209  E Second 
St.  Elgin.  TX  78621  or  call  512-285-3315. 
W.T.  Biel,  MD.  or  Ken  Sherman.  MD. 


Exceptional  Family  Practice  Opportunities 


Excellent  financial  opportunity  exists  in 
Nacogdoches,  Texas  to  open  a solo  practice 
or  join  an  existing  busy  practice.  A commu- 
nity of  over  30,000  with  a medical  service 
area  in  excess  of  80,000. 

I Excellent  net  income  guarantee  to  assist 
physician  with  start  up. 

• Opportunity  to  practice  full  range  of  family 
practice  skills  with  all  necessary  special- 
ists available  for  assistance. 

I Active  community  with  Stephen  F.  Austin 
State  University  as  a focal  point. 

I Diversified  economy  enables  the  commu- 
nity to  be  stable  and  economically  sound. 

I Exceptional  environment  to  raise  a family 
and  enjoy  the  out  doors. 

1J  Interested  please  contact  Kenneth  E.  Worley, 
FACHE.  Associate  Administrator  at 

(409)568-8582 


NACOGDOCHES 

H MEMORIAL  HOSPITAL 

YOUR  HOSPITAL  FOR  LIFE 


Breckenridge  Family  Clinic  P.A.  is  looking  for  a new  asso- 
ciate immediately.  Terms  are  negotiable.  Prefer  board- 
certified  practitioner  with  dedication  to  and  interest  in 
rural  medicine.  Contact  W.E.  Prater,  MD,  at  817-559- 
7475  (Grad  UTMB  '84,  John  Peter  Smith  '87)  or  send 
CV  to  103  S Hartford,  Breckenridge,  TX  76424. 
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FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc.,  a fed- 
erally funded  community  health  center,  located  at  3 10 
W.  Oaklawn,  Pleasanton,  Texas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  at  512-569-2527. 


Ambulatory  Care  — Opportunities  available  in  Alabama, 
Georgia,  Mississippi,  Texas,  and  Florida.  For  details, 
contact  Practice  Dynamics,  11222  Richmond,  Suite 
125,  Houston,  TX  77082;  800-933-0911. 


HOUSTON,  TEXAS  -long  established  general  practice, 
including  free-standing  building,  7200  square  feet, 
adjacent  3.3  acre  lot.  X-Ray  and  lab,  in  northern 
outskirts  of  metropolis.  Serving  (3)  three  growing, 
small  towns  as  well  as  metropolitan  Houston;  35  miles 
from  cultural  amenities.  Excellent,  independent 
practice  opportunity  with  minimal  competition,  flexible 
terms  and  minimal  financial  layout,  for  an  all  round 
experienced,  energetic  physician  to  reorganize  this 
underutilized  facility.  Call  or  write:  DOCTOR  at  (713) 
781-9062,  P.O.  Box  772003,  Houston,  Texas  77215. 


Houston  — Hospital-sponsored  purchase  of  retiring 
physician's  practice.  Located  in  suburban  west.  For  de- 
tails, contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082;  800-933-0911. 

Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibilities 
optional.  $100,000+  per  year  including  salary  and  bene- 
fits. Please  send  C V to  Gregg  Barfield,  PO  Box  10801, 
College  Station,  TX  77842,  or  call  409-696-6388. 

Dallas  suburb  — Join  single  specialty  group  or  set  up 
solo  and  share  call.  Young,  fast-growing  community.  For 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082;  800-933-0911  or  713- 
531-0911. 


Primary  Care  Physician 


The  University  of  Texas  Medical  Brandt-Galvesfon  is 
recruiting  a primary  care  physician  to  staff  the  Institu- 
tion's Employee/Student  Health  Service.  Responsibili- 
ties include  the  provision  of  daytime  ambulatory  care 
services  on  weekdays,  the  supervision  of  nurse  practi- 
tioners and  other  allied  health  personnel,  and  the  teach- 
ing of  medical  students  and  primary  care  residents. 

Applicants  should  be  Board -certified  in  Family  Practice, 
Internal  Medicine,  Emergency  Medicine  or  Occupa- 
tional Medicine. 

Letters  of  interest,  along  with  curriculum  vitae  should 
be  sent  to:  Stephen  J.  Spann,  M.D.;  Professor  and 
Chairman;  Department  of  Family  Medicine;  415  Texas 
Avenue;  Galveston,  TX  77555-0853 

Ihe  University  of  lexas  Medical  Blanch  al  Gdveslon  Is  an  E0/AA  M/F/H/V  employer 


San  Antonio  — Primary  Care  group  needs  additional 
FPs.  Compensation  includes  salary,  incentive  pay,  and 
full  benefits.  For  details,  contact  Practice  Dynamics, 
11222  Richmond,  Suite  125,  Houston,  TX  77082;  800- 
933-0911  or  713-531-0911. 

TEXAS  — Fulfill  the  growth  and  success  of  your  family 
practice  career  by  becoming  the  new  associate  with  an 
established  practitioner  in  a modern,  young  suburb  of 
southwest  Fort  Worth.  The  practice  of  this  dynamic 
family  physician  offers  immediate  entry  into  an  expand- 
ing patient  base  with  unlimited  potential  for  growth.  The 
practice  is  located  on  the  campus  of  the  71-bed  acute 
care  All  Saints  Cityview  Hospital  which  is  affiliated  with 
a 533-bed  full  service  hospital  located  within  15  min- 
utes of  this  facility.  An  outstanding  financial  package  is 
offered  for  this  professionally  and  personally  rewarding 


opportunity.  For  further  information,  send  CV  to  Andrew 
Johns,  Physician  Services  of  America,  Suite  250,  2000 
Warrington  Way,  Louisville,  KY  40222  or  call  1-800- 
626-1857,  ext.  237. 

PRACTICE  BUILDING  OPPORTUNITY  with  a progressive  in 
terdisciplinary  clinic.  Emphasis  on  Personal  Injury  and 
Workers  Comp.  Excellent  opportunity  for  Hispanic  or 
Chinese  physician.  Houston,  TX  (713)  271-5744.  Ask 
for  the  office  manager. 

Internal  Medicine 


Fort  Worth , Texas 

BE/BC  Internist  - American  Trained  - Stable  10 
MD  Group  - Adding  7th  Internist  -Downtown  lo- 
cation - Salary  + Bonus  + Paid  Expenses  - Fee  for 
service  practice  - Mail  CV:  Administrator,  The 
Fort  Worth  Clinic,  1221  West  Lancaster  Av- 
enue, Fort  Worth,  TX  76102 


Gold  Mine  for  Internist  — Wanted,  aggressive  and  ener- 
getic physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures. 
Very  competitive  fee  for  service  income  available.  In- 
cluding benefits.  Salary  is  based  on  percentage  of  col- 
lections with  a base  salary  guarantee.  Send  CV  to  Nan- 
cy Bloomfield,  4010  College  St,  Suite  200,  Beaumont, 
TX  77707. 


Locum  Tenens 


Trust 

Confidence.  People  who 
care.  These  are  some  of 
the  things  that  have  made 
INTERIM  PtIYSICIANSsm 
one  of  the  nation's  largest 
locum  tenens  providers. 
Specializing  in  primary 
care,  short-term  or  long- 
term, we  provide  some  of 
the  best  qualified  people  in 
the  field.  Backed  by  a solid 
team  of  administrative 
professionals.  And  we're 
just  a phone  call  away. 

1-800-531-1122 

Intrim 

Physicians  .m 

"In  Texas  since  1982" 
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"Ron’s  Rule  — 1 give  myself  one  week 
to  meet  new  people  and  start  having 
tun  on  a locum  tenens  assignment. 

It  hasn't  failed  me  vet.' 


Ron  Richmond,  MD,  joined  the 
CompHealth  locum  tenens  medical 
staff  when  he  completed  his 
residency.  He  wanted  to  travel.  He 
loves  to  meet  people.  A little  time 
oft  sounded  really  good.  And  he 
thinks  being  exposed  to  dillerent 
types  of  medical  practice  will  serve 
him  well  when  he  returns  to  his 
hometown  to  establish  a 
community  health  center. 


A singer.  A board-certified 
family  practitioner.  A soft- 
spoken  New  Yorker. 

Ron  Richmond  knows... 


Its  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1 -800-^53-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Neurology 

PRACTICE  BUILDING  OPPORTUNITY  with  a progressive  in 
terdisciplinary  clinic.  Emphasis  on  Personal  Injury  and 
Workers  Comp.  Excellent  opportunity  for  Hispanic  or 
Chinese  physician.  Houston,  TX  (713)  271-5744.  Ask 
for  the  office  manager. 

Otolaryngology 

Houston  — Established  practice  for  sale.  Heavy  surgical 
practice  with  room  for  expansion.  For  details,  contact 
Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800-933-0911  or  713-531-0911. 

Pediatrics 

Practice  for  sale.  Well  established  solo  Pediatric  Practice 
in  progressive  West  Texas  town.  Makes  $300,000 
plus.  Inquiries  and  correspondence  should  be  ad- 
dressed to:  Pediatric  Practice,  P.0.  Box  2241,  Big 
Spring,  Texas  79720. 

Psychiatry 

Austin  private  psychiatry  practice  seeks  general  or  child 
and  adolescent  psychiatrist  for  full  or  part-time  posi- 
tion. Contact  Barry  K.  Herman,  MD,  512-454-9955. 


NORTHEAST  TEXAS  PSYCHIATRIST  retiring  July  1993 
seeks  sole  proprietor  to  buy  general  psychiatric  prac- 
tice. I am  willing  to  work  for/with  the  buyer  to  get  set- 
tled. Please  reply  telephone  (903)  793-6191. 

Radiology 

Expanding  15-Physician  inultispecialty  group  has  excel 
lent  opportunity  for  a radiologist  in  friendly  West  Texas 
community  of  25,000.  Adjacent  to  a 153-bed  modern 
hospital.  Excellent  guaranteed  salary  with  no  first  year 
expenses  in  addition  to  benefits.  Moving  allowance 
also  available.  Direct  inquiries  or  send  CV  to  Gail 
Knous.  Malone  & Hogan  Clinic.  1501  W 11th  Place,  Big 
Spring.  TX  79720;  915-267-6361. 

Diagnostic  Radiologist  with  CT,  MR,  Interventional,  US. 
Nuclear  Medicine  skills  to  join  group  of  seven  Board 
Certified  Radiologists.  Two  hospitals,  private  offices, 
service  to  nearby  communities.  Centrally  located  to  San 
Antonio,  Austin,  Houston,  Corpus  Christi.  Good  family 
environment.  Contact  James  Neumann,  MD,  Box  3610, 
Victoria,  TX  77903;  512-578-0317. 


A room  with  a viewbox...  NOT! 


It’s  time  for  R&R. 


RADIOLOGY 


Recruiting  Assistance 
Exclusively  for  Radiology 


Locum  Tenens 
Permanent  Recruiting 


800-523-9955 


Other  Opportunities 

Physicians  for  Nationwide  Travel  — Health  research  orga- 
nization seeks  physician  for  National  Health  & Nutrition 
Examination  Survey  sponsored  by  the  US  Public  Health 
Service.  Individual  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  government  mobile 
exam  centers  traveling  to  88  areas  of  the  US  through 
Fall  of  1994.  Must  be  licensed  in  one  state.  One  year 
mimimum  commitment  and  FULLTIME  CONTINUOUS 
TRAVEL  REQUIRED.  Competitive  salary,  paid  malprac- 
tice, per  diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insurance  of- 
fered. Call  Beverly  Geline,  1-800-937-8281,  ext  8248. 
WESTAT.  INC,  Rockville,  MD  EOE/MF/V/H. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

Houston4TX  77242-2314  Bronstein 
FAX  713-784-9260  & Associates 


Escape  to  Wisconsin,  the  fastest  growing  state  in  the 
Midwest!  Quality  group  practices,  many  qualifying  for 
state  sponsored  loan  forgiveness  program  for  family  practi- 
tioners, internists,  pediatricians,  and  OB/GYN’s  await 
your  inquiry.  Communities  range  from  rural  to  metropoli- 
tan to  fit  your  lifestyle  needs.  Live  and  work  in  a state 
which  boasts  a highly  ranked  school  system,  stable  and 
diverse  economy,  quality  year-round  recreation,  and 
moderate  four-seasons  climate.  Call  1-800-272-2777  or 
send  curriculum  vitae  to  PRM,  15850  W.  Bluemound 
Road,  Suite  300,  Brookfield,  Wl  53005. 
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More  Outstanding  Opportunities 
from  The  TEXAS  Specialists ... 


(serving  referral  area  of  206,000).  Regional  medical 
center  with  ultra-modern  OB  facilities  and  equipment. 
Good  neonatal  support.  Area  renown  for  recreational 
facilities.  Easy  access  to  Dallas/Fort  Worth  metropolitan 
area.  Contact:  Vicki  Truitt. 


OTOLARYNGOLOGY 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  cardiologist  for  associate 
practice  in  NE  Texas  community.  Referral  area  of 
200,000.  Modern  medical  facilities  in  town  with  more 
than  100  physicians.  Progressive,  family-oriented 
community  with  strong  diversified  economy,  excellent 
schools.  Many  social  and  recreational  opportunities. 
Generous  compensation  and  benefits  to  high  caliber 
physician.  Contact:  Vicki  Truitt 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex,  this 
16  year-old  dermatology  practice  averages  30  to  50 
patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.  nine  year-old  medical  building 
designed  to  accommodate  two  dermatologists.  Current 
physician  plans  early  retirement  and  offers  practice  for 
sale  Building  available  for  sale  or  lease. 

Contact:  Barry  Strittmatter 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise!  Need  two  more 
FPs  to  offer  full  range  of  family  medicine  in  town  of 
21,000;  easy  access  to  Dallas/Fort  Worth.  OB  optional. 
Ultra-modern,  200-bed  hospital.  Excellent  referral  base 
and  backup.  Generous  incentive  package.  This 
opportunity  has  it  all!  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  ot  D/FW  Metroplex.  No  OB.  Great  life 
style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous  incentive 
package  from  community  hospital  to  qualified  doctor. 
Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt 

EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing  and 
coverage  is  available  from  other  family  physicians  in  the 
community.  This  beautiful  rural  community  is  a 
recreational  mecca;  hunting,  fishing,  water  sports, 
camping,  etc.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Barry  Strittmatter. 


CENTRAL  TEXAS 

Established  group  of  young  FPs  and  well-equipped, 
financially  sound,  JCAHO-accredited  hospital  seek  two 
BC  FPs  to  accommodate  increasing  patient  volume. 
Full  scope  of  family  medicine.  Shared  call  and 
competitive  incentive  package  to  qualified  doctor.  Major 
lake,  18-hole  golf  course.  Contact:  Barry  Strittmatter. 

SOUTH  CENTRAL  TEXAS 

Within  one  hour  of  San  Antonio  - South  Central  Texas 
hospital  seeks  additional  BE/BC  family  practitioner  for 
service  area  of  20,000.  OB  is  available,  but  not 
required.  Flunting  and  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound.  Generous 
incentive  package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in  El 
Paso  (population  approximately  500,000),  wishes  to 
retire.  He  and  the  hospital  with  whom  he  is  associated 
seek  a board  certified  (or  board  eligible  pursuing 
certification)  family  physician  to  join  him  and  begin  to 
assume  his  large  practice.  Competitive  benefit  package 
to  qualified  candidate.  Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Popular  location,  great  lifestyle.  Three  busy  internists 
seek  fourth  to  join  practice.  Excellent  hospital  facilities 
and  equipment.  Outstanding  referral  base  and  backup 
Community  of  21,000  with  easy  access  to  Dallas/Fort 
Worth  Recreational  opportunities  abound  - and  the 
coverage  will  allow  you  time  to  enjoy  it!  Generous 
incentive  package.  Contact:  Vicki  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunity  available. 
Work  with  specialized  health  care  team  (including 
two  other  full  time  physicians  and  a host  of  other 
professionals)  in  new,  fully-equipped  comprehensive 
medical  unit.  High  incidence  of  diabetes  and 
hypertension.  Regular  hours,  limited  call;  excellent 
income  and  benefits.  Contact:  Vicki  Truitt 


NEUROSURGERY 


NORTH  CENTRAL  TEXAS 

Recently  trained  neurological  surgeon  seeks  associate 
for  regional  neurosurgical  group.  Well-established  and 
growing  practice  in  attractive  north  central  Texas  location 
Easily  accessible  to  D/FW  Metroplex.  Modern  hospital 
facilities.  Good  income/benefits.  Many  desirable 
features.  Call  for  details.  Contact:  Barry  Strittmatter 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  BE/BC 
OB/GYN  for  private  practice  (to  share  call  with  three 
other  OB/GYNs).  Construction  of  New  Women’s  Center 
underway.  Progressive,  family  oriented  community  with 
strong,  diversified  economy;  excellent  schools.  Many 
social  and  recreational  opportunities.  Comprehensive 
incentive  package  to  qualified  physician. 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

BE/BC  OB/GYN  needed  for  associate  practice  in  north 
central  Texas  community  of  approximately  21,000 


P lease  call  for  additional  listings. 


NORTH  CENTRAL  TEXAS 

Regional  medical  center  in  community  of  approximately 
21,000  (serving  referral  area  of  206,000)  seeks  BC 
otolaryngologist.  Associate  or  solo  practice  possibilities. 
Ultra-modern  hospital  facilities.  Area  renown  for 
recreational  facilities;  easy  access  to  D/FW  Metroplex. 
Competitive  incentive  package  to  qualified  physician 
Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000+  seeks 
additional  otolaryngologist  for  private  practice 
opportunity.  Share  call  with  recently  trained  BC  ENT. 
Progressive,  family  oriented  community  with  strong, 
diversified  economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Jim  Truitt. 


OPHTHALMOLOGY 


NORTH  CENTRAL  TEXAS 
Outstanding  opportunity  for  ophthalmologist(s)  to 
assume  practice  of  departing  physicians.  Regional 
medical  center  in  community  of  approximately  21,000 
(serving  referral  area  of  206,000)  will  offer 
competitive  incentive  package  for  qualified 
physician(s).  Ultra-modern  hospital,  200-bed 
hospital.  Area  renown  for  recreational  facilities;  easy 
access  to  D/FW  Metroplex.  Contact:  Vicki  Truitt 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediatricians 
seek  fourth  associate  for  group  practice  in  attractive 
community  of  27,000  (referral  area  of  200,000). 
Progressive,  family-oriented  community  with  strong, 
diversified  economy;  excellent  schools.  Social  and 
recreational  opportunities  abound.  Modern  hospital  with 
Level  II  nursery  and  designated  pediatric  care  unit. 
Shared  call;  excellent  income  and  benefits;  early 
partnership.  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 


Classified  Directory 


is  covering  for  me. 
That  lets  me 
sleep  at  night.” 

— Dale  Tate , M.D. 

Giving  Physicians  More 
of  What  They  Want. 

FHP 


HEALTH  CARE 


m 


hen  you  practice  with 
FHP,  you  can  be  sure 
that  a qualified  physi- 
cian is  covering  your  practice 
while  you're  away.  In  fact, 

95%  of  our  doctors  are  board- 
certified.  So  when  you  enjoy 
the  extra  time  off  you'll  have  as 
an  FHP  physician,  you  can 
relax  knowing  that  your  patients 
are  receiving  top-notch  care. 

Of  course,  that's  just  one 
advantage  of  joining  FHP. 
Because  we're  a physician- 
guided  organization,  you'll 
also  find  that  our  admin- 
istrators understand  your 
concerns  — because  they're 
too.  So  your  work 
environment  comes  with 
noticeably  less  paperwork  and 
more  time  to  care  for  your 
own  panel  of  patients. 

Find  out  more  by  calling 
1-800-283-8884,  ext.  631.  Or 
send  your  C.V.  to  FHP, 
Professional  Staffing,  Dept. 

TM,  35  West  Broadway,  Salt 
Lake  City,  UT  84101-9933. 
Opportunities  also  available  in 
AZ,  CA,  NM  and  Guam.  An 
equal  opportunity  employer. 


Practice  without  the  hassle  of  overhead,  office  management, 
and  marketing  in  multi-discipline  setting  near  two  major 
hospitals.  Great  opportunity  for  the  right  doctor.  (817) 
283-4200. 

^ Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P hysi- 
cian  student  repayment  program.  Inquiries:  TDJC, 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
yor  contact  Glynda  Baker,  (409)  291-4020.  . 


FOR  SALE  OR  LEASE 

Medical  Equipment 

Ahodia  Lighted  Slide  Store  and  View  — Store  1,000  to 
10,000  on  lighted  racks.  Organize  your  slides  and  use 
them!  For  catalog,  call  1-800-950-7775  or  write  Elden 
Enterprises,  Inc,  Box  3201,  Charleston,  WV  25332. 

For  Sale  — Complete  turnkey  office  XMA  300  MA  125 
KVP  X-ray  System,  low  prior  usage,  installation  and  on- 
site instruction  for  office  staff,  includes  QX70  proces- 
sor and  accessories.  Contact  817-759-4298. 


Office  Space 

For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 
806-383-3377. 

For  Sale  — Medical  science  center  office  at  711  West 
38th,  Austin,  Texas.  Approximately  1,170  square  feet. 
$129,900.  Contact  Clarke  Witt,  MD,  at  817-481-0012. 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  PRACTICE  DYNAMICS, 
Dept  T,  11222  Richmond,  Ste  125,  Houston,  TX 
77082;  713-531-0911. 

Psychiatric  practice  in  community  near  Houston.  Enjoy 
small  town  atmosphere  near  city  amenities.  Well-estab- 
lished with  offices  adjacent  to  hospital.  Transition  avail- 
able. For  information  package,  contact  Business  & Pro- 
fessional Associates  at  713-782-8888.  TMH-1422. 

SE  Houston  — Psychiatric  practice  with  hospital  compo- 
nent. Offices  near  hospital.  Excellent  for  addition/ex- 
pansion of  your  practice.  Substantial  opportunity  for 


growth.  Lowered  competition.  For  information  package, 
contact  Business  & Professional  Associates  at  713- 
782-8888.  TMH  1438. 

Properly 

Houston  — Memorial  — Piney  Point  Village.  Park-like 
acre  plus  with  beautifully  renovated  house  in  one  of  the 
most  prestigous  locations.  Surrounded  by  several  new 
houses.  Priced  to  sell  for  lot  value  at  $579K.  Call  713- 
780-0786. 

Travel 

AFRICAN  SAFARIS  — African  Safaris  $2500  plus  Air.  In- 
cludes Kudu  and  Impala.  Write:  Dale  O'Neal,  5601  Air- 
port Freeway,  Fort  Worth,  Texas  76117,  or  fax  (817) 
831-6879. 

JOURNEY  OF  THE  CZARS  — 16-day  trip  through  Russia's 
remarkable  cities  and  countryside;  includes  a 7-night 
cruise  between  Moscow  and  St.  Petersburg.  Free 
brochure:  Jeanette  Prentice  1-800-880-1300. 

Vacation  Homes 

Cayman  Islands  — Private  — One-bedroom  condo,  ocean- 
front,  7-mile  beach,  fully  equipped,  walking  distance  to 
restaurants,  shopping,  etc.  Low:  $1,090;  High:  $1,300 
US  per  week/2  persons.  416-737-7667. 
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Classified  Directory 


Other 

BUSINESS  AND 
FINANCIAL  SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous 
service.  Competitive  fixed  rate.  Physicians  Service  As- 
sociation, Atlanta,  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Medical  Accounts  Receivables  — Includes  Personal  Injury 
Claims.  PLACEMENT/MANAGEMENT  SERVICES  also 
available.  For  information  call:  210-497-7574. 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Denise  Kotson, 
Classified  Manager,  TEXAS  MEDICINE,  401  West  15th. 
Austin,  Texas  78701. 
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Retirement  Planning 


Broke  Before 
You  Die? 


THE  REALITY: 

Most  professionals 
won’t  have  the  income 
in  retirement  to 
do  what  they  want! 


You  took  all  the  right  steps.  You  studied. 
Got  a good  education.  Built  a thriving  practice 
that  provides  a good  income.  And  you  salted 
money  away  for  retirement.  But  will  it  be 
enough?  Will  you  have  the  retirement  income 
to  travel?  To  sail?  Maybe  tour  Europe?  Do 
what  you  always  wanted  to  do? 

For  a free  report  “Living  Well  in  Retire- 
ment”, call  1-800-856-3367,  24  hours  for  a 
recorded  message. 

First  Austin  Capital  Management,  Inc. 

Investment  Counsel 
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C ME  / Continuing 
education  Directory 


Courses 


MARCH 

Audiology 

Mar  12,  1993 

Audiology  Conference.  College  Station, 
Tex.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Cardiology 

Mar  12-13,  1993 

Texas  Pulmonary  Medicine:  A Review  & 
Update.  League  City,  Tex.  Contact  American 
Lung  Association  of  Texas,  PO  Box  26460, 
Austin,  TX  78755-0460  (800)  252-5864 

Critical  Care 

Mar  6-11,  1993 

Critical  Care  Medicine  Course.  Oklahoma 
City.  Contact  Oklahoma  University  Health 
Science  Center,  Dept  of  Medicine,  Rm  3SP 
400,  PO  Box  26901,  Oklahoma  City,  OK 
73190  (405) 271-5904 

Emergency  Medicine 

Mar  12-13,  1993 

Annual  Emergency  Medicine  Review. 
Austin.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Mar  15-18,  1993 

1993  Winter  Symposium.  Palm  Springs, 
Calif.  Contact  American  College  of  Emer- 
gency Physicians,  PO  Box  619911,  Dallas, 
TX  75261-9911  (800)  798-1822  or  (214) 
550-0911 

Endocrinology 

Mar  27,  1993 

Clinical  Endocrinology  Symposium.  Hous- 
ton. Contact  The  University  of  Texas  Med- 
ical School  at  Houston,  Office  of  CME, 
1100  Holcombe  Blvd,  HMB  15.1509, 
Houston,  TX  77030  (713)  792-5346 

General  Medicine 

Mar  11,  1993 

Current  Issues  in  Nutritional  Support. 
Lubbock.  Contact  Office  of  CME,  Texas 
Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)  743-2929 

Mar  26-27,  1993 

International  Conference  on  Grief.  Hous- 


ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Obstetrics  and  Gynecology 

Mar  17-20,  1993 

Controversies  in  Female  Issues  & En- 
docrinology. Puerto  Vallarta,  Mexico. 
Contact  Scott  &:  White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Ophthalmology 

Mar  5-6,  1993 

Ophthalmology  Symposium.  Dallas.  Con- 
tact Presbyterian  Healthcare  System,  Office 
of  CME,  8160  Walnut  Hill  Ln,  Dallas,  TX 
75231 (214) 891-2323 

Mar  12-14,  1993 

Clinical  Advances  in  Ophthalmology  for 
the  Practicing  Ophthalmologist.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Mar  25-27,  1993 

Annual  Ophthalmic  Reviews.  Phoenix. 
Contact  Mayo  Clinic  Scottsdale,  13400  E 
Shea  Blvd,  Scottsdale,  AZ  85259  (602) 
391-7447 

Orthopedic  Surgery 

Mar  10-14,  1993 

Texas  Orthopaedic  Surgery  Workshop. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Otorhinolaryngology 

Mar  20-21,  1993 

Endoscopic  Sinus  Surgery.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Physical  Medicine  & Rehabilitation 

Mar  15-25,  1993 

Comprehensive  Review  Course  in  Physical 
Medicine  and  Rehab.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 


Plastic  Surgery 

Mar  6-9,  1993 

Dallas  Rhinoplasty  Symposium.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Psychiatry 

Mar  13,  1993 

Diagnosis  & Management  of  Obsessive 
Compulsive  Disorder.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

APRIL 

Emergency  Medicine 

Apr  19-21,  1993 

ACER  Clinical  Forum:  Current  Concepts, 
Emerging  Trends.  Kansas  City,  Mo.  Con- 
tact American  College  of  Emergency  Physi- 
cians, PO  Box  6 1 99 1 1 , Dallas,  TX  7526 1 - 
991  I (800)  798-1822  or  (214)  550-0911 

Apr  22-24,  1993 

Cardiology  Fiesta.  San  Antonio.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  PO  Box  79231,  Baltimore, 
MD  21279-0231  (800)  257-4739 

Family  Practice 

Apr  19-23,  1993 

Annual  Review  Course  in  Family  Medicine. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Apr  21-25,  1993 

Family  Medicine  Review.  Austin.  Contact 
Scott  & White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Obstetrics  and  Gynecology 

Apr  22-24,  1993 

Controversies  of  Bone  Marrow  Transplan- 
tation. San  Antonio.  Contact  Methodist 
Hospital,  7700  Floyd  Curl  Dr,  San  Anto- 
nio, TX  78229  (512)  692-4884 

Oncology 

Apr  21-24,  1993 

The  Medically  Underserved  & Cancer. 
Houston.  Contact  Baylor  College  of 
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Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Orthopedic  Surgery 

Apr  2-4,  1993 

Southwestern  Orthopaedic  Surgery.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Apr  23,  1993 

Diagnosis  & Treatment  of  Diseases  of  the 
Cervical  Spine.  Houston.  Contact  St  Luke’s 
Episcopal  Hospital,  Texas  Medical  Center, 
6900  Fannin,  Ste  555,  Houston,  TX  77030 
(713)  791-4200 

Pathology 

Apr  24,  1993 

Update  in  Pulmonary  Pathology.  1 louston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Bavlor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Pediatrics 

Apr  15-17,  1993 

National  Pediatric  Diseases  Seminar.  New 
Orleans.  Contact  The  LIniversity  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Apr  16-17,  1993 

Pediatric  Postgraduate  Symposium.  I lous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Plastic  & Reconstructive  Surgery 

Apr  12-16,  1993 

Symposium  on  Reconstructive  Surgery  for 
Cancer  Patients.  Keystone,  Colo.  Contact 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Psychiatry 

Apr  3,  1993 

Diagnosis  & Management  of  Obsessive 
Compulsive  Disorder.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Apr  17,  1993 

Women  and  Psychiatric  Disorders.  Dallas. 
Contact  The  University  of  Texas  South- 


western Medical  Center,  Office  of  CME, 
5323  Harry  1 lines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Risk  Management 

Apr  17,  1993 

Streetwise!  Risk  Management  Workshop. 
San  Antonio.  Contact  Medical  Risk  Man- 
agement, Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

Apr  23-24,  1993 

Streetwise!  Risk  Management  Workshop. 
Houston.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 

Sports  Medicine 

Apr  23-24,  1993 

Colloquia  on  Applied  Science  in  Sports 
Medicine.  Houston.  Contact  Joe  W.  King 
Orthopedic  Institute,  6560  Fannin  #2100, 
Houston,  TX  77030  (713)  790-2960 


Calendar  of  Meetings 


• Denotes  Texas  meeting 

February 

Feb  26-28,  1993,  Austin 

• TMA  Winter  Leadership  Conference 

Contact  Jon  Hornaday  (conference  pro- 
gram) or  Dale  Willimack  (facilities/ar- 
rangements),  Texas  Medical  Association, 
401  W 15th  St,  Austin,  TX  78701  (800) 
880-1300 

May 

May  13-16,  1993,  Houston 

• TMA  Annual  Session 

Contact  Dale  Willimack,  TMA  Depart- 
ment of  Annual  Session  and  Meeting  Man- 
agement, 401  W 15th  St,  Austin,  TX 
78701 (800)  880-1300 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin,  TX  78743-6002 

AIR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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Ambulatory 
Preventive  Medicine 


The  city  of  Fort  Worth  / Tarrant 
County  Health  Departments 
are  seeking  BE/BC  family 
practice  or  public  health/pre- 
ventive medicine  physicians 
for  full-time  employment.  Will 
work  in  areas  of  pediatrics, 
family  planning,  STD  control 
and  HIV  services. 

Consider  a full-time  public 
health  career  with  no  office 
overhead,  minimal  night 
call,  flexible  hours,  research 
opportunities  and  excellent 
benefits.  Texas  license  or 
ability  to  obtain  required. 

Send  CV  to: 

Nick  Curry,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  TX  76107 


Medical 

Malpractice 

Insurance 


Insured  with 
theJ.UA.? 

Want  Out? 

Our  Company  Offers: 

•Financial  stability 
•Economically  pleasing 
premiums 
•A  quick  response 

S KELLEY 
r1  U RHODES 

1 A I INSURANCE  INC. 

3500  South  Gessner  Suite  202  Houston,  Texas  77063 
Telephone:  713.954-5500  Fax:  713.954.5528 


MEDICAL  CROSSWORD  NO.  5 


ACROSS 

1 and  3 Down.  That  occurring  as  a 
result  of  prior  exposure  to  an 
infectious  agent,  or  of  passive 
transfer  of  antibody  or  immune 
lymphoid  cells  (8,8) 

8.  A fluid  with  a high  content  of  protein 
and  cellular  debris  deposited  in 
tissues  or  on  tissue  surfaces  (7) 

9.  A wound  or  injury  (6) 

10.  The  turning  point  of  a disease  for 
better  or  worse  (6) 

1 1 . A small  fleshy  eminence,  often 
abnormal  (8) 

1 2.  Relieve  from  pain  (4) 

1 3.  Act  of  twisting  (7) 

1 4.  A test  of  the  body’s  ability  to  utilize 
carbohydrates  is  demonstrated  by  this 
procedure,  abbrev  (3) 

15.  Any  weblike  tissue  (4) 

17.  The  state  of  greatest  severity  of  a 
disease  (6) 

1 8.  Any  pathological  or  traumatic 
discontinuity  of  tissue  or  loss  of 
function  of  a part  (6) 

19.  International  system  of  units  (2) 

20.  One  of  the  classical  signs  of 
inflammation  (4) 

Solution  on  p 9. 


2 1 . The  production  of  large  quantities  of 
urine  at  night  (8) 

23 . Every  night  (2) 

24.  Confined  to  the  site  of  origin  (6) 

25 . A recess  in  an  organ,  by  which 
vessels  enter  and  leave  it  (5) 

DOWN 

1 . Phenindione  is  one  of  these  agents 
(13) 

2.  One  of  four  corresponding  parts 

as  of  the  surface  of  the  abdomen  (8) 

3 . See  1 Across (8) 

4.  Imipramine  may  be  used  to  treat  this 
condition  (10) 

5.  A fluid-filled  sac  situated  in  places 
in  tissues  where  friction  would 
otherwise  occur  (5) 

6.  A common  side  effect  of  most 
antineoplastic  agents  (6) 

7.  Deterioration  (12) 

10.  Chemical  symbol,  chlorine  (2) 

1 2.  Inflammation  of  the  intestine  (9) 

1 6.  Situated  away  from  the  center  of  the 
body  or  point  of  origin  (6) 

1 7 . Cavity  or  chamber  (6) 

22.  The  gaseous  mixture  that  makes 
up  the  atmosphere  (3) 

23 . Each  eye  (2) 
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TMA  Recommends 
Autoflex  Leasing. 


(No  Second  Opinion  Needed.) 


The  Texas  Medical  Association  has  found  an  auto  leasing  company  worthy 
of  endorsement.  They  are  Autoflex  Leasing.  You  will  discover  a sense  of 
integrity  that  is  reflected  in  superb  service  and  flexible  leasing  plans. 
Volume  buying  power  gives  Autoflex  Leasing  the  edge  over  the  other  leasing 
companies  and  new  car  dealers.  This  benefits  you  in  many  ways, 
one  of  these  is  the  "Flexlease."  It  includes  free  rent  cars,  no  down  payment 
and  no  deposit.  You  pick  the  car  and  Autoflex  Leasing  will  deliver 
it  to  your  home  or  office  the  next  day!  It  is  that  simple. 

A special  program  has  been  created  for  TMA  members,  so  call  one 
of  the  Autoflex  Leasing  professionals  soon  for  more  infonnation 
about  how  you  can  get  your  new  car... over  the  phone! 

Whether  you  buy  or  lease,  Autoflex  Leasing  has  the  right  program  for  you. 
The  TMA  believes  in  Autoflex  Leasing,  no  second  opinion  needed! 


Auto flex 

(l  E a 51  N g) 


To 
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TexasMedical 

Association 


Contact:  Louis  Murad,  John  Welch,  or  A1  Couvillon 

1-800-634-1234 


GROUP  PLUS 


FOR  GROUPS  AND  CLINICS 


new  group 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  askcd-for  coverages:  Major  Medical, 
Life,  Short  Teton  Disability,  and  Dental. 


insurance 


Benefits 


program  for 
clinics  of  15 
or  more 
physicians  and 
employees. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


1.  No  Evidence  of  Individual  Insurability  Required 

If  you  meet  minimum  eligibility  requirements,  all  physicians  and  employ- 
ees will  be  covered.  New  physicians  and  employees  and  their  dependents  will 
be  covered  automatically,  with  no  evidence  of  insurability  required. 

2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  their  insurance  transfers  automatically  to  the  plan(s)  of  their 
new  employer. 

3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  their  physician  and  hospital.  There 
are  no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  Texas  Physicians 

TMAIT  has  a 10-member  Advisory  Committee  that 

reviews  appeals  of  claims  and  underwriting  decisions. 

5.  Texas  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member  is 
the  Executive  Vice  President  of  the  TMA. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 

RO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 


6.  Program  is  Underwritten  by  Prudential 

While  the  program  is  managed  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially  stron- 
gest insurance  companies. 


Underwritten  by  The  Prudential  for  24 
years  (1969 — 1993) 


For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 
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“The  most  powerful 
changes  in  medical 
liability  have  come 
through  the  electoral 
process  and  voter 
education.  ” 

— Kim  Ross 


The  medical  liability  system: 
Repairing  the  damage 

What  kinds  of  tort  reform  will 
restore  fairness  to  the  medical  liability 
system  in  Texas?  Two  political  experts 
talk  about  what’s  been  tried  and 
what’s  on  the  agenda. 

BY  KIM  ROSS  AND  HARVEY  KRONBERG 
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Upfront 

History  of  Medicine  display  to  feature  WWI,  WWII  exhibit 
• Texas  Medicine  adds  assistant  editor 

Commentary:  What  if  we  weren’t  here? 

By  Barbara  Williams 

Wax  medical  moulages:  the  Scott  and  White  Collection,  1932-1955 
By  Michel l e M.  Mears  and  Virginia  F easter 


17 

Profile 

Henry  C.  McDonald,  Jr,  MD:  “The  winds  have  welcomed  you  . . 
By  Barbara  Langham 


23 

Legislative  Affairs 

Budget  shortfall  top  concern  as  73rd  Texas  Legislature  opens 

• Governor  sets  immunizations,  health  insurance  reform  as  priorities 

• Sunset  panel  calls  for  ouster  of  medical  examiners  board  members 

• March  marks  beginning  of  real  legislative  work 
• Editorial  board  visits  seek  support  for  health-care  reforms 


2 


TEXAS  MEDICINE 


VOLUME  89  NO.  3 


MARCH  1993 


28 

Science  and  Education 

Annual  session  symposia  to  spotlight  medical  families,  pain  management 
• Medicine  in  Texas:  News  from  around  the  state  • Ad  Council  campaign  to  promote  organ  and  tissue  donation 
• Statistical  snapshot:  1992-1993  Texas  medical  school  enrollment  by  sex  and  ethnic  origin 
• NLM  lowers  access  costs  for  MEDLINE,  other  databases 


46 

Public  Health 

TMA  praises  EPA  decision  on  passive  tobacco  smoke 
• Refugee  program  sensitive  to  cultural,  medical  needs  • Cancer  initiative  incorporates  team  approach 
• Inhalant  awareness  campaign  seeks  physician  assistance  • Agenda  on  AIDS 


50 

Law 

Physicians  beware:  OSHA  is  alert  to  employee  complaints 

Physicians  ponder  legality  of  private  arrangements  with  Medicare  patients 
By  Hugh  M.  Barton,  JD 


Important  case  addresses  blood  transfusions,  expert 
witnesses,  and  informed  consent 
By  Donald  P.  Wilcox,  |D 


58 

Medical  Economics 

Managed  competition  comes  to  the  fore  in  health-care  reform  debate 
• Medicare  has  toll-free  numbers  for  electronic  claims 
• Outgoing  president  creates  new  CLIA  microscopy  category 
• Managed  Care  Check-Up  to  help  physicians  shop  for  best  plan 


67 

The  Journal 

Medical  genetics  and  the  Human  Genome  Project:  historical  review 
By  M.M.  H a q , MD 

Massive  hepatic  necrosis  in  toxemia  of  pregnancy 
By  Earl,  W.  Howard  III,  MD;  H.  Lamar  Jones,  MD 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NOC 
53159-001-10. 
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Exclusive  Features  for  TMA  Members 


Lower  Monthly  Payments 
No  Downpayment* 
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Service  Assistance 
Free  Local  Rent  Car 
Free  Delivery 
GAPP  Insurance 
Trade-in's  Welcome 
TMA  Endorsed 
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UT-MED  Consultation  Services 

1 -800  -FACULTY 

The  University  of  Texas  Medical  Branch  at  Galveston  (UTMB) 


(Dear  (Physician: 


The  challenges  zveface  as  a tertiary  care  teaching  facitity  inproznding 
quality  care  may  seem  insurmountable  to  a referring  physician.  PPe  are 
committed  to  addressing  the  perceptions  and  myths  about  access  to  care  at 
<U(J1M(B.  In  the  coming  months  zve  zvill  dispel  these  myths  and  explain  the 
facts  in  blacf^and  zvhite.  Phus,  you  zvill  realize  our  commitment  to  you,  the 
referring  physician. 

Sincerely, 


Michael  M.  Warren,  M.  D.  W 

Medical  Director,  UT-MED 

MYTH 

FACT 

(D  UTMB  has  no  available  beds. 

® On  occasion,  UTMB  may  not  have  had  specialty 
beds  immediately  available.  We  have  committed 
to  providing  more  patient  beds  in  1993. 

© The  consultation  and  referral  line 
(1-800-FACULTY)  is  always  busy. 

© To  accommodate  the  high  volume  of  calls,  roll-over 
telephone  lines  have  been  added  and  personnel 
has  been  increased  by  40  percent. 

® inaccessible 

© 

© transfer 

(D  follow-up 

© clinic 

© 

A physician-to-physician  telephone  resource  for  information,  consultation  and  referral. 

1-800-FACULTY 
(1-800-322-8589) 
or  locally  1 (409)  772-5000 

A service  of 

UT-MED,  The  Group  Practice  of  Medicine 


The  University  of  Texas  Medical  Branch  at  Galveston 
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Insurance  companies 
stand  to  gain  most  from 
electronic  claims 

■ READ  WITH  INTEREST  THE 
article  “Medicare  incentives  en- 
courage physicians  to  file  elec- 
tronic claims”  in  the  January  issue 
of  Texas  Medicine  (pp  27-28),  but 
I do  not  think  it  is  physicians  who 
will  benefit  the  most  from  this 
new  technology. 

Prior  to  electronic  claims,  physi- 
cians’ office  staff  would  transfer  raw 
data  to  claim  forms,  which  were  then 
submitted  to  the  insurance  company. 
At  the  insurance  company,  data  entry 
operators  entered  the  information 
from  the  forms  into  the  computer. 

With  electronic  claims  submission, 
we  basically  have  eliminated  a posi- 
tion at  the  insurance  office.  Insurance 
clerks  at  physicians’  offices  are  now 
doing  what  data  entry  operators  used 
to  do  at  the  insurance  office.  While  I 
do  not  know  how  many  claim  forms 
one  data  entry  operator  could  handle 
per  day,  I am  sure  that  electronic 
claims  submission  has  decreased  the 
need  for  data  entry  operators  at  insur- 
ance offices.  This  translates  into  an 
obvious  personnel  cost  savings  for  the 
insurance  industry. 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial 
advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
policies  of  the  Texas  Medical  Association. 


Letters 


Unfortunately,  that  savings  has 
not  been  shared  with  physicians.  If 
the  insurance  industry  really  wishes 
to  encourage  us  to  become  more 
electronically  oriented,  they  will 
share  some  of  that  savings  that  we 
are  allowing  them  to  make.  Getting 
reimbursed  1 or  2 weeks  earlier  in  a 
small  office  is  not  that  much  gain 
even  if  we  put  that  money  into  a 
short-term  certificate  of  deposit  be- 
fore putting  it  back  into  our  regular 
cash  flow  mechanism.  In  the  final 
analysis,  let’s  face  it,  it  is  the  insur- 
ance companies  that  will  gain  the 
most  from  the  increase  in  electronic 
claims  submission. 

John  A.  Menchaca,  MD 

1 009  Pennsylvania 
Fort  Worth,  TX  76104 


Why  not  random  drug 
screening  for  physicians? 

AS  USUAL,  DOCTORS  ARE  THEIR 
own  worst  enemies.  The  arti- 
cle “Out  of  harm’s  way,”  in 
the  December  issue  of  Texas 
Medicine  (pp  36-48)  about  the  reali- 
ty of  addiction  and  abuse  by  physi- 
cians reminded  me  of  how  difficult  it 
is  to  agree  on  the  subject  of  physi- 
cians in  trouble. 

One  of  our  local  hospitals  insti- 
tuted mandatory  random  drug 
screening  of  employees.  This  includ- 
ed all  employees:  nurses,  techs,  jani- 
tors, etc,  but  not,  of  course,  physi- 
cians, since  we  are  not  employees  of 
the  hospital  (even  radiologists  and 
emergency  doctors  “contract”  for 
services).  When  I asked  numerous 
physicians  about  random  drug  test- 
ing they  reacted  in  one  of  two  ways: 

1.  They  felt  their  rights  would  be  vi- 
olated by  the  testing.  (Forget  the 


right  of  a patient  to  have  a sober, 
clear-thinking  physician.) 

2.  They  thought  testing  should  be 
for  hard  drugs  but  not  alcohol, 
because  it  would  be  too  easy  to 
flunk  the  alcohol  test  with  social 
drinking. 

As  you  can  see,  we  will  always 
have  excuses  not  to  look  for  drug 
and  alcohol  abuse  in  physicians.  Un- 
fortunately, the  reason  to  screen  is  al- 
ways seen  as  less  important  than  our 
rights  of  privacy  or  fear  of  exposure. 

Both  patients  and  physicians  lose 
out  in  the  end. 

Leonard  Duran,  MD 

10450  Brian  Mooney 
El  Paso,  TX  79935 

Future  physicians  may 
need  those  extra  degrees 

■THOROUGHLY  ENJOYED  THE 
feature  article  “The  Nth  Degree” 
about  physicians  with  multiple 
degrees,  which  was  in  the  January 
issue  of  Texas  Medicine  (pp  40-47). 

There  have  been  many  Texas 
A&M  University  (TAMU)  graduates 
with  degrees  in  veterinary  medicine 
who  later  went  to  medical  school. 
The  first  class  graduated  from  the 
College  of  Veterinary  Medicine  at 
TAMU  in  1920.  My  father,  R.  Hen- 
ry Harrison,  Jr,  was  one  of  four 
graduates  that  year.  He  practiced 
veterinary  medicine  for  the  State  of 
Texas  from  the  summer  of  1920 
through  the  summer  of  1924  and 
entered  Baylor  Medical  School  that 
fall.  After  medical  school,  he 
worked  for  Humble  Oil  as  the 
refinery  physician  in  Fmgleside,  Tex, 
through  the  early  depression  years, 
and  in  1931  he  returned  to  Bryan 
where  he  opened  his  office  as  a gen- 
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eral  practitioner.  He  retired  in  1968. 

While  there  are  many  reasons  in- 
dividuals will  change  their  profes- 
sions, I have  noted  that  many 
doctors  with  more  than  one  profes- 
sional degree  have  continued  to 
practice  medicine  because  of  the 
privileged  doctor-patient  relation- 
ship. However,  I am  convinced  that 
the  ever-increasing  socialization  of 
medicine  will  disenchant  more  medi- 
cal school  graduates.  I suspect  that 
many  future  physicians  will  need 
joint  MD  and  business  school  cre- 
dentials and  will  work  for  the  local, 
state,  or  federal  government  or  the 
“alphabet  soup”  prepay  plans.  Some 
will  become  hospital  administrators, 
others  will  associate  with  pharma- 
ceutical companies. 

I am  afraid  the  cherished  doctor- 
private  patient  relationship  will  fur- 
ther deteriorate  because  of  the  health- 
care delivery  systems  of  the  future. 

My  youngest  son  was  motivated 
to  become  a physician.  While  he  will 
do  a good  job  whatever  the  system 
dictates,  I’m  disappointed  he  will 
not  enjoy  the  pleasures  in  medicine 
his  forebearers  did. 

R.H.  Harrison  III,  MD 

2721  Osier  Blvd 
Bryan , TX  77802 

Don’t  confuse 
schizophrenia  with 
multiple  personality 

WHILE  I ENJOYED  THE 
article  “The  Nth  Degree” 
{Texas  Medicine , January 
1993,  pp  40-47),  I must  point  out 
that  two  physicians  quoted  in  the  ar- 
ticle used  the  term  “schizophrenic” 
incorrectly.  In  the  first  paragraph  on 
page  43,  Dr  Marshall  uses 
“schizophrenic”  to  describe  being 


torn  between  two  career  paths  — re- 
search versus  clinical.  And  in  the 
fifth  full  paragraph  on  page  46,  Dr 
Langley  uses  “schizophrenic”  to  de- 
scribe the  time  he  was  physician  by 
day  (morning)  and  law  student  by 
night  (and  afternoon).  Both  of  these 
uses  perpetuate  the  most  common 
misconception  about  schizophrenia, 
ie,  that  it  means  “split  personality.” 
Multiple  personalities  are  rare  and 
quite  different  from  the  common  ill- 
ness of  schizophrenia. 

Eugene  Bleuler  coined  the  term 
schizophrenia  to  refer  to  “splitting 
[shattering]  of  the  mind,”  believing 
that  all  patients  with  this  illness  had 
some  disturbance  in  their  ability  to 
think  clearly,  to  feel  normally,  and  to 
act  decisively.  For  the  current  defini- 
tion of  schizophrenia,  refer  to  the 
Diagnostic  and  Statistical  Manual , 
3rd  edition,  revised,  published  by  the 
American  Psychiatric  Association. 

Alan  Sanders,  MD 

6901  Camrose  Dr 
Los  Angeles,  CA  90068 


TSMA  helps  your 
staff  help  you  better 

Dear  Doctor:  If  you  have 
not  encouraged  the  clerical 
and  professional  personnel  in 
your  office  to  become  members  of 
the  Texas  Society  of  Medical  Assis- 
tants (TSMA),  you  have  missed  a 
great  opportunity  to  increase  the  co- 
hesiveness of  your  medical  team, 
protect  yourself  from  liability,  and 
increase  the  benefits  to  both  you  and 
your  patients.  The  more  your  per- 
sonnel understand  about  what  you 
are  doing  and  what  they  can  do  to 
assist  and  protect  you,  the  safer  and 
more  efficient  will  be  your  practice. 
For  the  past  2 years,  I have  had 


the  great  honor  to  be  a physician  ad- 
visor to  TSMA.  This  organization  is 
one  of  the  “best  kept  secrets”  in 
Texas.  Membership  includes  nurses, 
technicians,  secretaries,  and  other  al- 
lied health  personnel  who  assist  with 
your  practice. 

Without  much  previous  exposure 
to  this  organization,  I agreed  to  be 
the  master  of  ceremonies  for  the 
TSMA  annual  convention.  I was  so 
overwhelmed  by  the  association,  the 
program,  and  the  speakers  on  that 
program  that  I agreed  to  be  a physi- 
cian advisor,  to  involve  my  own  per- 
sonnel in  this  society,  and  to  do  ev- 
ery physician  in  this  state  a favor  by 
recommending  that  they  not  only 
encourage  membership  in  this  orga- 
nization but  give  their  employees  the 
financial  support  to  join. 

I have  witnessed  some  phenome- 
nal returns  for  a relatively  small  in- 
vestment. I have  heard  informative 
talks  concerning  the  rules  of  OSHA 
and  how  to  help  the  physician  avoid 
penalties;  telephone  prescriptions  and 
pitfalls  therein;  the  advantages  and 
disadvantages  of  generic  drugs;  front 
office  tips  to  avoid  malpractice  suits; 
legal  and  financial  questions  about 
dealing  with  Medicare;  and  so  forth. 

In  past  years,  TSMA  membership 
has  also  included  an  invitation  to  at- 
tend the  TMA  meetings  in  Austin. 

Just  as  I was  uninformed,  I sus- 
pect that  other  Texas  physicians  are 
not  aware  of  the  outstanding  job 
this  organization  is  doing.  If  you 
have  any  questions  about  TSMA, 
please  call  its  president,  Joyce 
Janssen,  CMA-AC,  at  (512)  583- 
2579.  If  a chapter  exists  in  your 
area,  please  recommend  that  your 
employees  call  and  “sign  up.”  If 
your  area  does  not  have  a chapter, 
please  write  Faye  Gibson,  COA,  Rt 
6,  Box  581,  Lubbock,  TX  79412, 
for  information  about  forming  one. 
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In  summary,  the  more  informed 
your  medical  personnel  are  about 
your  medical  goals,  the  more  suc- 
cessful you  will  he  in  attaining  them. 
I heartily  recommend  that  you  en- 
courage your  employees  to  join  the 
organization.  I am  certain  you  will 
be  as  impressed  with  the  results  as  I 
have  been. 

C.  Roger  Youmans,  Jr,  MD 

450  Medical  Center  Bird,  Suite  500 
Webster,  TX  77598 

Was  medicine’s 
agenda  attached  to  the 
wrong  bill? 

Former  President  George 
Bush  vetoed  a bill  last  year  that 
contained  an  amendment  that 
would  have  reinstated  payment  for 
EKG  interpretations  and  provided 
several  other  items  beneficial  to 
medicine.  The  vetoed  bill  was  a 
large  tax  bill  unrelated  to  medicine. 

The  attitude  of  organized 
medicine  seems  to  be  that  the  presi- 
dent did  a dirty  deed.  Am  I to  under- 
stand that  medicine’s  position  is  that 
some  gains  for  medicine  are  worth  a 
large  (unjustified)  tax  increase? 

Why  did  our  medical  organiza- 
tions, which  claim  to  be  so  effective 
in  their  lobbying  efforts,  allow  these 
items  of  interest  to  medicine  to  be 
attached  to  a bill  that  did  not  have  a 
snowball’s  chance  of  getting  past  a 
presidential  veto? 

Is  this  how  the  dollars  to  AM- 
PAC  and  TEXPAC  are  helping 
American  medicine? 

James  B.  Morrison,  MD 

4499  Medical  Dr,  Suite  300 
Methodist  Plaza  Building 
San  Antonio,  TX  78229 


Editor’s  note:  According  to  a represen- 
tative of  TMA’s  legislative  staff,  the 
provisions  sought  by  the  AMA  were 
attached  to  HR  11  because  it  was  es- 
sentially “the  only  vehicle  in  town” 
that  had  any  chance  of  passage. 

In  a summary  of  1992  legislative 
and  regulatory  achievements,  the 
AMA  states: 

Provisions  supported  by  the  AMA 
to  repeal  new  physician  payment 
disparities,  restore  EKG  payments, 
and  refine  Geographic  Practice 
Cost  Indices  (GPCIs)  were  includ- 
ed in  H.R.  11,  the  Revenue  Act  of 
1992,  which  passed  both  the 


House  and  Senate  |ust  prior  to  ad- 
journment. Unfortunately,  Presi- 
dent Bush  vetoed  H.R.  11  based 
on  his  renewed  no  new  taxes 
pledge.  In  anticipation  of  a possi- 
ble presidential  veto,  AMA  lobby- 
ists pursued  efforts  to  attach  these 
physician  payment  provisions  to 
other  House-passed  bills  ready  for 
Senate  action  in  the  closing  days 
of  the  congress.  However,  a fili- 
buster led  by  the  New  York  dele- 
gation on  an  unrelated  trade  issue 
prevented  Senate  floor  considera- 
tion of  other  legislation  until  after 
the  House  had  already  adjourned. 


Serving  Texas  physicians  since  1986 

House  Bill  18  Risk  Management  Programs 

Don't  like  seminars? 

/ Try  our  independent  study  programs  — no  workshop  required! 

Don’t  like  independent  study? 

/ Try  our  15-hour  workshops  — no  self— study  required! 

Also  available 

/ Risk  management  workshops  for  your  office  staff 
/ Medical  office  risk  assessments 
/ Programs  for  residents,  nurses  and  hospital  staff 
/ Programs  for  ABQAURP,  licensure  and  credentialling 

For  information  or  course  schedules  contact: 

Chris  Launey 

Medical  Risk  Management,  Inc. 

2500  CityWest  Boulevard,  Suite  300,  Houston,  Texas  77042 
(713)  789-6518  (800)  728-2375 

Medical  Risk  Management,  Inc.  is  accredited  by  the  Texas  Medical  Association  to 
sponsor  continuing  education  for  physicians. 


TEXAS  MEDICINE 


VOLUME  89  NO.  3 


MARCH  1993 


9 


More  than  80,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  75  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  electronic  remit- 
tance; UB  billing;  custom  report  writing  and  a hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701. 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


w 


Contact  your  local  dealer 
for  more  information 

Independent  Consulting 
Experts 

Alvin,  Tx  713/585-4767 

Management  Solutions 

Arlington,  Tx  800/275-5266 

Medical  Design  & Images 

Austin,  Tx  512/454-6774 

BMI 

Dallas,  Tx  214/423-3101 

Medical  Systems,  Inc. 

Dallas,  Tx  214/342-0789 

Texas  Medical 
Systems,  Inc. 

Dallas,  Tx  800/551-4588 

Compatible  Micro 
Solutions,  Inc. 

El  Paso,  Tx  915/833-7011 

Health-Tech 
Systems,  Inc. 

El  Paso,  Tx  915/833-0686 

Advanced  Medical 
Management,  Inc. 

Houston,  Tx  713/789-0030 

Healthcare  Computers,  Inc. 

Houston,  Tx  713/465-9956 

Management  Integrated 
Solutions,  Inc.  / CCMS,  Inc. 

Houston,  Tx  713/580-6717 

Computerland  Medical 
Consulting 

Lubbock,  Tx  806/792-3835 

DRG  Associates 

San  Antonio,  Tx  512/336-2188 

Anderson  Data  Sources,  Inc. 

Victoria,  Tx  512/576-6946 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus,  Inc.  and  its  logo  are 
registered  trademarks  of  Systems  Plus,  Inc.  ©1992  Systems  Plus,  Inc. 
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History  of  Medicine 
display  to  feature 
WWI,  WWII  exhibit 

SOME  OF  THE  GREATEST 
contributions  in  wartime  have 
been  made  by  physicians  and 
nurses  of  the  military  forces.  Their 
roles  are  awkward  in  the  context  of 
war:  they  save  lives,  not  take  them. 

To  honor  the  physicians  who 
have  served  during  wartime,  the 
TMA  History  of  Medicine  Commit- 
tee is  sponsoring  an  exhibit  featur- 
ing photographs,  drawings,  artifacts, 
and  other  items  depicting  medicine 
during  World  Wars  I and  II. 

The  exhibit  tracks  events  during 
the  two  great  wars  and  shows  how 
military  medicine  advanced  during 
those  periods.  Items  on  display  in- 
clude both  American  and  German 
field  surgery  kits,  an  array  of  medals 
and  insignias,  and  photographs  and 
drawings  depicting  the  role  of  the 
military  physician  and  nurse.  Photos 
also  show  the  evolution  of  evacua- 
tion and  mobile  transport  tech- 
niques to  move  the  injured  from  the 
front  for  immediate  treatment. 

Many  of  the  artifacts  and  photos 


"Just  gimme  a coupla  aspirin.  I alieady  got  a Purple  Heart. 

The  cartoons  of  Bill  Mauldin,  printed  in  the 
Army’s  Stars  and  Stripes  newspaper,  reflected 
the  viewpoint  of  the  American  GI  and  lifted 
spirits  during  World  War  II. 

for  the  exhibits  were  donated  or  are 
on  loan  from  TMA  members  or 
their  families. 

The  exhibit,  the  second  in  a series 
on  military  medicine,  is  on  display  in 
the  first  floor  gallery  of  the  TMA 
building,  401  W 15th  St  in  Austin 
through  June  30.  Hours  are  8:15  am  to 
5:15  pm  Monday-Friday,  and  9 am  to 
1 pm,  Saturday,  except  for  holidays. 


A US  Army  mo- 
bile x-ray  truck, 
stationed  in  the 
European  The- 
ater during 
World  War  I, 
speeds  through 
the  streets  of 
Paris  to  the  next 
aid  station.  The 
development  of 
x-rays  contribut- 
ed to  an  im- 
proved survival 
rate  for  wounded 
soldiers. 


Texas  Medicine  adds 
assistant  editor 

Beth  Graddy  has  been 
named  assistant  editor  of 
Texas  Medicine . She  will 
write  and  edit  the  Law  section, 
which  appears  monthly,  and  the 
new  Profile  section,  which  appears 
less  frequently.  She  also  will  write 
in-depth  cover  stories. 

A graduate  of  the  University  of 
Georgia  with  degrees  in  journalism 
and  political  science,  Ms  Graddy  has 
assisted  in  press  relations  for  US  Sen 
Sam  Nunn,  written  for  The  Macon 
Telegraph , Georgia’s  second-largest 
newspaper,  and  served  as  editor-in- 
chief  of  her  college  newspaper. 

Associate  editors  Mark 
Richardson,  Laura  Albrecht,  and 
Ken  Ortolon  write  and  edit  the 
Medical  Economics,  Science  and 
Education,  Public  Health,  and  Leg- 
islative Affairs  sections.  Editorial 
associate  Shari  Henson  and  clinical 
articles  editor  Lynn  Alperin  assist 
with  the  Journal  section  and  edito- 
rial assistant  Denise  Kotson  writes 
the  People  section.  Laurie  Reece  is 
advertising  manager. 
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COMMENTARY 

What  if  we  weren’t  here? 

By  Barbara  Williams 

President , Texas  Medical  Association  Alliance 


Years  ago,  Erma  Bombeck 
wrote  a column  in  which  she 
described  a world  without  vol- 
unteers. She  hypothesized  about  el- 
derly who  wouldn’t  receive  meals, 
abused  children  who  wouldn’t  be 
comforted,  and  funds  that  would  not 
be  available  for  important  causes.  It 
would  be  a very  different  world. 

You,  the  physicians  of  Texas,  have 
a supporting  organization,  the  TMA 
Alliance,  composed  of  people  who  do 
the  types  of  things  Ms  Bombeck  de- 
scribed, but  with  one  difference.  We 
are  your  partners  and  we  do  it  all  in 
the  name  of  Texas  medicine,  to  fur- 
ther your  goals  and  to  show,  in  the 
most  graphic  way  possible,  that 
Texas  Medicine  Cares.  There  are 
8,400  of  us  with  a single  mission: 
supporting  organized  medicine. 

Because  of  our  partnership  with 
medicine: 

• Dozens  of  TEXPAC-supported 
candidates  have  been  elected  with 
the  support  of  alliance  volunteers 
— candidates  who  share  medi- 
cine’s philosophy  and  can  help 
ensure  good  public  health  and 
medical  practice  legislation. 

• Our  emphasis  on  the  health  of 
our  youth,  called  Healthier  Youth 
2000,  is  growing,  and  this  year 
we  distributed  500,000  free  book 
covers  bearing  health  messages 
done  in  a light-hearted  fashion  by 
Way  Cool,  our  Healthier  Youth 
spokesman.  The  physicians  of 
Texas  were  credited,  along  with 
the  alliance,  with  involvement  in 
this  project.  Public  service  an- 
nouncements, brochures,  posters, 
and  other  components  make  up 


this  program.  Many  physicians 
and  their  spouses  take  part  in  our 
annual  “Ask  the  Doc”  project  on 
April  1,  “Don’t  Fool  Around 
with  Your  Health”  Day,  when 
young  people  can  anonymously 
call  in  their  health  questions. 

• County  chapters  contributed  more 
than  $159,000  to  community  pro- 
jects, and  nursing/ 
health  career  scholar- 
ships of  $132,000 
were  awarded.  Coali- 
tions were  formed  with 
more  than  230  com- 
munity organizations. 

At  the  state  level,  more 
than  $50,000  was  con- 
tributed to  AMA-ERF; 
the  Physicians  Benevo- 
lent Fund  received 
$7,000  in  addition  to 
support  from  county 
chapters;  and  dona- 
tions went  to  the  Li- 
brary  Fund  and  the 
Medical  Student 
Loan  Fund. 

• Through  our  chapter  in  El  Paso, 
we  joined  TMA  in  a highly  suc- 
cessful border  health  program 
that  educated  residents  of  the 
barrios  about  cholera  prevention, 
reaching  an  estimated  20,000 
families.  Our  Hidalgo-Starr  chap- 
ter organized  an  effort  resulting 
in  20  tons  of  medical  supplies 
valued  at  $70,000,  along  with 
more  than  $7,000  in  cash,  which 
went  to  Yugoslavia  with  a volun- 
teer team  to  administer  aid. 

About  75%  of  our  members  be- 
long to  both  the  state  and  national 
organizations,  by  far  the  largest  in 
the  AMA  Alliance  federation,  and 
our  22-member  delegation  is  very 
visible  in  national  leadership. 

Yet,  in  spite  of  all  this,  our  mem- 


bership is  less  than  one-third  the  size 
of  yours.  Why  is  that?  Couldn’t 
medicine  use  more  help?  I believe 
you  could  be  part  of  our  solution. 

More  and  more,  we  hear  time 
constraints  and  professional  com- 
mitments as  reasons  for  not  joining 
us.  Yet  you  have  professions  and 
time  constraints  and  still  belong  to 
your  association  — some 
actively  and  some  only  by 
monetary  support.  I am 
an  interior  designer,  but  I 
have  carved  out  time  to 
be  president  of  TMAA. 
Our  treasurer  works  for 
the  state  comptroller,  yet 
she  has  a major  position 
with  us.  We  all  know  that 
we  can  manage  both 
when  the  cause  is  impor- 
tant. Is  your  spouse  a 
member  of  TMAA?  If 
not,  why  not? 

What  if  we  weren’t 
here?  I don’t  believe  you’d 
be  as  strong  without  us.  I 
think  the  part  of  you  that 
reaches  out  to  communities,  that 
feels  the  pulse  of  the  people,  that 
searches  for  needs  to  be  filled,  that 
carries  your  messages  to  the  public 
would  be  missing. 

To  re-state  a plea  from  our  mem- 
bership chairman,  Mertie  Wood,  in  a 
letter  to  your  editor:  Ask  your  spouse 
if  he/she  is  a member.  Encourage 
him/her  to  learn  about  us,  to  join,  to 
become  involved  if  time  permits,  and 
to  suggest  ways  we  can  become  even 
more  effective.  Just  think  what  we 
could  do  with  15,000  or  20,000 
members  — not  impossible  consider- 
ing your  membership  size.  When  you 
help  us,  you  help  your  association. 

May  we  send  you  more  informa- 
tion? If  so,  contact  Loretto  Koepsel 
at  (800)  880-1300,  ext  1329. 
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Wax  medical  moulages: 
the  Scott  and  White 
Collection,  1932-1955 

By  Michelle  M.  Mears  and  Virginia  Feaster* 


More  than  just  rare 
curiosities  or  even  remark- 
able artistic  creations,  wax 
medical  models  are  important  visual 
records  of  our  medical  past.  Not 
only  are  they  examples  of  an  all-but- 
lost  art,  they  often  represent  medical 
conditions  that  no  longer  advance  to 
such  late  stages,  the  effects  of  dis- 
eases now  eradicated,  or  outdated 
surgical  procedures. 

Scott  and  White  Memorial  Hos- 
pital and  Scott,  Sherwood  and 
Brindley  Foundation,  and  the  Scott 
and  White  Clinic  in  Temple,  Tex, 
own  one  of  the  largest  US  collec- 
tions of  these  models.  The  entire 
1,288-piece  collection  was  created 
between  1932  and  1955  by  Scott 
and  White  staff  artists,  Kenneth  and 
Margaret  Phillips.  The  majority  of 
these  models,  called  moulages,  rep- 
resent human  organs  and  tissue  and 
are  cast  in  wax  and  painted  with  as- 
tonishing accuracy. 

Before  durable  plastics  and  rub- 
ber were  developed,  medical 
moulages  were  created  by  casting 
the  original  specimen  in  plaster  and 
pouring  a wax  mixture  into  the  plas- 
ter mold.  The  resulting  wax 
moulage  was  painted  and  used  as  an 
educational  tool  at  hospitals  or  med- 
ical schools. 

Because  of  improvements  in  color 
photography  in  the  1940s  and  the 
manufacture  of  durable  rubber  and 
plastics  for  modeling,  the  art  of  wax 
medical  moulage-making  in  the 


Photographed  in  the 
1930s,  Kenneth  and 
Margaret  Phillips  stand 
outside  the  old  main 
building  of  Scott  and 
White  Memorial 
Hospital.  (Photograph 
courtesy  of  the  Phillips 
family.) 


*Ms  Mears  is  the  archivist  at  the  Scott  and 
White  Archives.  Ms  Feaster  is  project  manager 
at  Scott  and  White  Memorial  Hospital. 


husband  and  wife  team,  Kenneth 
and  Margaret  Phillips.  Mr  Phillips 
estimated  that  together  they  made 
about  3,000  individual  moulages  be- 
tween 1932  and  1955. 

Ken  Phillips  and  Margaret  Whiting 
trained  as  medical  illustrators  at  the 
Johns  Hopkins  Medical  School  under 
the  “father  of  medical  illustration,” 
Max  Brodel.  Miss  Whiting  also  at- 
tended the  Chicago  Institute  of  Art, 
and  Mr  Phillips  completed  48  months 
of  training  at  the  Veterans  Bureau. 
Both  were  in  postgraduate  studies  un- 
der the  direction  of  Miss  Eleanora  Fry 
at  the  Mayo  Clinic  in  Rochester, 
Minn,  in  late  1924  when  Arthur  C. 
Scott,  Sr,  MD,  traveled  to  the  Mayo 
Clinic  in  search  of  an  illustrator  for 
his  own  hospital  in  Texas.  Dr  Scott, 
upon  recommendation  by  Miss  Fry, 
hired  Kenneth  Phillips  to  establish  the 


fPhone  conversation  with  Mr  Clark  Nelson, 
historical  unit,  Mayo  Clinic,  Rochester,  New 
York.  November  24,  1992. 

JPhone  conversation  with  Dr  Gary  Lees  of 
Johns  Hopkins  medical  art  department,  Balti- 
more, Md.  December  1,  1992. 


United  States  dwindled 
in  the  latter  half  of  the 
century  and  had  ceased 
entirely  by  1991  ( 1 ). 

Many  moulages  made 
in  this  century  have 
been  lost  by  improper 
storage  and  neglect, 
and  this  once  impor- 
tant educational  tool 
has  become  an  endan- 
gered medical  artifact. 

Only  a few  collec- 
tions of  wax  medical 
moulages  have  survived 
in  this  country.  The 
Mutter  Museum  o f the 
College  of  Physicians 
of  Philadelphia  owns  and  displays  276 
wax  medical  moulages.  The  National 
Museum  of  Health  and  Medicine  in 
Washington,  DC,  has  430  wax  medi- 
cal moulages  (2).  The  Health  Sciences 
Fibrary  at  Ohio  State  University,  the 
Smithsonian  Institution  in  Washing- 
ton, DC  (3),  the  Mayo  Clinic  in 
Rochester,  Minn,f  and  the  Johns 
Hopkins  Institute  in  Baltimore,  Md,J 
each  have  a small  number  of  wax 
medical  moulages. 

The  extensive  wax  medical 
moulage  collection  at  Scott  and 
White  was  begun  60  years  ago  by 
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Wax  moulage  of  one  step  of  a 1 940s  thyroid  surgery  at  Scott  and 
White  Memorial  Hospital. 


Wax  moulage  of  cecum  made  between  1932  and  1955  at  Scott  and 
White  Memorial  Hospital. 


art  and  photography  department  at 
Scott  and  White.  Ken  Phillips  and 
Margaret  Whiting  were  married 
shortly  thereafter  and  arrived  in  Tem- 
ple in  February  1925.  For  several 
years,  Mrs  Phillips  devoted  her  time 
to  home  and  children,  while  Mr 
Phillips  drew  illustrations  for  the  sci- 
entific papers  of  Scott  and  White 
physicians,  prepared  lantern  slides  for 
their  presentations,  and  filmed  surg- 
eries. Mr  Phillips  also  produced  ani- 
mated films  of  surgical  procedures. 

In  1932,  the  hospital  asked  Mrs 


Phillips  to  make  a few  wax  moulages 
of  pathological  specimens.  By  1935, 
she  was  employed  full  time  alongside 
her  husband,  specializing  in  the  art  of 
wax  moulage  modeling.  The  Phillips 
used  the  standard  Army  medical 
museum  formula,  a combination  of 
beeswax,  paraffin,  cornstarch,  and  tal- 
cum powder.  The  formula  produced 
models  that  could  withstand  heat  up  to 
120  F without  sagging,  an  important 
consideration  for  Central  Texas  (4). 

Because  human  organs  lose  their 
true  colors  rapidly  once  removed 


from  the  body,  Mrs  Phillips  made  a 
watercolor  sketch  of  each  specimen 
immediately  after  removal  from  the 
body.  Once  the  wax  model  was 
made  from  the  plaster  cast  of  the 
specimen,  the  watercolor  painting 
was  used  in  selecting  the  correct  col- 
ors for  the  model,  which  was  then 
painted  in  oils  (5).  The  results  are 
startling  in  their  realism. 

The  pathological  moulages  in  the 
Scott  and  White  collection  include 
tumors  and  diseased  organs  from 
various  parts  of  the  body  and  were 
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used  to  educate  nursing  students,  res- 
idents, medical  staff,  and  occasional- 
ly patients.  Many  were  created  for 
large  medical  displays,  which  became 
prize-winning  exhibits  at  medical 
conventions  around  the  country.  Not 
only  are  the  Phillips  moulages  strik- 
ing medical  models,  they  are  unique 
and  beautiful  works  of  art,  represent- 
ing hours  of  painstaking  work. 

Although  most  of  the  Phillips 
moulages  were  of  pathological  speci- 
mens, some  represent  surgical  proce- 
dures. One  such  series  of  16 
moulages,  recently  found  in  good  con- 
dition, shows  step-by-step  the  proce- 
dure for  a 1940s  thyroid  surgery. 
Both  casting  and  sculpting  were  used 
to  achieve  the  desired  results.  For 
each  step  of  the  thyroid  surgery,  the 
Phillips  began  with  a wax  moulage 
made  from  a cast  of  a student  nurse’s 
neck.  After  carving  the  moulage  ap- 
propriately, they  added  a combination 
of  clay,  wax,  bread  dough,  and  ab- 
sorbent cotton  to  the  moulage  to  rep- 
resent tissues  and  organs.  The  clay 
was  used  for  the  main  portion  of  the 
sculpture,  with  small  and  large  glob- 
ules of  bread  dough  added  to  simulate 
fat.  Sometimes  hot  wax  was  applied 
with  a bristle  brush  to  simulate  fascia, 
and  wisps  of  cotton  show  the  stria- 
tions  of  fascia.  When  the  sculpture 
was  complete,  a plaster  cast  was  made 
of  the  model  and  it  was  cast  in  wax 
(6).  Surgical  instruments  and  sutures 
were  imbedded  into  the  moulage  in 
appropriate  places  and  the  model’s 
surface  was  painted. 

Beginning  in  1946,  Mr  and  Mrs 
Phillips  made  wax  models  of  food, 
which  were  used  to  demonstrate 
portion  sizes  to  diabetic  patients  (7). 
Only  two  of  the  estimated  75  to  100 
dietary  moulages  have  survived. 

The  Phillips  left  Scott  and  White  in 
1955  and  by  the  time  the  hospital 
moved  to  a new  location  in  1963, 
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many  of  their  moulages  had  been  lost. 
Of  the  remaining  collection,  1,139 
moulages  are  on  display  in  the  Scott 
and  White  department  of  surgical 
pathology,  where  they  continue  to  be 
used  for  educational  purposes.  These 
moulages  include  models  of  diseased 
organs  from  the  digestive  system,  the 
circulatory  system,  the  urinary  system, 
the  reproductive  system,  and  other 
parts  of  the  body.  A few  are  dermatol- 
ogy specimens,  representing  gan- 
grenous limbs  and  severed  or  diseased 
digits.  Credit  for  the  continued  exis- 
tence of  these  moulages  is  due  entirely 
to  the  consistent  and  devoted  care 
provided  by  the  surgical  pathology  de- 
partment. An  additional  131  patho- 
logical moulages  are  housed  in  the 
Scott  and  White  Archives,  along  with 
the  thyroid  surgery  moulages  and  the 
two  remaining  dietary  moulages. 

For  more  information  about  the 
Scott  and  White  Collection,  contact 
the  authors  at  Scott  and  White 
Memorial  Hospital  and  Scott,  Sher- 
wood and  Brindley  Foundation, 
2401  S 31st  St,  Temple,  TX  76508. 
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TIMBERLAWN 

An  independent  mental  health  system 

232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • Outpatient  Clinics 
24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 

Treatment  of 

Children,  Adolescents,  Adults 
Short-term  Acute  Care 
Long-term  Care 

SUBSTANCE 

ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
Aftercare  Monitoring 

PROFESSIONAL 

EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 
Substance  Abuse  Fellowship 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Medication  Management 
Individual  and  Group 
Psychotherapy 

Family  Assessment  and  Therapy 
Substance  Abuse  Counseling 

PARTIAL  HOSPITALIZATION 
PROGRAMS 

Day  Hospital 

Children  - Adolescents  - Adults 
Medication  Supervision 
Aftercare  Programs 

RESIDENTIAL  SERVICES 

Adolescent  Residential 
Treatment  Program 
Substance  Abuse  Residential  Program 

ACCEL 

Unique  Treatment  Program  for  High 
Functioning  Men  and  Women 

For  your  patients' convenience,  evaluations 
may  be  done  at  any  of  our  four  locations: 
the  main  hospital  campus  in  Dallas, 
the  Timberlawn  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center,  or 
the  Timberlawn  DeSoto/Duncanville  Center. 

Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)  381-7181  • 1-800-426-4944 
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PRACTICAL  TOPICS 

How  to  Manage  Anxiety  Disorders  in 
Primary  Care 

Rapid  Assessment  and  Better  Treatment  of 
Depression  in  Office  Practice 

Better  Recognition  and  Treatment  of  Addictions 
and  Other  Emotional  Problems/Dual  Diagnosis 

Greater  Success  with  Personality  Disorders  in 
Primary  Care 

How  to  Manage  Geriatric  Behavioral  Problems 
in  Your  Medical  Practice 

YOUR  DISTINGUISHED  FACULTY 

Robert  Rakel,  M.D.  (Baylor) 

James  Jefferson,  M.D.  (University  of  Wisconsin) 

Harry  Croft,  M.D.  (Private  Practice,  San  Antonio,  Texas) 
Clifton  Barnhart,  Jr.,  M.D.  (University  of  Texas) 

Matthew  Jeffreys,  M.D.  (University  of  Texas) 


VILLA  ROSA  HOSPITAL,  Santa  Rosa 
Healthcare  Member,  and.  CME,  Inc. 
cordially  invite  YOU  to 
— 

PRACTICAL  BEHAVIORAL 
MEDICINE: 
IMPROVING  YOUR 
PRACTICE 

— 

Saturday -Sunday 

April  17-18,  1993 

Hyatt  Regency  Hill  Country  Resort 
SAN  ANTONIO,  TEXAS 

1 1 Hours  Category  I 


YOUR  TAX  DEDUCTION 

Your  tuition,  transportation,  meals  and  lodging  expenses 
for  this  program  should  be  tax-deductible  as  educational 
expenses.  For  specific  information,  please  consult  your  tax 
adviser. 


SATISFACTION  GUARANTEED 

CME,  Inc.  guarantees  your  satisfaction  with  this  confer- 
ence. If  you  are  dissatisfied  for  any  reason  after  you 
participate  in  the  first  session,  you  may  withdraw  and 
receive  a full  refund  of  your  tuition,  no  questions  asked! 


ACADEMIC  CREDIT 

CME,  Inc.  is  accredited  by  the  ACCME  to  sponsor 
continuing  medical  education  for  physicians. 
CME,  Inc.  designates  this  program  for  up  to  11  hours  of 
Category  I credit  for  the  PRA  of  the  AMA. 


REGISTER  BY  MAIL 

Mail  coupon  and  check  to:  CME,  Inc. 

San  Antonio  Conference  • 1924  E.  Deere  Avenue 
Santa  Ana,  CA  92705-5723 
REGISTER  BY  PHONE 
Have  credit  card  ready  and  call: 

(800)  447-4474  or  (714)  250-1008 
Please  ask  for  Registration. 

REGISTER  BY  FAX 

Just  fill  out  coupon  below  with  credit  card  information 
and  signature  and  FAX  it  to:  (714)  250-0445 


Yes!  Please  register  me  for  the 
San  Antonio  conference. 

Name Degree 


IDYLLIC  ACCOMMODATIONS 

You’ll  enjoy  your  stay  at  the  casually  elegant  Hyatt  Regency 
Hill  Country  Resort.  Tucked  away  on  200  oak-covered 
acres  in  the  scenic  Texas  Hill  Country,  the  brand-new 
resort  is  only  20  minutes  from  San  Antonio  International 
Airport  and  downtown  San  Antonio.  We  have  negotiated 
special  discounted  room  rates  of  only  $135  per  night 
(single  or  double  occupancy),  a 39%  discount  off  the 
regular  rates.  Discounted  rooms  are  on  a first-come, 
first-served  basis,  so  register  today! 

AFFORDABLE,  TAX-DEDUCTIBLE  TUITION 

Before  March  19 — $145  (You  save  $100!) 

After  March  19 — $245  (if  places  remain  available) 

CANCELLATION  POLICY 

Cancellations  must  be  made  in  writing  and  postmarked  no 
later  than  April  9.  A $45  per  person  processing  fee  will  be 
deducted  from  the  refund.  No  refunds  will  be  issued  after 
April  9. 


Street 

City 

State Zip 

Daytime  Phone  ( ) 

□ Enclosed  is  my  check  payable  to  CME,  Inc. 

□ Please  charge  US$ to  my:  □ MasterCard  □ Visa 

Account  # Exp.  date 

Signature 

(required  if  using  credit  card) 

SPECIALTY  (check  one): 

□ Family  Practice 

□ General  Practice 

□ Internal  Medicine 

□ Emergency  Medicine 

□ Pediatrics 

□ OB/Gyn 

□ Other 

Please  Specify 

For  additional  registrants,  please  photocopy  this  coupon.  Thank  youl 


Board  Certified  O Yes  □ No 
OMale  □ Female 

Year  of  Medical  School 
Degree 
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Extra  strength  pain  reli 
free  of  extra  prescribing 
restrictions. 


Telephone  prescribing  in  most  states 
Up  to  five  refills  in  6 months 
No  triplicate  Rx  required 


1 Data  on  file,  Knoll  Pharmaceutical  Company 
1 Standard  industry  new  prescription  audit. 

‘(hydrocodone  bitartrate  5mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 


15  years  of  proven 
clinical  experience 

• Effective  central  and  peripheral  pain  relief. 


• Excellent  patient  acceptance — nausea, 
sedation  and  constipation  have  rarely 
been  reported.1 

• Four  to  six  hours  of  extra  strength  pain 
relief  from  a single  dose. 


: * 


over  one 


The  heritage  of  VICODIN 
billion  doses  prescribed. 


The  8th  most  frequently  prescribed 
medication  in  America.2 


-vicodin 

(hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750mg) 


Extra  strength  pain  relief 
you  can  phone  in. 


©1992,  Knoll  Pharmaceutical  Company 


V3087/1 0-92 


Printed  in  USA. 


Maintain  control  of  your  patient’s  pain 


the 


in 


(hydrocodone  ditartrate  7.5mg  (War 
and  acetaminophen  750mg) 


e habit  forming) 


It’s  yoitr  prescription  3 
not  a suggestion. 


INDICATIONS  AND  USAGE : For  the  relief  of  moderate  to  moderately  severe  pain  CONTRAINDICATIONS : Hypersensitivity  to  acetaminophen  or  hydrocodone  WARNINGS : Respiratory  Depression : At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression  Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of  patients  with  nead  injuries. 
Acute  Abdominal  Conditions : The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions  PRECAUTIONS : Special  Risk  Patients : VICODIN/ VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture  Cough  Reflex : Hydrocodone  suppresses  the  cough 
reflex,  as  with  all  narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tablets  are  used  postoperatively  and  in  patients  with  pulmonary  disease  Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsychotics, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive  CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations 
may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus.  Usage  in  Pregnancy : Teratogenic  Effects : Pregnancy  Category  C.  Hydrocodone  has 
been  shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VICODIN/VICODIN  ES  Tablets  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs  include  irritability  and 
excessive  crying,  tremors,  hyperactive  reflexes,  increased  respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever  Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to  the  mother  shortly  before  delivery 
may  result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses  are  used  Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs  are  excreted  in  human  milk  ana 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug 
to  the  mother  Pediatric  Use : Safety  and  effectiveness  in  children  have  not  been  established  ADVERSE  REACTIONS : The  most  frequently  observed  adverse  reactions  include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other  adverse  reactions  include:  Central  Nervous  System:  Drowsiness, 
mental  clouding,  lethargy,  impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psychic  dependence  and  mood  changes  Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in  suppressing  the  nausea  and 
vomiting  which  may  occur  (see  above),  however,  some  phenothiazme  derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount  of  narcotic 
required  to  produce  a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN  ES  Tablets  may  produce  constipation.  Genitourinary  System : Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been 
reported  Respiratory  Depression : Hydrocodone  bitartrate  may  produce  dose-related  respiratory  depression  by  acting  directly  on  the  brain  stem  respiratory  center  Hydrocodone  also  affects  the  center  that  controls  respiratory  rhythm,  and 
may  produce  irregular  and  periodic  breathing  If  significant  respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of  naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated.  DRUG  ABUSE  AND  DEPENDENCE: 
VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Substance  Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  R . . M . ,qq?  rnq« 

repeated  administration  of  narcotics,  therefore,  VICODIN/VICODIN  ES  Tablets  should  be  prescribed  and  administered  with  caution  OVERDOSAGE : Acetaminophen  Signs  and  joyu 

Symptoms:  In  acute  acetaminophen  overdosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect  Renal  tubular  necrosis,  hypoglycemic 
coma,  and  thrombocytopenia  may  also  occur.  Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include  nausea,  vomiting,  diaphoresis  and  general  malaise 
Clinical  and  laboratory  evidence  of  hepatic  toxicity  may  not  be  apparent  until  48  to  72  hours  post-ingestion  Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyanosis),  extreme  somnolence  progress- 
ing to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac 
arrest  and  death  may  occur. 
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Henry  C.  McDonald,  Jr,  MD 

“The  winds  have  welcomed  you  . . . 

By  Barbara 


ON  A HILLSIDE  15  MILES 
west  of  Fort  Worth,  over- 
looking fenced  pastures  and 
an  occasional  windmill,  an  unlikely 
sign  hangs  on  gate  posts  above  a 
cattle  guard:  “Chateau  Montgolfier 
Balloonport  and  Vineyards.” 

Beyond  the  gate,  a dirt  road  runs 
past  55  rows  of  tangled  grapevines, 
bare  and  gray-brown  in  the  winter 
sun.  A graveled  driveway  separates 
the  vineyard  from  three  rambling 


Langham!' 

log-built  structures. 

One  might  guess  that  the  person 
who  steps  out  of  the  “chateau”  is  a 
Frenchman  transplanted  on  Ameri- 
can soil.  Though  an  admitted  Fran- 
cophile, he  is  actually  a Fort  Worth 
orthopedic  surgeon,  Henry  C.  Mc- 
Donald, Jr,  MD. 

Montgolfier,  he  explains,  was  the 
name  of  two  brothers  in  France  who 
made  aeronautic  history  with  the 
first  hot  air  balloon  that  ascended 


near  Paris  on  November  21,  1783. 
Dr  McDonald,  who  turns  70  this 
month,  took  up  the  sport  in  the  ear- 
ly 1970s  and  has  logged  more  than 
1,000  hours  in  balloons. 

His  “chateau,”  listed  as  an 
official  balloonport  in  the  American 
Federation  of  Balloonists  directory, 
consists  of  a house,  a balloon  ma- 
chine shop,  and  a third  building  that 
until  2 years  ago  served  as  a winery. 
(Now  it  houses  his  motorcycle,  a 
German  BMW  Paris-Dakar  model.) 
He  lives  on  the  estate  with  his  wife 
of  49  years,  Jane,  whom  he  credits 
with  helping  him  live  a fulfilling  life. 
“Her  creative  mind  is  boundless,” 
he  says.  “She  is  the  icing  on  the  cake 
of  my  life.” 

He  abandoned  wine-making  after 
12  years,  he  says,  because  the  exact- 
ing requirements  for  pruning,  spray- 
ing, replanting,  and  harvesting  a 
dozen  varieties  of  vinifera  grapes,  as 
well  as  bottling  and  selling  the  vin- 
tages, left  far  too  little  time  for  other 
pursuits.  But  during  his  wine-making 
years,  he  served  as  president  of  the 
Texas  Grape  Growers  Association 
and  earned  several  medals  for  his 
wines,  including  a gold  medal  for  the 
best  wine  at  the  State  Fair  of  Texas. 

A quick  look  around  his  living 
room,  where  animal  trophies  line 
the  walls  and  a 10-foot  retractable 
movie  screen  hangs  in  the  vaulted 
ceiling,  reveals  a craving  for  travel 
and  novel  experiences. 

The  bison  head  mounted  above 
the  stone  fireplace,  for  example,  be- 
longed to  a “mean”  bull  in 
Wyoming  that  had  terrorized  visi- 
tors in  nearby  Yellowstone  National 
Park.  Park  rangers  had  tried  repeat- 
edly to  subdue  the  animal  with  tran- 
quilizer darts,  but  the  only  time  they 


*Ms  Langham  is  an  Austin-based  education 
and  human  resources  writer. 
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got  close,  the  buffalo  charged  and 
overturned  their  jeep.  Some  time  lat- 
er, while  Dr  McDonald  was  hunting 
elk,  he  came  upon  the  buffalo, 
aimed  with  his  old  flintlock  rifle  — 
the  kind  that  one  loads  by  ramming 
gunpowder  down  the  muzzle  — and 
fired,  killing  the  beast. 

For  Dr  McDonald,  hunting  is  not 
a superficial  pastime.  As 
in  everything  he  does,  ev- 
ery detail  receives  his 
close  attention.  He  chips 
the  flints  for  his  rifle  him- 
self. He  also  hunts  with  a 
bow  and  arrow.  When  he 
goes  fly-fishing,  he  ties 
his  own  lures.  He  flew  to 
Montana  and  personally 
selected  the  “raw”  logs 
for  his  home,  then  had 
them  cut  to  specification; 
he  and  his  sons  put  them 
in  place.  He  is  not  satisfied  with  the 
easy  or  the  obvious. 

His  enterprising  nature  surfaced 
as  a child  growing  up  in  the  Oak 
Cliff  section  of  Dallas  in  the  1930s. 
“There  was  no  air  conditioning  and 
no  TV,  “ he  said.  “We  had  to  find 
things  to  do.  Fascinated  with  all  liv- 
ing creatures,  he  tended  a backyard 
menagerie  of  chickens,  rabbits,  ar- 
madillos, and  a goat  named  “Nanny 
Bell.”  On  the  small  family  farm  at 
Lancaster,  1 1 miles  outside  the  city, 
he  helped  his  father,  a general  con- 
tractor, care  for  cows,  two  mules 
(“Nip”  and  “Tuck”),  and  pigs. 

“When  a sow  laid  down,  she 
sometimes  squashed  a pig,  and  it 
would  be  left  with  a hernia,”  he  re- 
calls. “I'd  sew  it  up  with  my  moth- 
er’s cotton  thread.” 

Many  people  at  that  time  kept 
white  Leghorn  chickens  to  have  a 
steady  supply  of  eggs.  When  Dr  Mc- 
Donald discovered  that  the  roosters 
were  more  valuable  as  fattened 
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capons,  he  created  a thriving 
“caponizing”  business.  He  bought 
male  chicks  at  a nearby  hatchery, 
neutered  them,  and  sold  them  in  the 
neighborhood. 

Of  all  his  boyhood  enterprises, 
perhaps  the  most  long-lived  was  bee- 
keeping. He  discovered  bees  about 
age  8 while  helping  his  Aunt  Kate 
gather  honey  from  hives 
on  her  5,000-acre  spread 
near  Kerrville. 

Shortly  afterward,  his 
father  presented  him  with 
“my  most  glorious  Christ- 
mas present”  — a pair  of 
beehives.  By  the  time  he 
was  12  or  13,  he  had  ex- 
panded the  collection  to 
42  hives,  which  produced 
gallons  of  honey  that  he 
sold  to  local  bakeries. 

He  had  earned  such  a 
reputation  as  a beekeeper  that  the 
local  fire  department  called  for  him 
at  Sunset  High  School  to  help  them 
remove  bee  swarms  from  traffic 
lights  and  other  strategic  locations. 
“Nobody  seemed  to  mind  that  I 
missed  classes,  and  I got  to  keep  the 
bees.” 

While  studying  pre-med  at  The 
University  of  Texas  in  Austin  in  the 
early  1940s,  he  kept  a beehive  in  his 
dorm  window  and  later  kept  four 
hives  on  the  fraternity  house  roof  at 
The  University  of  Texas  Medical 
Branch  at  Galveston. 

He’s  not  sure  but  thinks  the  bees 
may  have  stimulated  his  interest  in 
medicine  as  well  as  in  flying.  In  partic- 
ular, his  Aunt  Kate  gave  him  a two- 
volume  set  of  hooks  that  described 
bees  in  intimate  detail:  “Those  were 
really  my  first  medical  texts.” 

He  devoured  those  books,  learn- 
ing among  other  things  that  bees  are 
expert  aviators.  About  the  same  time, 
he  expressed  an  interest  in  aeronau- 


tics. “Dear  Daddy,”  he  wrote  in  a let- 
ter dated  May  30,  1931,  “Let’s  make 
us  a spacecraft.”  On  the  back  he 
drew  a flying  contraption,  which 
vaguely  resembled  a dirigible. 

His  chance  to  fly  didn’t  come  un- 
til 20  years  later,  after  he  joined  an 
orthopedic  practice  with  C.P.  Lip- 
scomb, MD,  and  Louis  J.  Levy,  MD, 
in  Fort  Worth.  A friend  at  General 
Dynamics  who  knew  that  Dr  Mc- 
Donald took  his  young  family  on 
camping  vacations  to  Aspen  invited 
him  to  “come  with  me  in  my  stom- 
ach pump,”  referring  to  his  time- 
worn Cessna  180  aircraft.  Realizing 
that  a trip  by  airplane  took  only  a 
couple  of  hours  when  the  same  by 
car  often  took  days,  “I  started  flying 
lessons  the  next  week.” 

As  his  piloting  skills  grew  and  he 
gradually  acquired  one  type  of  li- 
cense after  another,  he  began  flying 
to  visit  patients  in  West  Texas  — 
places  like  Stephenville,  Brownwood, 
Hamilton,  and  San  Saba.  On  one  oc- 
casion in  Hico,  “they  brought  in  the 
wooden  ‘orthopedic’  table,  which 
they  kept  outside,  dusted  it  off,  and 
we  started  the  operation.  In  a few 
minutes,  we  had  to  stop  because  we 
noticed  a trail  of  ants,”  he  laughs. 
“But  we  never  had  a single  infection, 
and  the  patients  did  well  because 
they  knew  everybody,  and  their  own 
families  came  in  and  fed  them.” 

Through  the  years  he  has  owned 
or  leased  a number  of  small  planes, 
such  as  a twin-engine  Cessna  310, 
logging  more  than  8,000  hours  in 
fixed-wing  aircraft,  including  sea- 
planes. He  has  logged  another  2,000 
hours  in  helicopters.  He  doesn’t  own 
a plane  now  because  of  the  exorbitant 
cost  and  upkeep:  “What  you  could 
buy  for  $30,000  in  those  days,  you’d 
have  to  spend  five  or  six  times  as 
much  today  — for  the  same  plane.” 

Known  to  some  as  “Sky  King” 
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after  the  television  series  of  the  era, 
he  phased  out  of  flying  medical  mis- 
sions 8 years  ago.  The  pace  was  gru- 
eling: “I  would  leave  home  at  5 am 
to  go  to  the  airport,”  he  says,  “and  I 
wouldn’t  return  until  about  1 l at 
night.  But  it  was  a wonderful  period 
in  my  life.” 

Moreover,  the  doctors  he  knew  at 
rural  hospitals  retired 
one  by  one,  and  often  no 
one  replaced  them.  “A 
building  doesn’t  make  a 
hospital,”  he  says,  shak- 
ing his  head. 

In  the  meantime,  he 
took  up  ballooning.  Un- 
like an  airplane  or  heli- 
copter, a balloon  gives  a 
sensation  of  floating. 

“It’s  absolute  beauty,” 
he  says.  “It’s  so  quiet, 
you  can  hear  people  talk- 
ing and  dogs  barking 
down  below.” 

But  this  oldest  and 
most  primitive  form  of  flying  holds 
another  attraction:  the  traditions. 
Typically,  with  first-time  passen- 
gers, the  balloonist  scoops  a bit  of 
dirt  from  the  ground,  sprinkles  it 
on  the  passenger’s  head,  says  a 
poem,  and  makes  a champagne 
toast.  Dr  McDonald  is  no  excep- 
tion: “I’m  big  on  ceremony.” 

He  recites  the  “Balloonist’s 
Prayer”:  “The  winds  have  welcomed 
you  with  softness.  The  sun  has 
blessed  you  with  his  warm  hands. 
You  have  flown  so  high  and  so  well 
that  God  has  joined  you  in  your 
laughter.  And  He  has  set  you  gently 
back  again  into  the  loving  arms  of 
Mother  Earth.” 

He  gives  the  passenger  a special- 
ly designed  gold  lapel  pin,  which 
bears  the  “Chateau  Montgolfier” 
balloon  with  white  and  purple 
grapes  on  either  side  and  a red 
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Texas  banner  at  the  bottom. 

For  the  toast,  he  draws  a special- 
ly tempered  French  sabre  and  swiftly 
and  cleanly  cuts  the  neck  off  the  bot- 
tle and  pours.  This  method  was  used 
by  Napoleon’s  honor  guard,  he  ex- 
plains. “It’s  the  only  civilized  way  to 
open  a champagne  bottle.” 

His  favorite  jaunts  take  him  over 
mountains,  usually  in 
Colorado  and  Utah;  per- 
haps his  most  memorable 
excursion  was  an  8-hour 
flight  over  the  Swiss  and 
Italian  Alps  in  1989.  But 
nearly  every  trip  lends  it- 
self to  a story. 

One  evening,  a friend 
having  a cocktail  party 
persuaded  him  to  tether 
the  guests  up  in  a balloon 
60  to  80  feet  in  the  front 
yard.  “Tethering  is  bor- 
ing,” Dr  McDonald  ex- 
plains, “because  you  just 
go  up  and  down.”  But 
most  of  the  100  guests  had  never 
been  in  a balloon,  and  the  host 
thought  it  would  be  fun. 

On  the  last  tether  trip,  the  wind, 
which  had  been  gaining  velocity  dur- 
ing the  evening,  gusted  suddenly, 
snapping  the  rope  a third  of  the  way 
to  the  ground.  Foosened,  the  bal- 
loon was  swept  away  and  began 
drifting  precariously  in  the  black 
night.  “Get  down,  get  down,”  Dr 
McDonald  instructed  the  two  men 
passengers,  motioning  for  them  to 
crouch  low  in  the  basket. 

Deftly  he  worked  with  the  bal- 
loon, maneuvering  to  keep  it  aloft 
until  he  could  find  a safe  place  to 
land.  In  the  darkness  he  spotted  the 
faint  outline  of  a massive  tree  next 
to  a rooftop. 

“This  will  have  to  do,”  he  decided. 

Brrrrummmmp!  The  balloon  col- 
lided into  the  tree,  making  the  bas- 
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ket  bump  against  the  house  near  a 
second-floor  balcony. 

Dangling  from  the  limbs,  he 
urged  his  passengers  to  shinny  to  the 
ground  using  the  remaining  rope.  As 
he  was  about  to  descend  himself, 
two  white-haired  ladies  emerged 
from  the  balcony  doors,  each  hold- 
ing a tea  cup,  to  determine  the  cause 
of  the  clatter. 

From  his  perch.  Dr  McDonald 
inquired  in  his  best  feigned  British 
accent,  “I  say,  could  I have  a spot 
of  tea?” 

The  two  turned  on  their  heels 
and  went  back  inside,  slamming  the 
doors  behind  them.  Dr  McDonald 
later  found  he  had  landed  in  a rare 
chinaberry  tree  at  the  family  home 
of  the  late  oilman  and  philanthropist 
Amon  Carter. 

For  Dr  McDonald,  every  balloon 
trip  — and  indeed  every  day  — brings 
an  adventure.  James  Norman,  MD,  a 
Fort  Worth  colleague,  observes:  “He’s 
one  of  these  guys  who  enjoys  life  and 
lives  it  to  the  fullest.”  ★ 
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Cleburne  pediatrician  Victor  Abello, 
MD,  was  elected  president  of  the 
North  Texas  Association  of  Philip- 
pine Physicians. 

Named  Physician  of  the  Year  by  the 
Travis  County  Medical  Society, 
Austin  general  surgeon  Robert  E. 
Askew,  Sr,  MD,  received  the  Gold 
Headed  Cane  Award,  the  medical 
society’s  highest  award. 

Governor  Ann  Richards  appointed 
public  health  physician  Nick  U.  Curry, 
MD,  Fort  Worth;  internist  Jose  Garces, 
MD,  Dallas;  and  nuclear  medicine 
practitioner  Satish  Jhingran,  MD,  Sugar 
Land,  to  the  Statewide  Health  Coor- 
dinating Council. 

San  Antonio  pediatric  neurosurgeon 
Arthur  E.  Marlin,  MD,  was  elected 
chairman  of  the  pediatric  section  of 
the  American  Association  of  Neuro- 
logical Surgeons. 

Internist  John  D.  Minna,  MD,  director 
of  the  Harold  C.  Simmons  Compre- 
hensive Cancer  Center  at  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal Center  at  Dallas,  has  been 
elected  to  a 3-year  term  on  the 
board  of  directors  of  the  American 
Association  for  Cancer  Research. 

Eleanor  Montague,  MD,  a Houston  ra- 
diologist who  pioneered  radiation 
therapy  for  breast  cancer  treatment, 
was  inducted  into  the  Texas  Wom- 
en’s Hall  of  Fame. 

Greenville  family  physician  James 
E.  Nicholson,  MD,  received  the  Physi- 
cian of  the  Year  award  from  the 
Hu nt-Rockwall- Rains  County 
Medical  Society. 


The  Radiological  Society  of  North 
America  installed  Helen  C.  Redman, 
MD,  Dallas,  as  chairman  of  the  board 
of  directors  and  Thomas  S.  Harle,  MD, 
Houston,  as  president  for  1993. 

Roger  N.  Rosenberg,  MD,  holder  of  the 
Abe,  Morris  and  William  Zale 
Chair  in  Neurology  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
Center  at  Dallas,  was  made  an 
honorary  member  of  the  Spanish 
Neurological  Society. 

Lubbock  surgeon  Robert  Jo  Salem, 

MD,  is  the  recipient  of  the  Hippocrat- 
ic Award,  the  highest  award  given 
by  the  Lubbock-Crosby-Garza 
County  Medical  Society. 


Joseph  G.  Sinkovics,  MD 


Texas  oncologist  Joseph  G.  Sinkovics, 

MD,  currently  residing  in  Florida,  re- 
ceived the  1992  Original  Research 
Award  from  the  Southern  Medical 
Association. 

St  David’s  Medical  Center  in  Austin 
has  honored  retired  general  surgeon 
John  F.  Thomas,  MD,  for  his  lifelong 
commitment  to  health  care  by  dedi- 
cating its  new  Health  Resource  Cen- 
ter library  in  Dr  Thomas’  name. 


John  F.  Thomas,  MD 


Dallas  ophthalmologist  Barry  W. 
Uhr,  MD,  has  been  elected  to  serve  a 
3-year  term  on  the  board  of 
trustees  of  the  American  Academy 
of  Ophthalmology. 

Thoracic  and  cardiovascular  sur- 
geon C.  Roger  Youmans,  Jr,  MD,  Web- 
ster, has  been  elected  president  of 
the  American  College  of  Angiology. 

Austin  family  practitioner  Steven  E. 
Zimmet,  MD,  has  been  appointed  to 
the  professional  standards  and  ethics 
committee  of  the  North  American 
Society  of  Phlebology. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701. 
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Percy  Riley  Fayle,  MD,  82;  Baytown; 
Baylor  College  of  Medicine-Dallas, 
1939;  died  November  29,  1992. 

Harold  Edward  Hyder,  MD,  65;  Walnut 
Creek,  Calif;  University  of  Arkansas 
Medical  School,  1954;  died  Decem- 
ber 16,  1992. 

Walter  E.  McRee,  Jr,  MD,  80;  Port 
Arthur;  Louisiana  State  University, 
1939;  died  December  16,  1992. 

Robert  D.  Moreton,  MD,  79;  Houston; 
University  of  Tennessee  College  of 
Medicine,  1938;  died  December  19, 
1992. 

Albert  Owers,  MD,  79;  Houston;  Tu- 
lane  University,  1936;  died  Decem- 
ber 4,  1992. 

Robert  R.  Shaw,  MD,  87;  Dallas;  Uni- 
versity of  Michigan  Medical  School, 
1933;  died  December  1992. 

Margaret  Alexander  Vance,  MD,  84;  Tay- 
lor; Baylor  College  of  Medicine-Dal- 
las, 1931;  died  December  2,  1992. 


a world-class  operation, 
tidency  blues. " 


A GREAT  WAY  TO  SERVE 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin,  TX  78743-6002 

JEIR  FORCE  RESERVE 


f> 


House  Calls  Are  Our  Specialty. 


Lexus  of  Austin  making  house  calls? 
Yes,  and  to  your  front  door.  Wherever 
you  are.  It’s  as  easy  as  picking  up  your 
phone  and  calling.  Our  professional 
sales  staff  will  handle  everything  over 
the  phone.  Well  give  you  the  best  pos- 
sible price  on  your  trade-in  and  the  best 
price  on  your  new  Lexus.  Then,  just  sit 


back  and  well  deliver  your  new  Lexus 
to  your  front  door.  So  call  Lexus  of 
Austin  now.  1-800-79LEXUS. 

®Leois  Of  Austin 

1-35  at  Ben  White  Boulevard  (512)  447-1 1 1 1. 


We  Cane  About  More  Than  Your  Cat: 
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Budget  shortfall  top 
concern  as  73rd  Texas 
Legislature  opens 

The  73rd  Texas  Legislature 
barely  had  been  gaveled  into 
session  January  12  when  the 
had  budget  news  landed  on  lawmak- 
ers’ desks. 

With  the  state  facing  a projected 
$4  billion  revenue  shortfall,  the 
Legislative  Budget  Board  (LBB) 
submitted  to  lawmakers  a bare- 
bones  budget  that  slashes  current 
spending  for  a wide  range  of  pro- 
grams, including  $1.4  billion  from 
health  and  human  services. 

Included  among  those  cuts  were 
reductions  in  the  number  of  days  of 
hospital  care  Medicaid  will  cover, 
eligibility  for  aid  to  pregnant  wom- 
en and  children,  and  community 
care  for  the  elderly.  The  cuts  also 
would  eliminate  the  state’s  medical- 
ly needy  program  for  single  parents 
and  their  children. 

The  LBB  proposal  prompted  out- 
cries from  health  and  human  ser- 
vices officials  and  groups  who  de- 
pend on  those  services.  On  January 
15,  members  of  a group  representing 
the  disabled  staged  a demonstration 
at  TMA  headquarters  in  Austin, 
asking  for  support  for  home  health- 
care funding  to  enable  them  to  live 
at  home  rather  than  in  nursing  facil- 
ities. TMA  has  agreed  to  draft  a 
written  statement  of  support. 

State  Comptroller  John  Sharp  re- 
cently released  a cost-savings  plan 
that  he  says  would  produce  $4.5  bil- 
lion in  savings,  enough  to  spare  pub- 
lic education,  prisons,  and  health 
and  human  services  from  deep  bud- 
get cuts.  Governor  Ann  Richards 


Ken  Ortolon,  associate  editor,  writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


also  was  expected  to  issue  an  alter- 
native budget  proposal  that  would 
restore  many  of  the  cuts. 

The  Senate  Finance  Committee 
began  work  immediately  to  mark  up 
the  proposed  budget,  and  lawmakers 
talked  of  having  a budget  bill  ready 
for  debate  as  early  as  February  1. 

Kim  Ross,  TMA’s  director  of  pub- 
lic affairs,  says  the  associa- 
tion will  place  its  highest 
priority  during  the  appro- 
priations process  on  safe- 
guarding existing  monies 
for  pregnant  women,  in- 
fants, and  children.  TMA 
was  expected  to  meet  with 
the  governor,  Health  Com- 
missioner David  Smith, 

MD,  and  others  to  discuss 
the  budget,  particularly  the 
proposed  Medicaid  cuts. 

“Medicaid  is  $2  billion 
in  the  hole  already  and  we 
don’t  cover  a third  of  what 
a lot  of  other  states  cover,” 

Mr  Ross  says. 

He  also  warns  that  the 
“tactic  du  jour”  for  taking 
care  of  Medicaid  shortfalls 
could  be  a tax  on  health- 
care providers.  Minnesota,  Okla- 
homa, and  Arkansas  are  among 
states  that  already  have  enacted  or 
are  debating  such  a tax. 

“TMA  will  oppose  taxes  that  sin- 
gle out  health-care  providers,  gener- 
ally, and  physicians,  specifically,  to 
pay  for  health-care  reforms,  but  will 
evaluate  the  benefit  of  broader  tax 
structure  reforms,”  Mr  Ross  says. 
“Any  change  in  the  tax  structure  has 
to  carry  with  it  a recognition  of  the 
hidden  tax  physicians  already  pay  in 
charity  care  and  bad  debt,  and  the 
extraordinary  underpayment  in 
Medicaid  and  other  public  systems.” 

Meanwhile,  lawmakers  began  the 
routine  of  organizing  for  business. 


In  the  Senate,  Sen  Judith 
Zaffirini,  a Laredo  Democrat,  was 
tapped  by  Lt  Gov  Bob  Bullock  to  re- 
place former  Sen  Chet  Brooks  as 
chair  of  the  Senate  Health  and  Hu- 
man Services  Committee.  Senator 
Rodney  Ellis  (D-Houston)  was 
named  vice  chair. 

TMA  expects  to  continue  a good 
working  relationship  with 
Senator  Zaffirini.  The 
Laredo  senator  and  TMA 
worked  closely  in  1991  on 
legislation  to  correct  prob- 
lems at  for-profit  psychi- 
atric hospitals. 

Other  members  of  the 
Health  and  Human  Ser- 
vices Committee  include 
Sens  Mike  Moncrief  (D- 
Fort  Worth);  Frank  Madia 
(D-San  Antonio);  Jane  Nel- 
son ( R-Lewisville);  Jerry 
Patterson  (R-Houston); 
Dan  Shelley  (R-Houston); 
Carlos  Truan  (D-Corpus 
Christi);  and  Jeff  Went- 
worth (R-San  Antonio). 

In  the  House  of  Repre- 
sentatives, Rep  James  E. 
“Pete”  Laney,  a Hale  Center 
Democrat,  was  elected  speaker. 
Speaker  Laney,  a longtime  lieutenant 
of  former  Speaker  Gib  Lewis,  immedi- 
ately proposed  new  House  rules  that 
would  open  the  legislative  process  to 
more  scrutiny.  At  the  top  of  the  list 
was  a proposal  to  have  the  controver- 
sial House  Calendars  Committee, 
which  sets  all  hills  for  floor  debate, 
meet  in  public  and  vote  on  each  bill 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association’s  stance  on  state  legislation  are  defined  as 
“legislative  advertising,  ” according  to  Tex  Govt  Code  Ann 
§ 305.027 . That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine:  Robert  G. 
Mickey,  Executive  Vice  President , TMA,  401  W 15th  St, 
Austin,  TX  78701. 
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GOVERNOR  SETS  IMMUNIZATIONS, 
HEALTH  INSURANCE  REFORM  AS  PRIORITIES 

Governor  Ann  Richards  drew  strong  support  from  the  Texas 
Medical  Association  on  January  6 when  she  announced  that  child 
health  issues,  particularly  immunizations,  and  access  to  health  insur- 
ance would  top  her  health-care  priorities  for  1993. 

“We  strongly  agree  with  the  governor  that  the  most  important  priority  on 
any  new  health-care  expenditures  or  health-care  initiatives  should  be  in  the  area 
of  prevention,  with  no  higher  priority  than  the  early  detection,  prevention,  and 
treatment  of  diseases  and  injuries  involving  mothers,  infants,  and  children,” 
says  TMA  President  William  G.  Gamel,  MD,  Austin.  “The  governor’s  biggest 
challenge,  however,  will  be  getting  the  legislature  to  fund  these  services.” 

Both  improved  care  for  children  and  expanded  access  to  health  insurance 
were  among  recommendations  TMA  submitted  to  the  72nd  Legislature  in 
1991.  Former  TMA  President  Max  Butler,  MD,  Houston,  who  chaired  the 
ad  hoc  committee  that  produced  those  recommendations,  says  he  is  pleased 
with  the  governor’s  action. 

“TMA  has  studied  the  problem  and  I believe  we’ve  come  up  with  a very 
good  start  to  a solution,”  he  says.  “I  am  glad  the  governor  has  included  our 
recommendations  as  part  of  her  program.” 

Governor  Richards  announced  her  priorities  when  she  formally  received 
the  report  of  the  Texas  Health  Policy  Task  Force  at  a January  6 news  confer- 
ence. She  said  she  was  limiting  her  health-care  priorities  to  child  health  issues 
and  availability  of  health  insurance  because  many  of  the  task  force’s  more 
sweeping  reform  proposals  could  not  be  funded  with  current  state  revenue. 

The  governor  said  she  would  ask  the  legislature  to  approve  up  to  $50  mil- 
lion in  state  spending  to  immunize  all  Texas  children  and  to  maintain  current 
spending  levels  for  pregnant  women  and  children.  She  also  said  she  would 
support  school-based  health  programs  in  communities  where  school  officials 
and  parents  want  them  and  ask  the  newly  created  Commission  on  Health 
and  Human  Services  to  develop  plans  for  comprehensive  health  services. 

On  insurance  reform,  Governor  Richards  said  she  would  seek  legislation 
to  make  insurance  available  to  everyone  at  a similar  cost,  with  coverage  for 
preventive  and  primary  care.  She  also  said  she  would  support  limits  on  pre- 
mium increases  and  establishment  of  purchasing  pools  through  which  small 
employers  and  other  small  groups  can  purchase  insurance. 

Nonetheless,  very  few  people  in  the  legislature  or  the  executive  branch  of 
the  state  believe  this  can  be  accomplished  in  the  session’s  140  days,  because 
of  the  sheer  magnitude  of  the  financial  and  infrastructure  problems  that  the 
state  faces,  in  the  absence  of  a tax  bill. 


within  30  days  of  receiving  it.  Legisla- 
tive leaders  long  have  used  the  Calen- 
dars Committee  to  hold  up  floor  de- 
bate on  measures  they  opposed. 

House  committee  appointments 
were  announced  in  late  January,  de- 
spite earlier  indications  that  Speaker 
Laney  might  hold  up  those  appoint- 
ments until  a school  finance  bill  had 
been  passed.  Lawmakers  were  under 
pressure  to  pass  a school  funding 
bill  to  beat  a court-imposed  deadline 
that  threatened  to  shut  down  the 
public  schools. 

Representative  Hugo  Berlanga 
(D-Corpus  Christi)  was  named  to 
chair  the  House  Committee  on  Pub- 
lic Health  and  Rep  Ron  Wilson  (D- 
Houston)  was  tapped  to  head  the 
House  Committee  on  Licensing  and 
Administrative  Procedures,  which 
could  be  given  the  task  of  reviewing 
all  health  professional  licensing 
agency  “sunset”  bills.  TMA  has  had 
long  and  productive  relationships 
with  both  new  chairmen. 

Sunset  panel  calls 
for  ouster  of  medical 
examiners  board 
members 

CITING  WHAT  ONE  MEMBER 
termed  a “clear  demonstration 
of  lack  of  concern  for  the  safe- 
ty and  well-being  of  the  general  pub- 
lic,” the  Sunset  Advisory  Commis- 
sion has  recommended  to  the  Texas 
Legislature  that  all  15  current  mem- 
bers of  the  Texas  State  Board  of 
Medical  Examiners  be  replaced. 

The  commission  also  voted  to  cre- 
ate a Health  Profession  Council  to 
coordinate  activities  of  all  state 
health  professional  licensing  agencies 
and  approved  Texas  Medical  Associ- 
ation recommendations  to  apply 


some  features  of  the  Medical  Practice 
Act  to  all  other  licensing  boards. 

On  a motion  from  state  Sen  Mike 
Moncrief  (D-Fort  Worth),  the  sunset 
commission  voted  on  January  14  to 
recommend  that  the  legislature  termi- 
nate the  terms  of  all  15  medical  ex- 
aminers board  members  by  Septem- 
ber 1,  allowing  Gov  Ann  Richards  to 
appoint  an  entirely  new  board.  The 
commission  also  approved  a similar 
recommendation  to  replace  all  cur- 
rent members  of  the  Texas  Board  of 
Chiropractic  Examiners. 

The  Board  of  Medical  Examiners 


came  under  harsh  criticism  at  sunset 
commission  hearings  in  November 
when  Senator  Moncrief  and  other 
commission  members  indicated  they 
believed  the  board  was  more  inter- 
ested in  protecting  physicians  than 
the  public. 

TMA  had  actually  endorsed  a 
reappointment  of  the  entire  board  to 
eliminate  partisan  in-fighting,  but  only 
if  new  board  members  were  required 
to  meet  stringent  qualifications. 
TMA’s  proposed  qualifications  would 
require  that  physician  members  have  5 
years  experience  in  medical  practice 
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March  marks  beginning  of  real  legislative  work 

Despite  the  quick  action  hoped  tor  on  the  budget  and  school 
finance,  the  real  work  of  the  legislature  is  just  beginning  this  month. 
Under  constitutional  rules,  the  first  60  days  of  the  session  are  dedicated 
to  bill  filings  and  committee  hearings.  No  legislation  can  be  passed  during 
that  time  without  a two-thirds  vote  of  each  house. 

As  March  approached,  TMA’s  own  legislative  package  was  taking  shape. 
Kim  Ross,  TMA  director  of  public  affairs,  says  that,  in  addition  to  its  partici- 
pation in  “sunset”  and  health-care  reform  issues,  TMA  has  set  priorities  in  a 
number  of  issue  areas,  including  rural  health,  medical  liability  reform,  and 
public  health. 

TMA  will  have  a comprehensive  set  of  rural  health  initiatives,  developed 
in  conjunction  with  the  Texas  Department  of  Health,  Texas  Association  of 
Community  Health  Centers,  Texas  Academy  of  Family  Physicians,  and  other 
groups.  Key  features  of  that  package  will  include  halting  the  abuse  of  rural 
health  clinics  by  corporate  entities,  which  compete  unfairly  with  private  prac- 
titioners in  rural  communities;  strengthening  the  House  Bill  18 
indemnification  provisions;  and  establishing  “Southern  exposure”  initiatives 
to  provide  tangible  incentives  for  primary  care  physicians  to  locate  in  rural 
and  underserved  areas. 

On  medical  liability  reform,  TMA  will  seek  legislation  to  repeal  the  clause 
calling  for  the  repeal  of  the  Medical  Liability  and  Insurance  Improvement  Act 
of  1977.  The  association  also  will  seek  screens  and  sanctions  on  frivolous 
lawsuits,  establishment  of  mediation  models,  limitations  on  obstetric  and  pe- 
diatric liability,  stronger  litigation  and  settlement  tools  for  physicians,  and 
tougher  anti-solicitation  or  “ambulance  chasing”  laws. 

Public  health  priorities  include  full  implementation  of  a statewide  trauma 
system,  enhancing  access  to  immunizations,  stringent  antitobacco  and  anti- 
DWI  legislation,  and  creation  of  registries  on  birth  defects  and  lead  poisoning 
at  the  Texas  Department  of  Health. 


and  3 years  in  peer  review.  TMA  also 
recommended  that  appointments  be 
nonpartisan  and  that  they  be  balanced 
geographically,  demographically,  and 
ethnically;  that  emphasis  he  placed  on 
needed  clinical  expertise,  particularly 
psychiatry,  substance  and  chemical 
abuse,  and  rural  practice;  and  that  all 
appointees  pass  an  examination  on  the 
Administrative  Procedures  Act  and  the 
Medical  Practice  Act. 

While  the  sunset  commission  did 
not  adopt  the  proposed  criteria, 
TMA  will  continue  to  recommend 
that  the  legislature  include  them  for 
the  Board  of  Medical  Examiners  and 
all  other  health  professional  licensing 
agencies.  Senator  Moncrief  has  indi- 
cated support  for  TMA’s  approach. 

Replacing  the  board  without  im- 
posing the  proposed  qualifications 
would  not  solve  the  board’s  prob- 
lems, says  TMA  President  William 
G.  Gamel,  MD,  Austin. 

“The  problem  with  the  board  is  its 
politicization,”  Dr  Gamel  says. 
“What  we  are  interested  in  is  quality 
appointments,  not  nominations  made 
on  the  basis  of  whether  they  con- 
tributed to  the  governor’s  campaign.” 

The  proposed  Health  Profession 
Council  would  be  charged  with  con- 
solidating many  administrative  func- 
tions of  the  20  health  professional  li- 
censing agencies  and  setting  broad 
policy  direction.  The  staff  director  of 
each  agency  would  sit  on  the  council. 

Prior  to  the  January  14  sunset  com- 
mission meeting,  physicians  and  TMA 
Alliance  members  met  extensively 
with  individual  commission  members 
from  their  communities.  That  effort 
paid  off  with  most  of  TMA’s  recom- 
mendations for  the  medical  examiners 
board  and  other  licensing  agencies  be- 
ing adopted.  Those  recommendations 
included  extending  features  of  the 
Medical  Practice  Act  to  other  health- 
care licensing  agencies  and  granting 


the  attorney  general  increased  authori- 
ty to  take  action  against  health-care 
providers  who  persistently  overcharge 
and  overtreat  patients.  Also,  the  com- 
mission refused  to  act  on  proposals  to 
expand  the  scope  of  practice  of  allied 
health  professionals. 

Other  recommendations  of  the  sun- 
set commission  would  increase  from 
three  to  five  the  number  of  public  mem- 
bers on  the  Board  of  Medical  Examin- 
ers, establish  an  acupuncture  advisory 
hoard,  require  insurance  companies  to 
report  incidences  of  persistent  and 
flagrant  overcharging  and  overtreating. 


and  clarify  licensing  requirements  for 
foreign-trained  physicians. 

TMA  has  concerns  about  the 
proposal  to  drop  two  physicians 
from  the  medical  examiners  board 
in  favor  of  two  additional  public 
members.  The  association  also  is 
concerned  about  proposed  language 
on  “non-discrimination”  that  could 
give  chiropractors,  optometrists,  and 
other  allied  health  professionals  ac- 
cess to  hospital  privileges. 
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Editorial  board  visits  seek 
support  for  health-care 
reforms 

Texas  Medical  Association 

has  thrown  its  support  behind 
health-care  reform  legislation 
that  seeks  to  increase  access  to  medi- 
cal care  and  to  boost  primary  care  in 
underserved  areas. 

Six  TMA  member  physicians  in 
early  January  accompanied  state  Sen 
David  Sibley  (R-Waco)  at  meetings 
with  newspaper  editorial  boards  in 
Houston,  Dallas,  Austin,  San  Anto- 
nio, Fort  Worth,  and  Waco.  During 
those  meetings,  Senator  Sibley  laid 
out  his  proposals  to  encourage  more 
physicians  to  enter  primary  care 
fields  and  to  provide  basic  health 
coverage  for  all  Texans. 

“We  want  to  support  aggressively 
any  legislator  who  comes  forward 
with  a set  of  reforms  that  are  both 
doable  and  affordable,”  says  Kim 
Ross,  TMA’s  director  of  public  af- 
fairs. Mr  Ross  adds  that  the  associa- 
tion likely  will  support  other  reform 
efforts,  as  well,  including  proposals 
originating  from  the  report  of  the 
Texas  Health  Policy  Task  Force. 
Senator  Sibley  was  a member  of  that 
panel  and  has  actively  sought  the 
support  of  both  the  governor  and  Lt 
Gov  Bob  Bullock  for  his  legislation. 

Senator  Sibley’s  plan  seeks  to  pro- 
vide a safety  net  for  the  uninsured  by 
using  the  state’s  existing  family  prac- 
tice residency  programs.  It  also  would 
make  health  insurance  more  afford- 
able for  all  working  Texans  through  a 
series  of  insurance  reforms. 

The  legislation,  filed  February  1, 
would  create  pilot  projects  at  three  to 
five  family  practice  residency  training 
programs  to  test  the  feasibility  of  hav- 
ing those  residents  provide  indigent 
care.  It  also  would  attempt  to  attract 


Senator  David  Sibley 


young  physicians  into  family  practice 
through  a debt  forgiveness  program. 

Insurance  reforms  proposed  by 
Senator  Sibley  include  guaranteed 
portability  of  coverage,  standardiza- 
tion of  claim  forms  and  codes,  and 
creation  of  small  business  insurance 
pools.  The  Waco  Republican  also  is 
proposing  creation  of  an  essential 
services  policy  for  groups  that  would 
cover  primary  care,  with  no  de- 
ductible for  prenatal  care  and  child- 
hood immunizations. 

“From  a physician’s  perspective, 
the  bill  that  would  make  all  insurance 
companies  use  a single  claim  form  is 
lust  plain  common  sense,”  says  Julie 
Graves  Moy,  MD,  Houston,  who  par- 
ticipated in  editorial  board  visits  at 
the  Houston  Chronicle  and  Houston 
Post.  “Imagine  how  much  less  office 
hassle  there  will  be  when  every  claim 
form  looks  the  same.” 

Dr  Moy  says  she  also  strongly 
supports  the  proposals  to  allow  small 
employers  to  create  insurance  pur- 
chasing pools  and  eliminate  preexist- 
ing condition  exclusions.  Together, 
the  insurance  proposals  will  greatly 
expand  access  to  care,  she  says. 

“All  these  people  who  can’t  get 
insurance  all  of  a sudden  will  be  able 


to,”  Dr  Moy  says.  “That,  of  course, 
helps  patients  and  doctors.  It  ought 
to  decrease  markedly  the  number  of 
no-pay  patients  we  see.” 

Other  physicians  who  participated 
in  the  editorial  board  meetings  were 
Gregg  Lucksinger,  MD,  Austin;  Shel- 
ley Roaten  Jr,  MD,  Waco;  James 
Winn,  MD,  Fort  Worth;  Seth  Cowan, 
MD,  Garland;  and  James  Martin, 
MD,  San  Antonio.  One  physician 
participated  in  each  of  the  meetings. 

Senator  Sibley  says  he  believes  his 
proposals  fit  in  well  with  the  task 
force  recommendations  and  priori- 
ties set  by  Governor  Richards. 

“If  we’re  able  to  create  a safety  net 
by  using  these  family  practice  clinics, 
that  extends  quality  medical  care  to 
indigent  patients,  and  that’s  one  of  the 
goals,”  Senator  Sibley  says. 

He  says  his  plan  provides  an  af- 
fordable way  to  accomplish  some  of 
the  goals  identified  by  the  task  force. 

“The  governor’s  task  force  was 
charged  with  dreaming  and  they 
did,”  Senator  Sibley  says.  “So  they 
came  up  with  something  that  costs 
$3  billion  to  $4  billion  more.  That’s 
sure  enough  a dream  because  we 
don’t  have  the  money.”  ★ 
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You  Practice  Medicine 


Well  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  P.A. 

Al  Czerwinski,  M.D.  - Medical  Director 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 
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Annual  session 
symposia  to  spotlight 
medical  families, 
pain  management 

JOHN  N.  Chappel,  MD,  tells 
a sad  story  about  a surgeon  he 
helped  through  retirement.  “He 
did  not  want  to  stop  practicing,”  re- 
calls Dr  Chappel,  a professor  of  psy- 
chiatry at  the  University  of  Nevada 
School  of  Medicine.  “He 
did  not  want  to  stop  seeing 
patients;  he  did  not  want 
to  stop  doing  surgery.  But 
he  was  incompetent.” 

For  the  year  that  it  took 
the  surgeon  to  make  the  tran- 
sition, many  people  had  to 
cover  for  him.  “He  always 
had  somebody  scrubbing  in  with 
him,”  Dr  Chappel  said.  “There  was 
always  somebody  who  reviewed  the 
orders  on  the  chart.”  The  surgeon, 
who  has  been  chronically  depressed 
since  retiring,  once  asked  Dr  Chappel, 
“What  is  there  worth  living  for?” 

Said  Dr  Chappel:  “He  was  basi- 
cally an  empty  shell  of  a person  who 
had  nothing  in  his  life  other  than 
medicine.” 

The  price  paid  by  physicians  — 
and  their  families  — for  such  neglect 
will  be  discussed  as  part  of  a sympo- 
sium titled  “The  Medical  Family 
and  Stress:  A Stress  Management 
Program,”  planned  during  the  Texas 
Medical  Association’s  126th  Annual 
Session,  May  13-16  at  the  George 
R.  Brown  Convention  Center  in 
Houston.  The  program,  from  2:30 
to  5:30  pm  Friday,  May  14,  will  be 
presented  by  the  TMA  Alliance  and 
TMA’s  Committee  on  Physician 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


Texas  Medical  Association 


Health  and  Rehabilitation. 

Other  presenters  during  the  sym- 
posium will  be  Edgar  P.  Nace,  MD, 
a Dallas  psychiatrist  who  chairs  the 
committee,  and  Margaret  Smith  of 
Corpus  Christi,  the  Alliance  liaison 
to  the  Committee  on  Physician 
Health  and  Rehabilitation.  The  pro- 
gram chairman  for  the  symposium  is 
Rudolfo  Arredondo,  EdD,  consul- 
tant to  the  committee  and  associate 
professor  of  psychiatry  at  Texas 
Tech  University  Health 
Sciences  Center. 

The  symposium  will 
identify  stress  points  in  ca- 
reers and  family  relation- 
ships, look  at  the  “danger 
zones”  for  stress,  and  discuss 
developing  a mutual  sup- 
...  port  system  for  relieving 
/ stress  and  improving  relations. 
Retiring  physicians  are  not 
the  only  practitioners  who  can  lose 
touch.  Dr  Nace  describes  a conver- 
sation he  once  had  with  a physician 
just  out  of  residency. 

“He  recognized  that  he  had  been 
so  goal-directed  for  so  many  years 
that  he  had  lost  track  of  other  in- 
terests in  his  life,  things  that  he  had 
enjoyed,  like  music,  the  outdoors,” 
Dr  Nace  said.  “He  eventually 
reached  a health  crisis  in  his  life, 
and  it  slowed  him  down  enough  to 
take  a look  at  how  he  was  neglect- 
ing personal  needs.” 

The  two  physicians,  young  and 
old  and  at  opposite  ends  of  their  ca- 
reer spans,  had  made  the  same  mis- 
take. “Physicians  have  to  strike  a 
balance,”  explains  Dr  Nace.  “And 
when  they  don’t,  we  see  depression, 
drug  abuse,  and  alcoholism.” 

The  program  will  include  group 
discussions  of  the  issues,  and  physi- 
cians are  encouraged  to  bring  family 
members  with  them. 


Pain  management  symposium 

Also  planned  for  annual  session  is  a 
symposium  on  “Pain  and  Methods 
to  Relieve  It,”  presented  by  the 
Texas  Pain  Society  and  the  Texas 
Cancer  Pain  Initiative. 

The  program,  aimed  mainly  at  pri- 
mary care  physicians,  will  discuss  pre- 
vention and  treatment  of  a variety  of 
types  of  chronic  and  acute  pain,  inter- 
action between  the  physician  and  the 
pain  specialist,  proper  use  of  drugs  in 
the  treatment  of  pain,  and  the  legal 
and  regulatory  issues  involved  with 
use  of  controlled  substances. 

Texas  Pain  Society  President  C. 
Stratton  Hill,  Jr,  MD,  expects  the 
symposium  to  spark  heated  debate. 
“What  we’re  going  to  try  to  do  is 
create  a little  controversy,”  Dr  Hill 
says.  “We’re  having  people  talk 
about  the  possible  use  of  opioids 
(narcotics)  in  intractable,  nonmalig- 
nant  pain  situations.” 

Dr  Hill,  a Houston  endocrinolo- 
gist, believes  the  other  talks  on 
chronic  pain  also  will  appeal  to  a 
broad  spectrum  of  physicians.  “We 
are  going  to  talk  about  difficult  pain 
problems  that  the  ordinary  physician 
sees  on  a daily  basis  in  his  practice,” 
he  says. 

Dr  Hill  will  present  “Legal  and 
Regulatory  Implications  in  the  Use 
of  Controlled  Substances  for  the 
Treatment  of  Persistent  Pain.” 

Other  topics  and  speakers  include: 

• “Treatment  of  Pain  in  Patients 
With  Chronic  Illness,”  Geoffrey 
W.  Hanks,  MB,  London,  England. 

• “Evaluation  and  Management  of 
Headache  and  Facial  Pain,” 
Robert  B.  Nett,  MD,  and  Jeffrey 
S.  Wert,  DDS,  San  Antonio. 

• “Interaction  Between  the  Refer- 
ring Physician  and  the  Pain  Spe- 
cialist for  Long-Term  Followup,” 
Lynn  W.  Neill,  MD,  El  Paso. 
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MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Research  pinpoints  antibodies  as  possible  cause  of  ALS 

Baylor  College  of  Medicine,  Houston  — Researchers  say  antibodies  at- 
tacking the  nervous  system  may  he  the  primary  cause  of  amyotrophic  lat- 
eral sclerosis  (ALS),  known  as  Lou  Gehrig’s  disease.  According  to  the  results 
of  a study  published  in  the  December  10,  1992,  New  England  Journal  of 
Medicine , ALS  appears  to  be  an  autoimmune  disease,  allowing  the  body  to 
attack  itself.  The  study  was  conducted  by  a team  of  researchers  led  by  R. 
Glenn  Smith,  MD,  PhD,  assistant  professor  of  neurology.  In  more  than  half 
of  the  patients  studied,  researchers  found  that  blood  samples  contained  an 
antibody  that  attacks  calcium  channels.  Changes  in  calcium  channels  can 
damage  motor  neurons  resulting  in  a loss  of  muscle  control. 

Study  suggests  neural  link  between  renal  dysfunction  and  hypertension 

The  University  of  Texas  Southwestern  Medical  Center,  Dallas  — A 3-year  study 
has  found  that  failing  kidneys  appear  to  produce  a neural  signal  spurring  the 
body’s  sympathetic  nervous  system  into  overactivity,  causing  the  hypertension  that 
is  the  most  frequent  cause  of  death  in  victims  of  renal  disease.  Results  of  the  study, 
published  in  the  December  31,  1992,  New  England  Journal  of  Medicine,  showed 
that  80%  of  more  than  150,000  patients  with  kidney  failure  suffer  from  hyperten- 
sion. “Dialysis  prevents  death  from  kidney  failure,  but  the  patients  are  100  times 
more  at  risk  of  heart  attacks  and  250  times  more  at  risk  of  stroke  than  the  general 
population,”  said  Ronald  G.  Victor,  MD,  associate  professor  of  internal  medicine 
and  senior  author  of  the  report.  New  technology  has  made  it  possible  to  place 
recording  electrodes  inside  the  nerves  of  human  patients  to  measure  the  sympa- 
thetic nerve  response.  Dr  Victor  expects  the  study  to  lead  the  way  to  more  effec- 
tive treatment  for  the  effects  of  hypertension  in  renal  failure. 

Texas  hospital  to  participate  in  coronary  bypass  pilot  program 

St  Luke’s  Episcopal  Hospital,  Houston  — The  US  Health  Care  Financing 
Administration  has  added  St  Luke’s  Hospital  to  a pilot  Medicare  program 
aimed  at  reducing  the  costs  of  coronary  artery  bypass  surgery.  The  demonstra- 
tion program  is  testing  the  feasibility  of  paying  a negotiated  package  price  for 
hospital  and  physician  services  associated  with  the  surgery.  Under  the  demon- 
stration, beneficiaries  requiring  bypass  surgery  receive  enhanced  patient  man- 
agement and  attention  throughout  the  treatment  period.  The  program,  carried 
out  earlier  at  four  eastern  and  midwestern  hospital  centers,  saved  an  estimated 
$7  million  in  Medicare  payments  in  more  than  1,800  coronary  bypass  surg- 
eries. Medicare  estimates  that  more  than  145,000  beneficiaries  underwent 
coronary  bypass  surgery  in  1992  at  a cost  of  more  than  $3.5  billion. 

Vitamin  A derivative  slows  growth  of  oral  cancer  lesions 

The  University  of  Texas  M.D.  Anderson  Cancer  Center,  Houston  — The 
synthetic  vitamin  A analogue  isotretinoin  proved  significantly  more  effec- 
tive in  preventing  the  progression  of  oral  lesions  than  beta  carotene,  accord- 
ing to  a recent  study.  The  study,  published  in  the  January  7,  1993,  New  Eng- 
land Journal  of  Medicine,  analyzed  the  role  of  retinoids  in  controlling  oral 
leukoplakia,  a premalignant  condition.  Isotretinoin  and  a similar  compound, 
beta  carotene,  were  compared  for  efficacy  in  maintaining  remissions  induced 
by  high  doses  of  isotretinoin.  According  to  Scott  M.  Lippman,  MD,  associ- 
ate professor  of  thoracic,  head,  and  neck  medical  oncology,  55%  of  the  pa- 
tients receiving  beta  carotene  had  a progression  of  their  leukoplakia,  while 
those  on  isotretinoin  showed  only  an  8%  progression  rate. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  section,  401  W 15th  St,  Austin,  TX  78701. 


Science  and  Education 


• “Treatment  of  Acute  Lumbar 
Syndrome,”  Neal  S.  Taub,  MD, 
Charlotte,  NC. 

The  program  chairman  for  the 
symposium  is  James  E.  Heavner, 
DVM,  PhD,  of  Lubbock. 

Numerous  other  continuing  medi- 
cal education  (CME)  programs  are 
planned  during  annual  session,  in- 
cluding symposia  and  seminars  in  the 
areas  of  cardiology,  neurology,  en- 
docrinology/internal medicine,  oncol- 
ogy, pediatrics,  ophthalmology,  pub- 
lic health,  and  many  more,  with  a 
special  focus  on  primary  care.  More 
than  30  different  scientific  programs 
are  planned  during  the  conference. 

A special  four-page  insert  about 
annual  session  appears  in  this  issue 
on  pages  63-66.  For  more  informa- 
tion, contact  Jane  Butterfield  in 
TMA’s  annual  session  and  meeting 
management  department  at  (800) 
880-1300  or  (512)  370-1452. 

Ad  Council  campaign 
to  promote  organ  and 
tissue  donation 


For  the  Tin  Man  and  the 
Scarecrow,  it  was  simple:  just 
follow  the  Yellow  Brick  Road 
to  the  Emerald  City,  and  the  Wizard 
of  Oz  would  give  you  a heart  or  a 
brain,  just  for  the  asking. 

For  the  patients  that  Robert  M. 
Goldstein,  MD,  has  seen  die  need- 
lessly, it  wasn’t  so  simple. 

“I  guess  in  the  last  2 or  3 
months,  we’ve  lost  about  four  pa- 
tients because  we  couldn’t  get  an  or- 
gan,” said  Dr  Goldstein,  assistant 
director  of  transplant  surgery  at 
Baylor  Medical  Center  in  Dallas. 

Situations  like  that  are  the  major 
reason  why  the  Advertising  Council, 
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Statistical  snapshot:  1992-1993  Texas  medical  school  enrollment  by  sex  and  ethnic  origin 

This  CHART  REFLECTS  enrollments  in  the  eight  medical  schools  in  Texas  as  of  January  1993.  Beyond 
their  value  as  a tool  to  reflect  the  progress  of  women  and  minorities  in  gaining  medical  careers,  the  data  will  also 
serve  as  a benchmark  for  the  Texas  Tegislature,  which  is  expected  to  consider  setting  enrollment  goals  as  one  of 
several  performance  standards  for  medical  schools  it  will  establish  under  the  new  Performance  Based  Funding  (PBF) 
system.  Under  PBF,  state  agencies  and  programs,  including  educational  institutions,  will  be  assigned  performance 
standards  to  meet  or  exceed  in  order  to  gain  equal  or  increased  funding  in  future  budgets. 


African  Native  Asian/  White/ 

Male  Female  American  American  Pacific  Hispanic*  Otherf 


School 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

Totals 

Texas  A&M 

1 19  (62.0) 

73(38.0) 

6 (3.1) 

1 (0.5) 

15  (7.8) 

25  (13.0) 

145  (75.5) 

192 

TCOM 

288  (69.2) 

128  (30.8) 

5 (1.2) 

3 (0.7) 

56  (13.5) 

36  (8.7) 

316  (76.0) 

416 

Texas  Tech 

278  (70.0) 

119  (30.0) 

2(0.5) 

2(0.5) 

39  (9.8) 

34  (8.6) 

320  (80.6) 

397 

UT/Houston 

439  (55.3) 

355  (44.7) 

24  (3.0) 

3 (0.4) 

155  (19.5) 

76  (9.6) 

536  (67.5) 

794 

UT/San  Antonio 

528  (63.7) 

301  (36.3) 

22  (2.7) 

6(0.7) 

108  (13.0) 

120  (14.5) 

573  (69.1) 

829 

UTMB/Galveston 

548  (67.8) 

260  (32.2) 

36  (4.5) 

6(0.7) 

134  (16.6) 

89  (11.0) 

543  (67.2) 

808 

UTSW/Dallas 

506  (63.6) 

290  (36.4) 

33  (4.1) 

2(0.3) 

115  (14.4) 

69  (8.7) 

577  (72.5) 

796 

Baylor 

403  (61.4) 

253  (38.6) 

16  (2.4) 

1 (0.2) 

167  (25.5) 

45  (6.9) 

427(65.1) 

656 

Texas 

3,109  (63.6) 

1,779  (36.4) 

144  (2.9) 

24  (0.5) 

789  (16.1) 

494  (10.1) 

3,437(70.3) 

4,888 

US 

40,628  (62.0) 

24,91  1 (38.0) 

4,293  (6.6) 

299  (0.5) 

9,353  (14.3) 

3,623  (5.5) 

47,971  (73.2) 

65,539 

* Includes  Mexican  Americans,  native  and  mainland  Puerto  Ricans,  and  other  Hispanics. 
f Includes  foreign  and  non-US  citizens  holding  permanent  residency  visas. 

Source:  Medical  schools,  AMA. 


a private,  nonprofit  organization  of 
volunteers  from  the  communications 
industry,  has  committed  to  produce 
a 2-year,  major  national  campaign 
to  increase  the  number  of  organ  and 
tissue  donors  in  the  United  States. 

The  need  for  organ  donation  has 
risen  to  crisis  proportions,  according 
to  the  Southwest  Organ  Bank,  Inc. 
Nearly  29,000  individuals  are  regis- 
tered on  the  national  organ  trans- 
plant waiting  list  and  thousands 
more  await  tissue  transplantation.  A 
new  name  is  added  to  the  list  ap- 
proximately every  20  minutes;  more 
than  2,500  people  died  last  year 
while  waiting  for  a transplant. 

According  to  the  Coalition  on 
Donation,  an  alliance  of  voluntary, 
professional  health,  science,  and  pa- 
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tient  transplant  groups,  it  should  not 
happen.  The  technology  and  the  ex- 
pertise exist,  but  too  few 
people  are  willing  to  do- 
nate their  organs  or  those 
of  their  relatives.  The 
problem  seems  to  be  one 
of  education. 

“I  don't  think  the  ma- 
jority of  people  understand 
what  organ  and  tissue  do- 
nation is  all  about  and  that 
there  are  hundreds,  thou- 
sands of  people  waiting  to 
get  the  proper  tissues  or 
organs,”  explains  Susan 
Burrows,  manager  of  the 
Ad  Council. 

In  the  past,  the  Ad  Council  has 
told  America  to  “Take  a bite  out  of 


crime”  and  that  “A  mind  is  a terri- 
ble thing  to  waste.”  When  it  takes 
on  a project,  it  usually 
means  at  least  $20  million 
worth  of  media  exposure 
over  a 2-year  period.  The 
Ad  Council  selected  the 
cause  of  organ  donation 
out  of  about  400  others 
vying  for  assistance  at  the 
request  of  the  Coalition  on 
Donation,  an  umbrella  or- 
ganization for  advocates  of 
organ  donation  that  in- 
cludes the  American  Medi- 
cal Association. 

Dr  Goldstein  believes 
the  Ad  Council  campaign 
will  be  a tremendous  help  and  hopes 
that  doctors  will  participate  in  the  ef- 
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THINK  THE 
MAJORITY 
OF  PEOPLE 

UNDERSTAND 

WHAT  ORGAN 

AND  TISSUE 

DONATION 

IS  ALL  ABOUT.” 


fort  to  raise  awareness  — and  raise 
their  own  level  of  consciousness. 

“Physicians  can  make  a tremen- 
dous impact  on  the  rate  of  organ  do- 
nation by  educating  patients  in  their 
offices,”  Dr  Goldstein  says.  “It’s  pure- 
ly education.  It’s  physician  education, 
and  it’s  lay  people  education.” 

Dr  Goldstein  adds  that  physi- 
cians do  not  have  to  be  the  ones 
who  approach  families  of  possible 
donors.  A phone  call  to  an  organ 
bank  will  bring  in  professionals 
adept  at  persuading  families  to  do- 
nate a loved  one’s  organs.  Organ 
banks  in  Texas  are: 

• Southwest  Organ  Bank:  Dallas 
office,  (214)  821-1931;  Corpus 
Christi,  (512)  887-6189;  El  Paso, 
(915)  546-6009;  Galveston, 
(409)  762-2560;  Odessa,  (915) 
563-6863;  Temple,  (817)  77 1 - 
3644;  and  Tyler,  (214)  597-6445. 

• LifeGift  Organ  Donation  Center: 
Houston,  (713)  799-9115. 

• South  Texas  Organ  Bank,  Inc, 
San  Antonio,  (210)  732-9612. 

For  questions  about  organ  dona- 
tion, including  the  ever-expanding 
criteria  for  donor  eligibility,  physi- 
cians may  also  contact  the  United 
Network  for  Organ  Sharing  (UNOS), 
an  organization  that  maintains  a na- 
tional computer  database  to  match 
donors  with  available  organs,  at 
(800)  24-DONOR  (243-6667). 

NLM  lowers  access 
costs  for  MEDLINE, 
other  databases 

The  cost  of  searching  for 
medical  literature  has  just 
come  down. 

As  of  January  1,  the  National  Li- 


Science  and  Education 


brary  of  Medicine  (NLM)  reduced 
the  cost  of  computer  access  time  on 
MEDLINE  and  other  NLM  databas- 
es from  the  equivalent  of  $30  per 
hour  of  connect  time  to  just  $18,  a 
40%  reduction. 

“Congress  has  urged  us  to  in- 
crease the  usage  of  the  library’s  ex- 
tremely valuable  databases  and 
suggested  that  we  ensure  that  costs 
not  be  an  inhibiting  factor,”  said 
Donald  A.B.  Lindberg,  MD,  direc- 
tor of  the  NLM. 

He  said  under  the  new  price 
structure,  the  average  cost  of  a 
MEDLINE  search  will  be  $1.25, 
down  from  $1.75.  About  6 million 
searches  are  done  on  NEM’s  com- 
puters each  year  by  a network  of 
some  60,000  users  in  the  United 
States  and  Canada. 

TMA  members  who  do  not  ac- 
cess the  NEM  directly  from  their 
own  computers  still  have  access  to 
all  of  the  NLM’s  databases  through 
the  TMA  library.  Susan  Brock,  di- 
rector of  the  library,  hopes  the  lower 
rates  will  encourage  more  physicians 
to  use  the  services. 

“We  hope  more  physicians  will 
now  take  advantage  of  MEDLINE 
services,”  she  said.  “Whether  they 
dial  up  on  their  own  or  contact  us  to 
search  for  information  for  them, 
MEDLINE  searches  and  other  li- 
brary services  can  give  them  the  in- 
formation they  need  in  a short 
amount  of  time.” 

For  more  information  about  MED- 
LINE and  other  information  services, 
contact  the  TMA  Library  at  (800) 
880-1300  or  (512)  370-1551.  ★ 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/301  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

’ Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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Probably  the  surest  way  to  ignite  a physician’s  temper 

is  to  ask  what  it  feels  like  to  be  unfairly  sued.  Or 
to  ask  what  he  or  she  thinks  of  Texas'  medical  li- 
ability system. 

Especially  to  doctors  in  Texarkana  or  Beaumont  or 
the  Rio  Grande  Valley,  inhere  the  chances  of  being  suc- 
cessfully sued  are  significantly  higher  than  elsewhere  in 
Texas,  tort  reform  needs  to  be  a top  priority  for  the 
Texas  Medical  Association. 

But  physicians  differ  about  what  tort  reform  means. 
To  some,  Shakespeare  had  the  right  idea:  “ The  first 
thing  we  do,  let’s  kill  all  the  lawyers.  ” 

But  “one-dimensional,  lawyer-whacking  approach- 
es, however  good  those  may  feel,  address  only  one  of 
the  many  serious  failures  in  the  medical  liability  sys- 
tem, ” says  TMA’s  director  of  public  affairs,  Kim  Ross. 

Instead,  he  says  the  association  must  address  those 
failures  by  exploring  their  complexity  and  by  offering 


substantive  answers  to  authentic  problems. 

To  most  physicians,  meaningful  tort  reform  should 
grant  two  fervent  wishes,  typically  expressed  as:  “First, 
I don't  want  to  be  unjustly  accused  — I want  to  feel 
that  if  I did  nothing  wrong,  I won’t  be  hurt.  Second,  if 
I make  an  honest  mistake,  I want  the  patient  compen- 
sated quickly  and  fairly  without  ruining  me  and  my 
family  for  the  rest  of  our  lives.  ” 

Because  the  statute  that  governs  medical  liability  in 
Texas  faces  dissolution  this  legislative  session  unless  its 
automatic  repealer  clause  is  itself  repealed,  Texas 
Medicine  asked  two  political  experts  to  talk  about 
what's  in  store  for  physicians. 

★ ★ ★ ★ ★ 

On  the  following  pages,  Mr  Ross  answers  questions 
about  TMA's  tort  reform  strategy.  And  Harvey  Kronberg, 
editor  of  Quorum  Report,  a newsletter  about  Texas  poli- 
tics, discusses  the  history  of  tort  reform  in  Texas. 
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Shortly  after  the  73rd  Legislature 
convened  in  January,  Texas 
Medical  Association’s  chief  lob- 
byist, Kim  Ross,  talked  with  Texas 
Medicine  about  the  association's 
strategy  for  tort  reform. 

★ ★ ★ ★ ★ 

Q:  What  does  it  mean  that  Article  4590i,  the 
Medical  Liability  and  Insurance  Improvement 
Act,  is  due  to  be  automatically  repealed  this 
legislative  session? 

A:  Article  4 5 9 0 i , passed  by  the  Texas 
Legislature  in  1977,  established  the 
ground  rules  of  how  a doctor  or  a 
hospital  may  be  sued  in  Texas. 

Unless  one  of  its  clauses  — an  au- 
tomatic “repealer”  set  to  go  off  this 
year  — is  repealed  by  the  legislature, 
the  medical  liability  system  in  Texas 
becomes  deregulated.  And  while 
there  are  many  things  wrong  with  the 
current  system,  we  simply  cannot  af- 
ford the  chaos  that  would  result  with 
no  set  of  laws  on  the  books. 

Q:  Was  it  a coincidence  that  the  statute  self- 
destructs  in  the  same  year  that  the  Texas  State 
Board  of  Medical  Examiners  and  the  Medical 
Practice  Act  are  under  sunset  review? 

A:  Usually  I start  with  the  assump- 
tion that  you  never  assign  to  coinci- 
dence what  can  be  fully  explained  by 
a conspiracy,  but  1 don't  believe  this 
was  planned.  Regardless,  TMA  tried 


to  repeal  the  repealer  clause  last  ses- 
sion. Unfortunately,  the  trial  lawyers 
recognized  the  leverage  it  provided 
and  were  able  to  amend  our  bill  to 
exempt  only  the  Texas  Medical  Lia- 
bility Trust  from  the  repealer. 

Q:  What,  specifically,  was  Article  4590i  writ- 
ten to  cover? 

A:  It  defined  informed  consent  and 
created  the  Texas  Medical  Disclo- 
sure Panel.  It  also  set  statutes  of  lim- 
itations, created  a bad  faith  cause  of 
action  against  attorneys,  established 
the  rules  for  advance  payments,  and 
set  liability  limits. 

Q:  What  happened  to  it? 

A:  Many  of  its  provisions  were  ulti- 
mately dismantled  by  the  Texas 
Supreme  Court.  In  what  was  evi- 
dently a national  strategy,  trial 
lawyers  launched  a campaign  to 
elect  judges  and  lawyers  favoring 
their  point  of  view  to  the  Supreme 
Court.  When  their  advocates 
reached  critical  mass  on  the  court, 
they  systematically  dismantled  the 
law.  When  cases  came  before  the 
court  challenging  the  constitutional- 
ity of  liability  restrictions,  they  elim- 
inated the  restrictions  altogether:  the 
statute  of  limitations  on  minors  was 
the  first  to  go  and  by  1988  the  dam- 
age cap  was  gone.  Also,  by  1986 
they  had  twisted  the  issue  of  multi- 


ple defendants  to  mean  that  if  a 
lawyer  has  a legitimate  $1  million 
case  against  a doctor,  he/she  also  can 
sue  10  other  defendants  and  argue 
that  the  limit  applies  to  each  one. 

It  took  until  the  1988  election  for 
tort  reform  advocates  to  begin  shift- 
ing the  court  balance  back  toward 
center.  More  recent  opinions  have 
tended  to  uphold  the  legal  principles 
embodied  in  the  1977  statute. 

Q:  Do  you  see  much  difference  between  previ- 
ous tort  reform  fights  and  the  current  struggle? 

A:  A big  difference.  The  most  pro- 
found change  as  we  enter  this  third 
generation  of  state  legislative  fights 
is  the  increased  availability  of  aca- 
demic research  that  assesses  the 
underlying  causes  of  the  liability  sys- 
tem failures  and  the  efficacy  of  exist- 
ing and  proposed  statutory  reforms. 
That  is  both  good  and  bad  news, 
because  the  research  shows  the  cul- 
pability of  all  parties,  not  just  the 
trial  lawyers.  But  it  also  demon- 
strates that  the  system  is  unjust. 

Until  recently,  both  sides  in  these 
episodic  battles  relied  mostly  on 
horror  stories  and  insurance  costs. 
The  debate  disintegrated  into  in- 
traprofessional  shouting  matches 
and  swearing  contests  between  “ex- 
perts,” each  brandishing  frequency 
and  severity  charts  with  red  lines 
climbing  sharply  from  left  to  right. 

Today  we  have  an  increasing  ar- 
ray of  empirical  studies  published  in 
prestigious  journals  — including 
JAMA  — that  offer  more  than  a 
one-dimensional  view  of  the  medical 
liability  system. 

Some  random  samplings  from  the 
literature  include: 

• In  Minnesota,  a closed  claims 
study  found  insurers  consistently 
over-reserved. 

• From  Chicago,  New  York,  and 
Florida  come  findings  that  most 
negligently  injured  patients  never 
file  a claim. 

• From  Vanderbilt,  a study  shows 
that  most  injuries  are  not  ade- 
quately compensated. 

• In  New  Jersey,  there  was  a find- 
ing that  unjust  payments  are  rare. 

• A Harvard  study  using  Mas- 


34 


TEXAS  MEDICINE 


VOLUME  89  NO.  3 


MARCH  1993 


sachusetts  and  Maryland  data 
found  that  inferior  treatment  is 
closely  related  to  socioeconom- 
ic status. 

• A survey  by  the  American  Col- 
lege of  Obstetricians  and  Gyne- 
cologists observed  that  Medicaid 
and  indigent  patients  are  not  dis- 
proportionately litigious. 

“Knowledge  is  power,”  and  the 
abundance  of  new  research  means 
that  both  sides  can  cherry-pick  statis- 
tics and  conclusions  to  serve  compet- 
ing purposes.  It  also  means  that  physi- 
cians and  other  advocates  of  tort 
reform  must  abandon  their  time-hon- 
ored tactic  of  issuing  indignant 
polemics  about  venal,  mercenary,  bot- 
tom-feeding, parasitic  trial  lawyers. 

Because  physicians  share  some 
demonstrable  culpability,  it  will  no 
longer  suffice  to  cite  only  rising  pay- 
ments and  physician  surveys  that 
measure  fear  and  loathing.  This  ele- 
mentary level  of  knowledge  will 
merely  resell  those  legislators  who 
already  agree  with  the  medical  pro- 
fession and  would  vote  for  anything 
with  tort  reform  in  the  caption,  up 
to  and  including  the  public  hanging 
of  personal  injury  lawyers  randomly 
selected  from  the  Yellow  Pages. 

Q:  What  tactics  work  best  to  persuade  the 
undecideds? 

A:  First,  remember  your  audience. 
Lobbyists  constantly  remind  their 
employers  that  the  legislature  can  be 
lumped  into  three  categories: 

1.  Kamikazes,  pro:  “I  don’t  want  to 
read  the  bill.  Just  tell  me  how  to 
vote.” 

2.  Kamikazes,  con:  “If  they’re  for  it, 
I’m  against  it.  (Kamikazes’  ratio- 
nales for  their  positive/negative 
voting  behaviors  are  interchange- 
able.) 

3.  Which  way  doth  the  wind  blow: 
“I  can  see  the  merit  of  both  sides, 
and  have  not  decided  how  I’ll 
vote.”  (Alternate  translation:  I 
can’t  afford  to  pick  sides  between 
either  of  you.  Work  out  a com- 
promise.) 

Q:  So  you  target  the  undecided  or  swing  vote? 


A:  Yes.  This  also  tends  to  be 
the  category  of  politician 
who  remains  indecisive  on 
hotly  contested  issues  until 
they  reach  age  70  and  have 
given  up  all  hope  of  becom- 
ing governor  or  running  for 
Congress. 

Directing  their  arguments 
at  the  kamikazes  instead  of 
at  the  undecideds  is  the  most 
frequent  form  of  malpractice 
committed  by  organizations 
in  the  legislative  process. 

There  is  usually  a reason 
a legislator  is  undecided.  We 
have  to  provide  them  bona 
fide  evidence  that  we  have 
correctly  identified  the  prob- 
lems, substantiated  the  un- 
derlying causes,  and  are 
proposing  balanced  remedies 
that  will  work.  If  medicine 
comes  armed  with  the  same  low-cal- 
ibre arguments  used  a decade  ago, 
the  undecideds  will  run  for  the  cover 
of  an  opponent’s  well-documented 
position  paper. 

Q:  How  do  you  characterize  the  players  in  the 
current  debate? 

A:  The  medical  liability  debate  is 
essentially  a feudal  system  of  war- 
lords representing  various  factions 
— insurance,  business,  defense 
lawyers,  plaintiff  lawyers,  physi- 
cians, and  hospitals.  They  fight  in 
ever-shifting,  opportunistic  alliances 
for  relative  advantage  and  control. 
All  have  their  own  peculiar 
justifications  for  their  positions,  each 
mutually  exclusive  of  the  others, 
each  appealing  to  a different  con- 
stituency. 

In  feudal  16th-century  Japan,  a 
situation  similar  to  Texas’  medical 
liability  environment,  three  warlords 
with  widely  divergent  philosophies 
of  combat  fought  for  control.  Their 
varied  approaches  have  been  memo- 
rized by  Japanese  school  children  in 
a verse  that  goes  something  like  this: 

“And  what  if  the  bird  won't  sing ?” 

“Kill  the  bird , ” says  the  first  warlord. 

“Make  it  want  to  sing,  ” says  the  second. 

“'Wait,  ” says  the  third. 


Medicine’s  track  record 

in  the  State  Supreme 
Court  races  is 
without  parallel  and 

is  directly  responsible 
for  the  stabilization  of 
case  law. 

★ ★★★★★ 

To  be  successful  in  the  political 
process,  we  must  be  able  to  apply  all 
three  approaches,  depending  on  the 
circumstances.  The  first  warlord’s 
preference,  which  we  would  call 
“kicking  some  trial  lawyer  butt,” 
should  be  limited  to  the  election  pro- 
cess, where  there  are  definitive  win- 
ners and  losers.  Medicine’s  track 
record  in  the  State  Supreme  Court 
races  is  without  parallel  and  is  di- 
rectly responsible  for  the  stabiliza- 
tion of  case  law.  (See  sidebar,  next 
page,  for  a list  of  recent  court  cases.) 

Q:  What  about  the  other  two  approaches? 

A:  The  third  approach  could  be 
characterized  as  “staying  in  the 
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Texas  courts  move  to  the  center 


Since  the  1988  elections,  the  Texas  Supreme  Court  and  the 
lower  courts  have  been  issuing  more  reasonable  de- 
cisions on  tort  issues.  TMA  General  Counsel  Donald  P. 
Wilcox,  JD,  lists  the  following  cases  as  illustrative  of 
current  court  approaches  to  tort  law  issues. 

Elbaor  v Smith  (1992) 

The  Supreme  Court  voided  Mary  Carter  agreements 
(settling  defendant  retains  a financial  stake  in  the 
plaintiff’s  recovery  and  remains  a party  at  the  trial  of 
the  cases).  These  agreements  created  a tremendous  in- 
centive for  the  settling  defendant  to  ensure  that  the 
plaintiff  succeeded  in  obtaining  a sizable  recovery  and 
motivated  the  defendant  to  assist  greatly  in  the  plain- 
tiffs’ presentation  of  the  case.  Now,  settling  defendants 
may  not  participate  in  a trial  in  which  they  retain  a 
financial  interest  in  the  plaintiff’s  lawsuit. 

BOYLES  V KERR  (1992) 

The  Supreme  Court  refused  to  allow  an  attempt  by  the 
plaintiff  to  recharacterize  an  intentional  tort  to  one  of 
negligence,  so  that  insurance  coverage  would  be  avail- 
able to  satisfy  the  judgment. 

Gibson  v Methodist  Hospital  ( 1 9 9 2 ) 
The  court  of  appeals  upheld  the  defendant  hospitals’  sum- 
mary judgment  motion  rejecting  the  speculative  statements 
of  an  “unqualified”  expert  witness.  The  Supreme  Court  re- 
versed, then  reconsidered  and  refused  to  take  up  the  case, 
leaving  the  lower  court  decision  to  stand. 

BINGLEY  V PRANGE  (1992) 

The  trial  court  fined  plaintiff  attorneys  $10,000  for 
adding  a physician  as  a defendant  to  a medical  profes- 
sional liability  lawsuit  for  the  improper  purpose  of  be- 
ing able  to  file  the  suit  in  Travis  County. 


Abuabara  v Curry  (1992) 

The  court  of  appeals  reversed  a trial  court’s  decision  to 
allow  discovery  of  hospital  peer  review  credentialing 
records. 

Rose  v Doctors  Hospital  ( 1 9 90) 
Upheld  the  1977  legislative  caps  on  damages  in  medi- 
cal professional  liability  cases  involving  wrongful 
death  actions. 

WlSENBARGER  V GONZALES  WARM  SPRINGS 
REHABILITATION  HOSPITAL  ( 1 990) 

The  court  of  appeals  held  that  health-care  providers 
cannot  he  held  liable  on  a breach  of  implied  warranty 
theory  for  improper  treatment. 

KNAPP  V EPRIGHT  (1989) 

The  court  of  appeals  held  that  deceptive  trade  practice 
and  breach  of  warranty  claims  were  invalid  issues  in  a 
health-care  liability  case. 

Powers  v Duke  ( 1 9 8 9 ) 

The  court  of  appeals  held  that  the  doctrine  of  res  ipsa 
loquitur  was  inapplicable  in  a case  against  a surgeon  in 
which  a sponge  was  left  in  a patient’s  abdomen  after 
surgery,  since  the  nurses  who  counted  the  sponges 
were  hospital  employees,  not  surgeons.  If  held  applica- 
ble, that  doctrine  would  have  shifted  the  burden  of 
proof  to  the  defendant. 

Haddock  v Arnspiger  ( 1 988) 

The  court  of  appeals  held  that  the  doctrine  of  res  ipsa 
loquitur  (as  limited  by  the  1977  tort  reform  legislation) 
was  inapplicable  in  case  of  injury  where  the  use  of  the 
medical  instrument  in  question  was  not  within  the 
common  knowledge  of  laymen. 


hunker  until  the  shelling  stops.”  It  is 
perhaps  the  hardest  strategy  to 
maintain,  but  it  is  required  when  the 
opposition  has  you  outgunned. 
However,  it  doesn’t  imply  doing 
nothing,  but  rather,  waiting  for  the 
optimal  opportunity  to  go  forward. 
Suicide  charges  for  tort  reform  com- 
promise your  credibility  and  ability 
to  revisit  the  issue. 

After  being  frustrated  by  modest 
gains  in  a bitter  1987  tort  reform  de- 
bate, TMA  turned  its  attention  suc- 
cessfully to  the  seemingly  invulnera- 
ble Texas  Supreme  Court.  More 
recently,  individual  physicians  and  al- 


liance members  have  formed  local 
coalitions  and  promoted  anti-lawsuit 
abuse  campaigns.  And  at  least  one 
county,  Bexar,  has  organized  political 
action  efforts  in  local  judicial  races. 

The  middle  strategy  is  “making 
the  bird  want  to  sing.”  It  requires 
the  use  of  diplomacy,  which  Will 
Rogers  defined  as  the  art  of  saying 
“nice  doggie”  while  you  look  for  a 
rock.  Diplomacy  requires  the  pa- 
tience to  reason  and  persuade.  It’s 
okay,  even  expected,  to  back  up 
your  arguments  with  political  mus- 
cle, but  your  position  must  be  credi- 
ble, and  most  importantly,  fair  to 


the  very  people  doctors  and  lawyers 
have  taken  oaths  to  serve.  Legiti- 
mate research  that  substantiates 
both  problems  and  proposed  solu- 
tions is  more  persuasive  to  the  unde- 
cided “ can 't-you- work-something- 
out”  member  of  the  legislature.  It 
also  comes  closer  to  producing  re- 
forms that  will  work. 

Q:  What  kind  of  research  is  needed  to  make 
the  legislature  sing  our  tune? 

A:  It  must  have  the  stamp  of 
authenticity,  meet  scientific  stan- 
dards, and  be  free  of  bias  (which 
means  we  won’t  always  like  the 
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answer).  It  must  ultimately  connect 
problems  with  solutions. 

Earlier  Texas-based  research  on 
medical  liability  was  subject  to  the 
weaknesses  of  physician  opinion 
surveys  and  to  the  mercy  of  liability 
insurers,  who  were  understandably 
reluctant  to  part  with  their  propri- 
etary data. 

Q:  Did  the  so-called  Tonn  Report  satisfy  those 
needs? 

A:  Did  the  Warren  Report  resolve  the 
Kennedy  Assassination?  (Obviously 
not!)  The  Tonn  Report  was  initiated 
at  the  request  of  the  Governor’s 
Health  Policy  Task  Force  to  combine 
data  from  the  Texas  Department  of 
Health,  the  Texas  State  Board  of 
Medical  Examiners,  and  the  state’s 
medical  liability  insurers  to  evaluate 
relationships  between  the  frequency 
and  severity  of  lawsuits  with  access  to 
care.  Because  the  task  force  had  no 
money  for  a study,  TMA,  the  Texas 
Trial  Lawyers  Association,  and  the 
Texas  Hospital  Association  were 
approached.  Naturally,  it  was  an  offer 
we  couldn’t  refuse. 

Q:  What  went  wrong? 

A:  Nothing,  really,  other  than  some 
trial  lawyer  propagandizing.  The 
researchers  were  on  a very  short 
deadline  and  the  report  to  the  task 
force  was  merely  a warm-up  to  the 
more  extensive  analysis  that  is  cur- 
rently under  way.  Local  trial  lawyers 
rushed  to  their  newspapers  and 
thumped  their  chests  over  a mean- 
ingless statistic  that  any  eighth 
grader  could  compute  (namely,  that 
total  medical  liability  premiums  are 
a small  fraction  of  total  health-care 
costs).  The  medical  liability  litera- 
ture has  always  calculated  the 
“costs”  against  other  health-care 
dollars  with  identical  results.  While 
we  felt  blindsided,  in  politics,  no 
good  deed  goes  unpunished. 

Q:  The  Tonn  Report  was  a “good  deed”? 

A:  The  original  and  continuing 
effort  to  base  medicine’s  liability  pri- 
orities on  scientific  evidence  is  the 
“good”  part.  Conversely,  it  does  no 
good  to  continue  repeating  the  same 
mistakes  — bullying  legislators 


rather  that  persuading,  indulging  in 
name-calling,  rather  than  separating 
with  facts  the  legitimate  from  non- 
legit arguments  of  our  adversaries. 

Q:  Is  the  Tonn  Report  redeemable? 

A:  The  database  most  certainly  is. 
The  information  compiled  is  volumi- 
nous and  the  report  itself  just  the  tip 
of  the  proverbial  iceberg. 

Q:  What’s  below  the  tip? 

A:  There  are  lots  of  cause  and  effect 
trails  to  verify.  For  example,  if  noth- 
ing in  the  system  is  “broke,”  why  is 
it  that: 

• The  injured  patient  only  gets  one 
third  of  the  millions  of  dollars  be- 
ing spent? 

• Most  cases  are  settled  (and  most 
of  those  without  indemnity),  yet 
there  are  no  identifiable  sanctions 
for  frivolous  suits,  barratry,  or 
solicitation? 

• The  best  predictors  of  getting 
sued  have  less  to  do  with  negli- 
gence and  more  to  do  with  (a) 
where  you  live  or  (b)  your  spe- 
cialty? Is  there  something  in  the 
water  in  the  Valley  or  in  Beau- 
mont that  makes  doctors  there 
subject  to  more  frequent  suits 
than  in  other  jurisdictions? 

Laurence  R.  Tancredi,  MD,  JD, 
with  The  University  of  Texas  Health 
Science  Center  in  Houston,  suggests 
the  system  is  beyond  repair.  In  sum- 
marizing some  of  the  points  in  other 
research  from  current  academic  liter- 
ature, he  states  that  the  medical  lia- 
bility system: 

1.  Fails  to  detect  the  great  majority 
of  negligent  injuries. 

2.  Fails  to  compensate  deserving 
victims  in  a timely  and  consistent 
fashion. 

3.  Is  seemingly  haphazard  in  assign- 
ing liability  to  medical  manage- 
ment. 

4.  Is  seemingly  haphazard  in  deter- 
mining damages. 

5.  Encourages  acrimonious  disputes. 

Thanks  to  the  task  force  report, 
TMA  now  has  10  years’  worth  of 


The  best  predictors  of 
getting  sued  have  less 
to  do  with  negligence 
and  more  to  do  with 

(a)  where  you  live  or 

(b)  your  specialty. 

★ ★★★★★ 

medical  liability  data  representing 
two  thirds  of  the  medical  liability 
market.  In  a letter  to  the  membership 
last  November,  TMA  President 
William  G.  Camel,  MD,  and  Alan  C. 
Baum,  MD,  chairman  of  the  TMA 
Board  of  Trustees,  outlined  what  fur- 
ther research  is  being  conducted  to 
drive  TMA’s  tort  reform  agenda:  re- 
search into  obstetric  and  pediatric  li- 
ability (and  where  to  place  limits), 
frivolous  and  nonmeritorious  suits 
(and  how  to  determine  them),  docu- 
menting the  cost  of  defensive 
medicine,  joint  and  several  liability, 
emergency  care,  the  role  of  expert 
witnesses,  and  mediation  models. 

The  research  will  keep  in  sight 
two  objectives: 

1.  Documenting  the  extent  and  nature 
of  the  problem,  ultimately  from  the 
patient’s  perspective.  We  must  re- 
member that  we  are  trying  to  build 
a system  in  which  a person  who  has 
been  negligently  injured  can  get  just 
compensation.  Every  politician,  re- 
searcher, and  courthouse  reporter 
knows  that  the  injustices  in  the  lia- 
bility system  are  not  suffered  uni- 
formly across  all  physician  and  pa- 
tient populations. 

2.  Demonstrating  the  efficacy  of  pro- 
posed reforms  — procedural,  leg- 
islative, judicial,  and  political  — in 
accordance  with  the  problems 
previously  documented.  Undecid- 
ed legislators  will  be  reluctant  to 
put  their  necks  on  the  line  for  a 
Pyrrhic  victory  and  will  steadfast- 
ly refuse  to  help  us  in  subsequent 
sessions  if  reforms  we  propose 
don’t  really  fix  what’s  broken. 
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The  medical  association 
cannot  afford  to  be 
emotional  when 
diagnosing  the  illnesses 


of  the  liability  syst< 

im 

any  more  than  a 

1 to 

physician  can  afford 

be  emotional  in 

diagnosing  a patient 

★ ★★★★★ 


Qz  Is  the  legislature  the  best  place  to  seek 
tort  reform? 

A:  Not  necessarily.  It’s  only  one  of 
the  two  places  where  these  laws  are 
written  and  they  meet  infrequently. 
Also,  you’re  not  likely  to  see  much 
relationship  between  what  you  asked 
for  and  what  you  got.  The  most 
powerful  changes  in  medical  liability 
have  come  through  the  electoral  pro- 
cess and  voter  education.  We  must 
continue  to  help  elect  good  judges 
and  legislators,  and  support  aggres- 
sive anti-lawsuit  abuse  programs. 

The  courts,  not  the  legislature, 
ultimately  write  tort  laws.  Medicine 
has  already  gained  more  tort  relief 
from  the  post-1988  Supreme  Court 
than  most  physicians  realize. 

The  legislative  arena  is  not  always 
the  best  place  to  draw  your  sword 
because  no  one  ever  dies  there.  They 
come  back  the  next  day  and  vote 
against  you  on  something  else  impor- 
tant. Where  you  draw  your  sword  is 
in  the  electoral  process. 

Q:  Do  doctors  in  the  Rio  Grande  Valley  have 
special  reason  to  be  angry  about  the  failures  of 
the  system? 

A:  Their  anger  and  indignation  are 
absolutely  justified.  The  Valley  is 
one  of  the  lawsuit  war  zones  corrob- 
orated by  the  Tonn  Report. 

Some  physicians  are  understand- 
ably frustrated  with  the  legislative 


process  and  consequently  with  us. 
However,  the  legislature  can’t  solve 
all  the  problems  of  the  physicians  in 
the  Rio  Grande  Valley  or  those  in 
the  other  areas  of  the  state. 

But  it  is  hard  for  physicians,  par- 
ticularly those  in  the  lawsuit  war 
zones,  to  understand  why  TMA  is 
not  out  there  eviscerating  trial 
lawyers  for  them.  Although  we 
share  their  rage  in  the  election  pro- 
cess, we  do  not  have  the  luxury  of 
showing  it  in  the  legislative  process. 

The  medical  association  cannot 
afford  to  be  emotional  when  diag- 
nosing the  illnesses  of  the  liability 
system  any  more  than  a physician 
can  afford  to  be  emotional  in  diag- 
nosing a patient.  We  want  treat- 
ments that  work.  Some  of  those 
treatments  will  be  heroic;  others  will 
be  like  managing  a chronic  disorder, 
but  they  should  be  the  best  we  can 
do  under  the  circumstances. 

Medicine  can  ill  afford  to  make  a 
lot  of  enemies  in  the  legislature  be- 
cause every  issue  we  have  is  ex- 
changeable with  another  one  and, 
believe  it  or  not,  there  are  many  oth- 
er equally  serious  concerns  that 
compete  for  medicine’s  attention. 

Q:  What  could  compete  with  tort  reform? 

A:  The  overhaul  of  the  entire 
health-care  delivery  system;  a doc- 
tor specific  tax;  the  complete 
unraveling  of  Medicaid;  immu- 
nizations; how  insurance 
companies  review  your  claims;  the 
confidentiality  of  peer  review  and 
medical  records;  the  statutory 
definition  of  medical  practice,  to 
name  just  a few. 

Q:  How  disposed  are  legislators  this  session  to 
deal  with  tort  reforms? 

A:  Well,  let’s  put  it  this  way,  most 
aren’t  losing  any  sleep  over  whether 
doctors  or  lawyers  have  the  relative 
advantage  in  the  courtroom.  With 
all  of  the  explosive  no-win  topics 
they  must  deal  with  this  session,  we 
must  be  realistic  in  our  expectations 
on  medical  liability. 

Remember,  there  are  no  doctors 
in  the  legislature  right  now,  only  in- 
surance agents,  lawyers,  and  busi- 
ness people.  And  the  business,  insur- 


The  most  powerful 
changes  in  medical 
liability  have  come 
through  the  electoral 
process  and  voter 
education. 

★ ★★★★★ 


a nee,  and  lawyer  views  of  the 
health-care  delivery  system  reform 
are  not  benign. 

Q:  Physicians  tend  to  see  business  and  industry 
as  their  allies  in  tort  fights.  Is  that  still  true? 

A:  In  the  election  process  and  voter 
education,  absolutely.  In  the  legisla- 
ture, not  really.  Businesses  don’t 
particularly  care  about  how  doctors 
are  sued.  Remember  that  Article 
4590i  applies  only  to  physicians  and 
hospitals.  Businesses  are  far  more 
interested  in  other  legal  systems  like 
product  liability,  the  deceptive  trade 
practices  act,  and  workers’  comp 
(where  they  are  potential  adver- 
saries). They  will  not  go  to  the  mat 
for  physicians.  Tort  reform  coali- 
tions that  promote  businesses  and 
physicians  collaborating  on  strategy 
are  important,  but  when  it  gets 
down  to  legislative  muscle,  are  busi- 
ness groups  going  to  give  up  some  of 
their  liability  agenda  for  doctors? 
No,  not  likely.  Conversely,  should 
physicians  permit  their  liability  to  be 
expanded  in  order  to  limit  a manu- 
facturers’ exposure?  Of  course  not. 

Q:  Is  TMA  pushing  for  more  than  just 
“repealing  the  repealer”  that  would  leave  Arti- 
cle 4590i  in  place? 

A:  Yes,  but  it  is  crucial  that  we 
retain  Article  4590i. 

What  are  our  short  term  liability 
priorities?  We  have  a laundry  list 
that  includes: 

• Screening  the  high  volume  of 
nonmeritorious  and  frivolous 
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I 1 

: What  do  you  think  is  wrong  with  • 

: the  medical  liability  system?  j 

Do  you  know  of  specific  examples  that  demonstrate  the  problems  with  the  medi-  [ 
cal  liability  system  in  Texas?  If  so,  Texas  Medicine  would  like  to  hear  | 
■ from  you. 

1 With  the  help  of  the  TMA  legislative  staff  and  the  appropriate  commit- 
] tees  and  councils,  we  will  forward  comments  from  Texas  physicians  to  the  ; 
] legislators  about  what  is  working  (or  not)  in  the  current  system.  Selected  [ 

I comments  also  may  be  published  in  future  issues  of  Texas  Medicine.  I 

If  you  would  like  your  opinions  noted,  mail  your  typed  comments  (400  i 
■ words  or  less,  please)  to  Tort  Reform,  Texas  Medicine , 401  W 15th  Street,  ; 
| Austin,  TX  78701.  You  also  may  fax  your  letter  to  (512)  370-1632.  ’ 

J Tell  us  about  situations  that  show  injustice  to  physicians  or  patients  j 
! and,  if  you  wish,  make  suggestions  about  the  remedies  needed  to  correct  ! 
s the  problems.  Also,  you  may  wish  to  write  about  what  your  patients  think  i 
about  the  issue,  what  it  feels  like  to  be  sued,  what  you  think  medical  liabil-  ‘ 

: ity  insurance  companies  can  do  to  help,  what  individual  physicians  can  do,  j 
| or  whatever  other  thoughts  you  have  on  the  topic.  | 


suits,  and  sanctioning  the  mali- 
cious lawsuit. 

• We  will  also  support  tougher  bar- 
ratry/solicitation laws  this  session. 

• We  must  fix  the  long  window  of 
opportunity  to  sue  in  obstetric 
and  pediatric  cases. 

• We  need  to  divert  legitimate  cases 
to  mediation  wherever  possible. 

• We  need  to  give  physicians  better 
tools  in  litigation. 

• We  must  protect  doctors  from 
catastrophic  losses  that  can  de- 
stroy their  careers. 

• We  must  support  peer  review  sys- 
tems that  identify  early  and  inter- 
vene where  there  is  a quality  of 
care  problem. 

Q:  Who  is  setting  TMA’s  tort  reform  priorities? 

A:  The  TMA  Committee  on  Pro- 
fessional Liability,  the  Council  on 
Legislation,  and  ultimately  the 
House  of  Delegates,  guided  by 
Texas  specific  data. 

Q:  Is  there  anything  that  the  individual  physi- 
cian can  do,  both  to  help  improve  the  medical 
liability  system  and  to  avoid  being  sued? 

A:  Of  course.  He  or  she  should  join 
or  help  form  a local  anti-lawsuit 
abuse  program  like  in  the  Rio 
Grande  Valley.  TMA  has  worked 
closely  with  the  Texas  Chamber  of 
Commerce  to  set  up  a number  of 
these.  It’s  important  to  understand 
that  the  message  to  the  public 
through  these  programs  is  not 
lawyer-bashing.  Rather,  the  message 
must  urge  voters  to  serve  on  juries, 
vote  intelligently  in  judicial  elec- 
tions, and  understand  the  price  we 
all  pay  for  groundless  lawsuits  or 
ridiculously  extravagant  awards. 

Doctors  should  join  TEXPAC, 
participate  in  the  political  process, 
and  communicate  with  their  col- 
leagues, employees,  and  patients 
about  medicine’s  views  on  issues  and 
who  the  best  qualified  judges  and 
legislators  are. 

There  also  is  some  advice  directly 
from  defense  attorneys.  They  tell  us, 
“Document,  document,  document. 
If  doctors  kept  better  records,  they 
wouldn’t  find  themselves  in  these  ex- 
pert witness  swearing  contests.  They 
must  stop  criticizing  their  colleagues 


to  patients,  and  they  should  be  will- 
ing to  serve  on  juries  and  to  testify 
on  behalf  of  their  colleagues  when 
they  know  they’re  right.” 

And,  frankly,  they  should  take  ac- 
tion on  colleagues  who  provide  sub- 
standard care.  TMA  wrote  and  suc- 
cessfully lobbied  through  the  1987 
Legislature  excellent  legal  protection 
for  good  faith  reporting  and  disci- 
plining activities. 

Q:  Will  restoring  Article  4590i  and  continuing 
to  gather  court  cases  that  uphold  its  provisions 
really  fix  the  system? 

A:  There  probably  will  never  be  a 
time  when  doctors  can  stand  up  and 
say,  “Ah!  We’re  done!  We've  fixed 
the  medical  liability  system!” 

That’s  because  there  will  always 
be  trial  lawyers,  frivolous  suits,  and 
negligent  injuries.  And,  there  is  no 
end  to  the  creativity  and  ingenuity  of 
trial  lawyers.  They  excel  at  finding 
ways  to  beat  the  system.  If  you  cap 
damages,  they  multiply  the  defen- 
dants, and  so  forth. 

But  we  haven’t  given  up  just  be- 
cause our  work  is  never  done.  We 
have  passed  liability  reforms,  some 
better  than  others,  every  single  ses- 
sion since  I came  to  TMA  in  1987. 

We  will  be  able  to  advance  the 
cause  this  session,  but  it  will  be  far 


better  to  get  incremental  relief  and 
to  preserve  the  right  to  come  back  in 
1995.  If  we  have  a big  doctor-trial 
lawyer  fight  this  year,  chances  are 
we’ll  find  ourselves  locked  out  next 
session,  which  is  exactly  what  physi- 
cians cannot  afford.  I believe  the  re- 
cent explosion  in  plastic  surgery 
lawsuits  could  alone  implode  the 
system  by  next  year.- 

With  apologies  to  Santayana,  we 
are  doomed  to  repeat  history  every  2 
or  4 years  because  of  the  inherent 
flaws  in  the  legal-insurance  system 
and  the  cyclical  nature  of  medical  li- 
ability. Until  legislatures  are  con- 
vinced to  radically  alter  the  present 
way  of  doing  business,  we  are 
doomed  to  repeatedly  ride  the  liabil- 
ity cycles,  searching  for  efficacious 
remedies  in  the  legislative,  regulato- 
ry, judicial,  and  electoral  process. 

★ ★ ★ ★ ★ 
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BY  HARVEY  KRONBERG* 

★ ★ ★ ★ ★ 

Any  convening  of  the  Texas  Legislature 
represents  a potentially  haz- 
ardous time  for  Texas  citizens. 
The  spectacle  of  modern  Texas 
politics  always  creates  winners  and 
losers,  or  as  one  lobbyist  laments, 
“losers  and  bigger  losers.”  Putting 
181  elected  representatives  in  the 
hopper  with  the  statewide  leadership 
and  adding  a healthy  dose  of  cam- 
paign contributions  and  the  Machi- 
avellian web  of  in  11  uence  and 
counter-influence  always  creates 
dangerous  opportunities. 

Toss  in  a record  number  of  fresh- 
man senators  and  representatives 
with  all  of  the  appropriate  messianic 
zeal  and  no  one  is  safe. 

BAD  NEWS  AND  WORSE  NEWS 

For  Texas  physicians,  the  question 
is:  Could  this  session  turn  into  the 
Apocalypse?  The  unprecedented  in- 
tersection of  two  legislative  events 
creates  both  potential  peril  and  great 
opportunities.  As  required  by  law, 
Texas  State  Board  of  Medical  Exani- 


*Mr  Kronberg  is  editor  of 
Quorum  Report,  a newsletter 
about  Texas  politics. 


iners  (TSBME)  and  the  Medical 
Practice  Act  under  which  it  operates 
face  sunset  review  this  session.  (For 
a detailed  article  on  the  board  and 
the  sunset  process,  see  “Texas  State 
Board  of  Medical  Examiners:  Under 
the  Microscope,”  Texas  Medicine , 
November  1992,  pp  36-47.) 

Additionally,  every  other  health- 
care regulatory  agency  from  chiro- 
practors to  nurse  practitioners  is  go- 
ing through  the  same  sunset  process. 
Managing  the  potential  turf  wars  and 
finding  and  disarming  the  hidden  time 
bombs  is  one  of  the  critical  missions 
of  TMA’s  lobbying  staff  this  session. 

But  it  is  not  just  the  health-care  reg- 
ulatory boards  that  are  on  the  table;  so 
is  the  statute  that  defines  the  medical  li- 
ability system  in  Texas.  Usually  re- 
ferred to  as  Article  4590i,  the  Medical 
Liability  and  Insurance  Improvement 
Act  automatically  self-destructs  this 
year  unless  it  is  reauthorized.  For  the 
plaintiffs’  bar  and  insurance  compa- 
nies, two  of  physicians’  natural  adver- 
saries, the  temptation  and  opportuni- 
ties to  insinuate  language  that  could 
dramatically  shift  the  balance  of  power 
are  probably  irresistible. 

MEDICAL  LIABILITY  BECOMES 
A GROWTH  INDUSTRY 

Understanding  the  history  of  Article 
45 90i  is  crucial  to  grasping  the  im- 


portance of  the  threat  of  its  auto- 
matic repeal.  The  medical  liability 
situation  of  the  mid-1970s  was  no 
joking  matter  for  physicians  or  their 
patients.  The  prairie-fire  speed  with 
which  medical  liability  had  escalated 
into  a growth  industry  for  attorneys 
left  physicians,  patients,  and  insur- 
ance companies  stunned. 

The  years  1972  to  1977  produced 
two  thirds  of  all  the  medical  liability 
claims  ever  filed.  As  the  crisis 
redefined  what  could  be  considered 
high-risk  specialties  (for  instance,  ob- 
stetrics), some  practitioners  saw 
600%  increases  in  their  premiums. 

Texas  Medical  Association  sur- 
veys demonstrated  that  medical  lia- 
bility premiums  more  than  tripled  as 
a percent  of  overhead,  and  even  that 
may  have  been  understated.  In  a 5- 
year  period,  anesthesiologists  report- 
ed that  premiums  skyrocketed  from 
8%  to  30%  of  their  overhead! 

HOW  DID  IT  START? 

Ironically,  the  combination  of  an 
auto  accident  in  the  late  1950s  and 
some  creative  California-style  ju- 
risprudence opened  the  door  for  the 
destruction  of  contract  law  and  the 
beginning  of  the  tort  bonanza.  In 
1958,  Chester  Vandemark  bought  a 
new  Ford  near  Los  Angeles.  Six 
weeks  later,  the  steering  and  brakes 
apparently  failed,  resulting  in  a colli- 
sion with  a tree. 

Despite  a sales  contract  that  re- 
lieved the  dealer  of  liability,  the  Cali- 
fornia Supreme  Court  ruled  6 years 
later  that  “the  fact  that  [the  dealer | 
restricted  its  contractual  liability  . . . 
is  immaterial.  Regardless  of  the  obli- 
gations | the  dealer]  assumed  by  con- 
tract, it  is  subject  to  strict  liability.” 

In  a stroke  of  the  pen,  the  Califor- 
nia court  destroyed  centuries  of  con- 
tract precedents  and  a decade  later, 
the  Ford  Motor  Company  was  regu- 
larly facing  jury  judgments  in  excess 
of  $100  million  in  Ford  Pinto  cases. 
The  liability  revolution  was  on. 

BATTLING  BEHEMOTHS 

Nothing  in  physicians’  training  pre- 
pared them  for  the  onslaught  of 
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suits  filed  in  the  1970s.  Although 
novel  theories  of  liability  and  recov- 
ery were  increasing  and  juries  were 
becoming  decidedly  sympathetic  to 
questionable  victims,  the  crisis  for 
doctors  and  insurance  companies 
was  probably  driven  more  by  the 
sheer  volume  of  claims  in  this  new 
and  rapidly  growing  field  of  law. 

Article  4 5 9 0 i resulted  from  3 
years  of  effort  by  the  Texas  Medical 
Association  to  deal  with  the  liability 
insurance  crisis  of  the  mid-1970s.  It 
occasioned  the  first  open  conflict  be- 
tween the  “docs”  and  the  “trials” 
and  presaged  the  intensity  of  many 
of  the  battles  to  come. 

Passing  the  bill  was  so  much  of  a 
slugfest  that  the  original  Senate  spon- 
sor, Ray  Farabee,  washed  his  hands  of 
the  final  version  and  at  the  11th  hour 
withdrew  his  name  from  the  bill.  Sen- 
ator A.R.  “Babe”  Schwartz,  of  Galve- 
ston, had  to  rise  at  the  last  minute  to 
carry  the  legislation. 

House  sponsor  Rep  Pike  Powers 
recollects  that  Gov  Dolph  Briscoe 
asked  him  to  “lay  out”  the  bill  in  the 
House,  encouraging  him  by  saying 
that  it  could  not  take  THAT  long. 
Representative  Powers  started  ex- 
plaining the  bill  around  noon  and 
was  still  dodging  bullets  at  3 am. 
Today  he  jokes  that  he  had  to  dis- 
card the  shirt  he  wore  that  day  be- 
cause of  all  the  bullet  holes. 

Although  the  liability  crisis  of  the 
’70s  was  driven  by  medical  liability 
premiums,  insurance  lobbyist  Forrest 
Roan  says,  “Insurance  was  at  the  ne- 
gotiating table  but  we  more  or  less 
stayed  out  of  the  floor  fight.  This  was 
a battle  royal  almost  exclusively  be- 
tween the  doctors  and  trial  lawyers.” 

Up  until  this  point,  the  “trials” 
and  their  allies  in  the  consumer  move- 
ment had  been  a more  or  less  proac- 
tive group.  This  was  the  first  time  the 
trial  lawyers  marshaled  their  full  re- 
sources to  stop  legislation.  Both  physi- 
cians and  plaintiffs’  attorneys  brought 
out  their  best  “atrocity”  stories  and 
adopted  an  all-or-nothing,  “take  no 
prisoners”  attitude. 

Editorial  boards  were  visited. 
Legislators’  offices  were  swamped 
with  phone  calls  and  letters  as  both 
sides  engaged  their  troops. 


Ace  Pickens,  one  of  the 
lead  lobbyists  hired  by  TMA 
for  the  battle,  recalls,  “The 
conference  committee  threw 
up  their  hands  in  disgust. 
Normally,  only  a simple  ma- 
jority is  required  on  a con- 
ference committee  report. 

This  fight  was  so  bloody 
they  took  the  unusual  step  of 
requiring  a majority  of  both 
the  House  and  the  Senate 
Conferees  on  each  clause  of 
the  bill.” 

Mr  Pickens  added  that 
“the  committee  finally  pro- 
duced a report  but  both  sides 
were  so  unhappy  they  de- 
tached themselves  from  the 
bill.” 

Perhaps  the  most  telling 
evidence  of  the  level  of  vitriol 
in  the  process  was  that  none  of  the 
parties  to  the  compromise  wanted  to 
be  photographed  at  the  bill  signing. 
Those  who  know  politics  under- 
stand that  it  takes  a cataclysm  to 
stand  in  the  way  of  a politician  or 
lobbyist  being  photographed  at  a 
“victory.” 

IN  A PERFECT  WORLD  . . . 

When  the  Texas  Legislature  failed  in 
its  first  efforts  to  address  the  problem 
in  1975,  Governor  Briscoe  appointed 
a commission  headed  by  Page  Kee- 
ton, then  dean  of  The  University  of 
Texas  Law  School  and  coauthor  of 
the  classic  textbook  on  torts.  A year- 
long analysis  confirmed  TMA’s  re- 
search and  underscored  the  crisis. 

The  recommendations  of  the  Kee- 
ton Commission  included  a basic  menu 
of  reforms  that  were  almost  self-evi- 
dent. Among  the  proposed  remedies 
for  this  volume-driven  crisis  were: 

• prohibiting  double  recovery; 

• caps  on  punitive  damages; 

• sliding  scales  of  attorneys  fees; 

• mechanisms  for  arbitration; 

• allowing  insurance  settlements  to 
be  paid  periodically  rather  than 
in  one  lump  sum;  and 

• creation  of  an  equitable  statute  of 
limitations  so  that  exposure  to  li- 
ability was  finite. 


Nothing  in  physicians’ 
training  prepared  them 
for  the  onslaught  of 
suits  filed  in  the  1970s. 
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Many  of  these  recommendations 
survived  in  the  form  of  Article 
4590i,  but  the  statute  also  included 
additional  reforms.  For  instance,  it 
required  75-day  notice  prior  to  the 
filing  of  a suit  to  encourage  negotia- 
tion or  arbitration  to  keep  the  mat- 
ter out  of  court. 

Another  item  limited  the  theory 
of  recovery  to  only  those  acts  of 
“negligence  in  failing  to  disclose  the 
risks  or  hazards  that  could  have 
influenced  a reasonable  person  in 
making  a decision  to  give  or  with- 
hold consent.”  Likewise,  the  cre- 
ation of  the  Texas  Medical  Disclo- 
sure Panel  was  intended  to 
standardize  physicians’  responsibili- 
ties to  obtain  informed  consent. 

The  act  also  capped  awards  for 
damages  and  allowed  suits  for  bad 
faith  actions  by  plaintiffs’  attorneys 
unless  “appropriate”  rules  were 
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Following  the  bitter 
fight  required  to  enact 
Article  4590i,  physicians 
dusted  themselves  off, 
nursed  their  wounds, 
and  walked  away 
thinking  that  the 
problem  had  been 
“solved.” 

★ ★★★★★ 


certified  to  the  Texas  Supreme 
Court  by  the  State  Bar  to  deal  with 
frivolous  suits. 

Following  the  hitter  fight  required 
to  enact  Article  4 5 9 0 i , physicians 
dusted  themselves  off,  nursed  their 
wounds,  and  walked  away  thinking 
that  the  problem  had  been  “solved.” 
It  was  probably  the  last  time  they 
were  naive  enough  to  believe  that 
one  legislative  vehicle  could  turn  lia- 
bility quicksand  into  more  pre- 
dictable cement. 

BATTLEFIELD  SHIFTS 
TO  THE  COURTS 

By  1977,  the  plaintiff’s  bar  had  be- 
come a growth  industry  and  was 
not  about  to  relinquish  its  econom- 
ic stake  because  of  a mere  act  of 
legislation.  According  to  TMA’s 
chief  lobbyist,  Kim  Ross,  the  Amer- 
ican Trial  Lawyers  Association  in- 
formally targeted  judiciaries  in 
states  where  judges  were  elected  or 
where  they  could  influence  guber- 
natorial appointments. 

By  1982,  pro-liability  activists 
had  successfully  used  the  electoral 
process  to  take  over  the  Texas 
Supreme  Court.  And  within  an  as- 
tonishingly short  time  (by  the  end  of 
1983),  this  new  court  had  effectively 
eviscerated  virtually  every  gain  in 
Article  45 90i . Before  the  plaintiff’s 


majority  was  turned  out  in  1988, 
the  court’s  decisions  were  so  lopsid- 
edly  pro-plaintiff  that  Texas  devel- 
oped an  international  reputation  as 
a tort  haven. 

The  court  rocked  the  entire  liabili- 
ty universe  with  one  of  the  most  ex- 
pansive rulings  in  Texas  judicial  histo- 
ry. In  Otis  Engineering  Corp  v Clark 
(1983),  the  court  ruled  that  an  em- 
ployer was  responsible  for  damages 
caused  by  an  off-duty,  intoxicated  em- 
ployee even  though  the  employer  had 
no  legal  duty  to  restrain  the  employee 
and  bore  no  responsibility  for  the  in- 
toxication. In  Justice  Erwin  McGee’s 
dissent,  he  wrote  that  “this  case  will 
no  doubt  reinforce  cynical  public  atti- 
tudes that  tort  liability  is  not  based 
upon  fault,  but  upon  the  ability  to 
satisfy  a judgment.” 

Attorney  Buck  Wood,  LLB, 
Austin,  an  authority  on  Texas 
Supreme  Court  rulings,  calls  Otis  v 
Clark  a case  of  bad  facts  producing 
an  extreme  decision.  He  legitimately 
argues  that  had  the  foreman  not  di- 
rected the  intoxicated  employee  to 
go  home,  the  ruling  would  not  have 
been  so  dramatic. 

Nonetheless,  in  the  context  of  the 
avalanche  of  tort-expanding  deci- 
sions, this  ruling  starkly  indicated 
that  the  rules  of  liability  were  chang- 
ing and  that  “deep  pockets”  were 
sufficient  basis  for  exposure. 

In  one  of  the  last  acts  of  the  pro- 
plaintiff  court  in  early  1988, 
Lunsford  v Morris  allowed  a plain- 
tiff to  use  discovery  as  the  means  of 
ascertaining  a defendant’s  net  worth, 
which  further  shifted  jury  focus 
from  culpability  for  an  injury  to  the 
ability  to  pay. 

Not  only  were  physicians’  1977 
legislative  initiatives  nullified 
through  court  decisions,  physicians 
found  themselves  in  an  even  worse 
predicament  a decade  later.  In  fact, 
although  it  was  later  revised,  the 
court  in  all  of  its  hubris  used  such 
broad  language  in  the  Melody 
Homes  Manufacturing  v Barnes  case 
(1987)  that  it  was  possible  to  inter- 
pret it  such  that  physicians  could  be 
subject  to  the  same  implicit  war- 
ranties as  tradesmen. 

In  other  words,  a bad  result  in 


and  of  itself  entitled  the  injured 
plaintiff  to  a recovery! 

RECLAIMING  THE  COURT 

Beginning  in  1986,  TMA  greatly  in- 
creased its  activity  in  electoral  poli- 
tics, using  an  innovative  grassroots 
organization  that  specifically  targeted 
court  races.  With  a little  help  from  the 
television  program  60  Minutes  and  its 
“Justice  for  Sale”  episode.  Justices  Bill 
Kilgarlin  and  Ted  Z.  Robertson  were 
booted  from  the  court  in  1988.  In 
1990,  Oscar  Mauzy  was  trounced  in 
his  efforts  to  knock  off  Chief  Justice 
Tom  Phillips,  and  John  Cornyn  pre- 
vailed over  trial  lawyer  pick  Fred 
Biery.  In  1992,  civil  justice  reformers 
helped  Craig  Enoch  beat  Oscar 
Mauzy.  However,  the  victory  was  bit- 
tersweet because  Eugene  Cook,  a dis- 
tinguished jurist,  was  unseated  when 
gender  politics  combined  with  an 
80%  trial  lawyer  bankroll  to  propel 
Rose  Spector  to  victory. 

For  the  moment,  the  liability  ex- 
pansion industry  is  at  bay.  But  Justice 
Jack  Hightower,  although  generally  a 
centrist,  has  alarmed  some  tort  re- 
form activists  by  some  of  his  rulings 
— notably  his  somewhat  murky 
opinion  in  Dow  Chemical  Co  v Al- 
faro. The  Alfaro  decision  brazenly  re- 
quired that  Texas  courts  must  hear 
personal  injury  cases  from  anywhere 
in  the  world  if  the  defendant  has 
some  type  of  business  presence  in 
Texas.  In  what  looks  like  a throw- 
back to  the  imaginative  theories  of 
the  early  ’80s,  Justice  Hightower  vot- 
ed with  what  should  have  been  the 
minority  of  pro-plaintiff  justices. 

Furthermore,  some  court  watch- 
ers suspect  that  Justice  Raul  Gonza- 
lez may  be  tapped  by  the  Clinton 
administration  for  a federal  bench 
position  after  Congress  passes  some 
form  of  a national  abortion  rights 
law  (Gonzalez’  pro-life  position 
would  then  be  less  problematic).  A 
Gonzalez  appointment  would  open 
a seat  allowing  Gov  Ann  Richards 
to  appoint  a replacement. 

The  governor’s  public  support  for 
both  Oscar  Mauzy  and  Rose  Spector 
combined  with  her  receipt  of  more 
than  $1  million  in  trial  lawyer  contri- 
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butions  in  the  1990  election  virtually 
assure  that  any  replacement  would  be 
pro-plaintiff.  Even  if  she  were  in- 
clined to  appoint  a more  neutral  ju- 
rists, it  would  damage  a substantial 
source  of  campaign  contributions 
and  fracture  her  political  base. 

TRIALS  TURN  BACH 
TO  MEDICAL  LIABILITY 

The  reality  is  that  the  plaintiff’s  bar  is 
rapidly  evolving,  highly  motivated, 
often  brilliant,  and  well-rewarded. 
Politics  is  the  appetizer  to  their  main 
course  of  intimidation,  litigation,  and 
settlement,  and  campaign  contribu- 
tions are  treated  as  a cost  of  doing 
business.  They  are  not  going  away. 

In  fact,  the  likelihood  is  that  the 
plaintiff’s  bar  will  turn  renewed  at- 
tention to  the  medical  profession.  A 
study  conducted  by  two  economists 
at  the  State  University  of  New  York 
in  Buffalo  concluded  that  the  current 
recession  among  lawyers  (perhaps 
another  way  of  saying  that  supply 
exceeds  demand)  will  probably 
mean  bad  news  for  physicians. 

One  of  the  study’s  authors, 
Lawrence  Southwick,  told  the  Wall 
Street  Journal  (December  31,  1992), 
“As  you  get  more  lawyers  relative  to 
the  business  available,  then  the  previ- 
ously unattractive  cases  become  more 
attractive.”  The  study  quantified  the 
issue  by  establishing  that  “a  10%  in- 
crease in  lawyers’  excess  time  drives 
up  the  number  of  medical  malprac- 
tice claims  4%.”  The  same  article 
noted  the  1991  Harvard  University 
study,  which  argued  that  only  one 
medical  liability  claim  is  filed  for  ev- 
ery 7.5  patient  injuries  believed  to 
have  been  caused  by  negligence. 

If  the  plaintiff’s  bar  uses  the  Har- 
vard study  as  a guide,  medical  liability 
claims  could  easily  double  or  triple. 

If  those  numbers  reflect  reality,  then 
the  lackluster  Texas  economy  com- 
bined with  the  winding  down  of 
bankruptcy  proceedings  and  Resolu- 
tion Trust  Corporation  work  (the  legal 
growth  industries  of  the  ’80s)  does  not 
bode  well  for  medicine  or  insurers. 

Equally  important  is  the  anecdo- 
tal information  (not  yet  empirically 
substantiated)  that  the  Workers’ 


Comp  reforms  put  in  place  in  1989 
have  wreaked  economic  havoc 
among  plaintiff  attorneys,  thereby 
creating  a major  incentive  to  turn 
their  attention  elsewhere. 

If  there  is  a saving  grace  for  physi- 
cians, it  is  that  environmental  law, 
sexual  and  race-based  discrimination, 
along  with  products  liability 
(specifically  breast  implants)  may  fill 
attorney  slack-time  with  cases  requir- 
ing less  expertise  than  medical  liabili- 
ty. One  observer  noted  the  irony  that 
physicians  are  not  being  named  as 
defendants  in  breast  implant  cases 
because  the  “trials”  need  the  expert 
testimony  of  the  plastic  surgeons. 

AT  THE  END  OF  THE  DAY 

So,  at  the  end  of  the  day,  what  does 
it  matter  if  Article  4590i  is  repealed? 

It  is  obvious  that  doctors  will  re- 
main targets  in  a constantly  evolving 
legal  system.  Just  as  the  practice  of 
medicine  is  a process  of  identification 
and  treatment,  so  too  is  law  and  poli- 
tics a process  of  identification  and 
remedy.  Physicians  may  need  to  re- 
think their  model.  In  fact,  the  experi- 
ences of  the  ’70s  and  ’80s  underscore 
the  reality  that  no  single  static  solu- 
tion is  possible:  There  will  never  be  a 
singular  victory  that  neutralizes  the 
trial  lawyers  and  produces  finite 
boundaries  for  medical  liability. 

Nor,  frankly,  should  the  trial 
lawyers  be  neutralized.  Medical  neg- 
ligence does  happen,  and  injured  pa- 
tients should  be  justly  compensated. 

Many  physicians  believe  that 
they  must  battle  trial  lawyers  at  ev- 
ery turn.  But  it  is  more  important  to 
pick  the  winnable  battles  with  the 
lowest  casualties.  Entering  the  leg- 
islative arena  is  like  going  to  court; 
the  outcome  is  never  certain.  The 
plaintiff  attorneys  have  at  least  as 
many  resources  as  the  physicians 
and  can  make  a sympathetic  case  in 
head-on  confrontations. 

It  is  important  that  physicians 
understand  that  the  battle  is  multi- 
tiered and  that  they  have  only 
marginal  allies.  Although  the  Texas 
Medical  Association  was  instrumen- 
tal in  creating  the  Texas  Civil  Justice 
League,  the  only  shared  common  de- 
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neutralizes  the  trial 
lawyers  and  produces 
finite  boundaries  for 
medical  liability. 
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nominator  between  business  and  the 
medical  community  is  a desire  to 
render  liability  finite  and  pre- 
dictable. Only  physicians  care  about 
Article  4590i. 

In  this  critical  session,  TMA 
seeks  not  only  to  save  the  gains  rep- 
resented by  Article  4 5 9 0 i , but  to 
build  on  them.  Limiting  joint  and 
several  liability,  strengthening  meth- 
ods of  alternative  dispute  resolution, 
and  requiring  precertification  of  law- 
suits to  separate  the  real  from  the 
frivolous  at  an  early  stage  are  all  on 
the  wish  list.  But  the  legislature  is 
only  one  front  in  this  battle. 

In  the  meantime,  the  reform 
court  is  revisiting  some  of  the  more 
egregious  rulings  of  the  ’80s. 

Texas  Supreme  Court  elections 
will  require  constant  attention.  As 
the  tort  reformers  continue  to  pre- 
vail on  the  high  court,  physicians 
must  begin  to  track  and  counter  in- 
creasing trial  lawyer  efforts  to  domi- 
nate state  district  court  elections. 

The  trial  attorneys  have  a natural 
advantage  because  law  and  politics 
are  flip  sides  of  the  same  coin.  That 
is  simply  the  way  it  is.  Tactics  and 
strategy  dictate  that  not  only  legisla- 
tion but  also  action  on  political  and 
judicial  fronts  is  essential. 

Only  through  diligence,  political 
acumen,  and  solid  grassroots  efforts 
can  physicians  hope  to  practice 
medicine  in  good  faith  without  the 
threat  of  the  malicious  and  the 
frivolous  destroying  their  careers. 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  collect  (512)  826-9892 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


Looking  for 
that  perfect  fit? 

You  just  found  it  in  the  Texas 
Phusician  Placement  Service! 

Let  us  fit  the  pieces  together  in  your 
search  for  the  right  physician  or 
practice  location  in  Texas. 

We  offer: 

Free  service  for  physician  applicants 
Low-cost  recruitment 
Computerized  data  bank 
All  specialties  accepted 
Fast,  personalized  service 
Urban  and  rural  placements 
Texas  based  matching  service 

Call  us  today  at  (800)  880-1300,  Ext.  1403 
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TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


GET  A 2nd  OPINION 


Now  that  you  have 
decided  to  lease 
your  next  new  car 
make  sure  you  are 
getting  the  abso- 
lute lowest  pay- 
ment quote.  We 
know  you  are  busy, 
but  a 2nd  phone 
call  could  save  you 
big  money. 

Myriad  Medical 
Leasing  offers  a full 
line  of  services  and 
will  handle  every- 
thing by  phone  and 
deliver  your  new 
car  to  your  home  or 
office  anywhere  in 
Texas. 


LEASING  ALL  MAKES 
AND  MODELS  FOR  LESS! 


Call  Us  Before  You  Lease 


(L  EASING) 

1-800-441-0950 

The  Perfect  Rx  For  You 


DOBS  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practlcel 

✓ Automatically  fills  out  insurance  claim  forms  / Increases  cash  flow 


✓ Prints  patient  billing  and  statements 

✓ Produces  form  letters 


✓ Decreases  need  for  additional  staff 

✓ Analyzes  practice  income  and  expenses 


✓ Tracks  all  insurance  and  patient 
receivables 


/ Free  training  for  your  staff  to  have  you  up 
and  running  in  only  hours 

Purchase  before  February 28, 1 993  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  FOXMED  PRO  already 
Installed  and  ready  to  run.  Prices  start  at  $2,950,  or  financing  as  low  as  $250  per  monthlll  Price  Includes  the 
^ FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  Information  packet  and 
^speak  with  one  of  our  solutions  experts.  *g  _ QQQ  - 541  _ 5551 

FOXMED  PRO.  Available  from  Practice  Management  Innovations. 
The  Next  Generation  In  Practice  Management. 
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TMA  praises  EPA 
decision  on  passive 
tobacco  smoke 

WHAT  WAS  SUSPECTED 
for  years  was  finally  made 
official  in  January  by  the  US 
Environmental  Protection  Agency 
(EPA):  secondary  tobacco  smoke 
poses  a significant  health  risk  to 
nonsmokers. 

The  EPA’s  530-page  report,  in  de- 
velopment since  1988,  concluded 
that  environmental  tobacco  smoke 
(ETS)  is  a human  carcinogen  and  is 
responsible  for  approximately  3,000 
lung  cancer  deaths  annually  among 
nonsmokers. 

“Texas  Medical  Association  ap- 
plauds the  action  of  the  EPA  to 
officially  designate  tobacco  smoke  as 
a Class  A carcinogen,”  says  Joel  S. 
Dunnington,  MD,  chairman  of  the 
TMA  Tobacco  Use  Prevention  Task 
Force.  “We  support  its  stringent  reg- 
ulation along  with  other  Class  A 
carcinogens,  such  as  asbestos  and 
benzene,  regulated  by  EPA  and  the 
Occupational  Safety  and  Health  Ad- 
ministration (OSHA).” 

Because  the  EPA  has  no  authority 
to  regulate  any  type  of  smoking, 
TMA  is  urging  OSHA  to  develop  re- 
quired regulations  regarding  expo- 
sure to  ETS.  TMA  policy  supports 
the  classification  of  tobacco  smoke 
as  a Class  A carcinogen;  encourages 
physicians  to  educate  parents  and 
guardians  about  the  likelihood  of  in- 
creased chronic  respiratory  illnesses 
in  children  who  are  exposed  to 
cigarette  smoke;  approves  the  ban  of 
smoking  on  domestic  airline  flights; 
encourages  legislation  to  prevent 
smoking  in  public  places;  and  en- 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Law 
and  Public  Health  sections  of  Texas  Medicine. 


dorses  partial  allocation  of  cigarette 
tax  for  antismoking  programs. 

“EPA’s  action  is  long  overdue,” 
says  Dr  Dunnington.  “More  than 

434.000  Americans,  including 

23.000  Texans,  die  each  year  from 
tobacco-related  illnesses.  As  many  as 

300.000  young  children  will  suffer 
lower  respiratory  infections  and  up 
to  1 million  asthma  attacks  this  year 
because  of  secondary  smoke.” 

The  report  reveals  specific  health 
risks  of  passive  smoking  on  adults  and 
children.  Major  conclusions  about  the 
effect  of  ETS  on  children  were: 

• Exposure  increases  the  risk  of 
lower  respiratory  tract  infections 
such  as  bronchitis  and  pneumo- 
nia. EPA  estimates  that  between 

150,000  and  300,000  of  these 
cases  annually  in  infants  and 
young  children  up  to  18  months 
of  age  are  attributable  to  expo- 
sure to  ETS.  Of  these,  between 
7,500  and  15,000  will  result  in 
hospitalization. 

• Exposure  increases  the  preva- 
lence of  fluid  in  the  middle  ear. 

• Exposure  in  children  irritates  the 
upper  respiratory  tract  and  is  asso- 
ciated with  a small  but  significant 
reduction  in  lung  function. 

• Frequency  of  episodes  and  severi- 
ty of  asthmatic  symptoms  in- 
crease with  ETS  exposure. 

• New  cases  of  asthma  are  found 
in  children  who  have  not  previ- 
ously displayed  symptoms. 

In  cooperation  with  other  gov- 
ernment agencies,  EPA  will  intro- 
duce an  education  and  outreach  pro- 
gram over  the  next  2 years  to  inform 
the  public  and  lawmakers  about 
what  can  he  done  to  reduce  the 
health  risks  of  ETS  as  well  as  other 
indoor  air  pollutants. 

Also  joining  TMA  in  support  of 


EPA  assessment  was  the  American 
Medical  Association. 

“This  is  the  smoking  gun  that 
should  put  all  doubt  to  rest  that  pas- 
sive smoke  is  dangerous,”  said  Lon- 
nie R.  Bristow,  MD,  vice  chairman 
of  the  AMA  Board  of  Trustees.  “The 
EPA’s  report  is  the  power  needed  for 
ballot  initiatives,  local  and  state 
clean  indoor  acts,  and  other  mea- 
sures to  protect  against  the  lethal  ef- 
fects of  smoke.” 

Refugee  program  sensitive 
to  cultural,  medical  needs 

SOME  PEOPLE  HAVE  FOUND 
that  in  order  to  live  in  a safe 
and  free  world  they  must  flee 
their  native  countries.  Many  make 
their  way  to  the  United  States  and, 
as  a result,  approximately  131,000 
refugees  are  now  living  in  Texas. 

Refugees  from  southeast  Asia, 
Russia,  eastern  Europe,  Ethiopia, 
Vietnam,  and  Iraq  arrive  with  fami- 
ly, memories  of  home,  dreams,  and, 
in  many  cases,  medical  problems. 

To  diagnose  and  treat  the  illness- 
es of  refugees,  the  Texas  Department 
of  Health  (TDH)  developed  a 
screening  program  in  the  early 
1980s.  The  TDH  Refugee  Health 
Screening  Program  connects  refugees 
who  have  significant  health  prob- 
lems with  the  public  health  system 
for  assessment  and  referral. 

Screening  programs  are  federally 
funded  and  subcontracted  to  public 
health  departments  in  Amarillo, 
Dallas,  Houston,  and  Fort  Worth. 
The  largest  segment  of  the  refugee 
population  in  Texas,  46%,  resides 
in  Harris  County,  with  38%  in  Dal- 
las and  Tarrant  counties.  Counties 
that  include  Amarillo,  Beaumont, 
San  Antonio,  and  Austin  house 
15%  of  the  refugees. 
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Since  1975,  76,000  Southeast 
Asian  refugees  have  settled  in  Texas. 
Approximately  75%  of  all  refugees 
arriving  since  1984  have  been  from 
Southeast  Asia,  12%  from  Russia 
and  Eastern  Europe,  6%  from 
Ethiopia,  and  6%  from  the  Middle 
East.  Approximately  6,000  refugees 
were  expected  to  arrive  in  1992. 

Program  director  Sam  House- 
holder said  the  extent  of  treatment 
provided  to  patients  depends  on  re- 
sources available  at  the  local  health 
department. 

“In  most  cases,  the  focus  is  on  tu- 
berculosis because  it  has  the  highest 
incidence  among  our  patients,”  says 
Mr  Householder. 

Refugees  from  Asian  countries 
bring  with  them  not  only  medical 
obstacles,  but  cultural  ones  as  well, 
which  must  be  considered  during 
clinical  visits. 


“There  are  cultural  barriers  to 
overcome,”  says  Rush  Pierce,  MD,  of 
Amarillo,  who  oversees  the  public 
health  department’s  screening  pro- 
gram. “A  number  of  the  refugees  are 
suspicious  of  the  health-care  system.” 

Most  refugees  are  introduced  to 
the  screening  program  through 
sponsoring  agencies  such  as  Catholic 
Family  Services  in  Amarillo,  he  said. 
A complete  medical  assessment  is 
given  and  patients  are  tested  for  tu- 
berculosis, hepatitis  B,  and  parasites, 
along  with  the  more  common  condi- 
tions of  vision  or  hearing  impair- 
ment, dental  problems,  hyperten- 
sion, heart  conditions,  and  anemia. 

“We  do  have  trouble  convincing 
some  of  our  patients  that  we  are  on 
their  side,”  says  Dr  Pierce.  “We  just 
want  to  provide  the  screening  for  their 
health  and  are  not  trying  to  send  them 
back  to  their  native  country.” 


Cancer  initiative 
incorporates  team 
approach 

PHYSICIANS  HAVE  LONG 
recognized  the  importance  of 
the  team  approach  when  it  in- 
volves patient  care.  This  concept 
holds  true  for  a Texas  Cancer  Pain 
Initiative  program  that  will  link 
physicians,  nurses,  and  pharmacists 
in  an  effort  to  educate  their  col- 
leagues on  cancer  pain  management. 

The  Role  Model  Program  pro- 
vides one-on-one  educational  work- 
shop experiences  with  colleagues 
throughout  the  state  to  present  anal- 
gesic principles  and  address  attitudi- 
nal  barriers  that  compromise  control 
of  cancer-related  pain. 

“The  whole  purpose  of  the  pro- 
gram is  to  incorporate  a team  ap- 
proach to  cancer  pain  manage- 
ment,” says  Nora  A.  Janjan,  MD, 
Houston,  project  director. 

Team  members  were  selected 
based  on  their  interest  in  cancer  pain 
management  and  willingness  to 
share  their  knowledge  with  col- 
leagues. 

Physicians  participating  in  the 
program  are  David  Randall,  DO, 
Abilene;  Brian  Pruitt,  MD,  Amarillo; 
Russell  Hoverman,  MD,  Austin; 
Emerardo  Falcon,  MD,  Lake  Jack- 
son;  A1  Wood,  MD,  Corpus  Christi; 
T.  Dale  Ragle,  MD,  Dallas;  Michael 
Fitzpatrick,  MD,  Round  Rock;  Fred 
Ekery,  MD,  El  Paso;  Javier  Corrale, 
MD,  El  Paso;  Mary  Alice  Westrick, 
MD,  Fort  Worth;  A1  Brady,  MD, 
Fort  Worth;  Sydney  Brooks,  MD, 
Beaumont;  Selma  Wilson,  MD,  Lub- 
bock; Billie  Marek,  MD,  McAllen; 
Susan  Van  de  Water,  MD,  Midland; 
Vayden  Stanley,  MD,  San  Angelo; 
Richard  Martinez,  MD,  San  Anto- 
nio; MD,  George  Resendez,  MD, 


Origin  of  refugee  arrivals  to  Texas,  1984-1992. 
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Temple;  J.D.  Patel,  MD,  Texarkana; 
and  William  Hyman,  MD,  Tyler. 

Physicians  may  contact  Dr  Jan- 
jan  at  (713)  792-3400  for  more 
information. 

Inhalant  awareness 
campaign  seeks 
physician  assistance 

SNIFFING  OR  HUFFING 
inhalants  is  an  activity  25%  of 
Texas  children  will  experience 
by  the  time  they  reach  the  seventh 
grade.  National  surveys  reveal  in- 
halant abuse  ranks  fourth  behind  al- 
cohol, tobacco,  and  marijuana  use. 

The  Texas  Prevention  Partner- 
ship (TPP)  and  Texas  Pharmacists 
United  in  Patient  Care  are  urging 
physicians  to  alert  their  patients 
about  the  dangers  of  inhalants  dur- 
ing an  awareness  campaign  sched- 
uled for  March  21-27. 

“Inhalant  abuse  is  extraordinari- 
ly addictive  and  deadly,”  says  Har- 
vey J.  Weiss,  TPP  project  director. 
“Family  practitioners  and  pediatri- 
cians have  the  perfect  opportunity  to 
educate  their  patients  about  this 
form  of  drug  abuse.” 

For  more  information  on  the  cam- 
paign, call  TPP  at  (512)  480-8953.  ★ 


AGENDA  ON  AIDS 

State  awarded  funds  for  AIDS  housing 

The  US  Department  of 
Housing  and  Urban  Develop- 
ment has  awarded  $894,000  to  the 
Texas  Department  of  Health  to  pro- 
vide rent,  utilities,  and  mortgage  as- 
sistance to  people  with  AIDS  with 
low  income. 

How  will  the  new  definition  of  AIDS  affect 
my  reporting  of  cases? 

The  Centers  for  Disease 
Control’s  new  definition  of  AIDS 
does  not  replace  any  of  the  present 
conditions  that  are  used  to  define  an 
AIDS  case.  As  of  January  1,  1993, 
any  person  with  both  a T helper  cell 
count  of  below  200/mm3  and  HlV-in- 
fected  is  defined  as  an  AIDS  case.  The 
patient  does  not  need  any  other  infec- 
tion, malignancy,  or  condition  to  be 
included  in  the  AIDS  definition. 
However,  three  new  conditions  have 
been  added  to  the  definition.  Invasive 
cervical  cancer  in  an  HIV-positive 
woman  and  pulmonary  tuberculosis 
and  recurrent  pneumonia  in  an  HIV- 
positive person  are  now  considered 
AIDS-defining  conditions.  For  the 
first  time,  CDC  is  now  including  im- 
munodeficiency itself  as  an  AIDS- 
defining  condition,  regardless  of  any 
other  conditions  or  symptoms. 

Richard  M.  Grimes,  PhD,  director 
of  the  AIDS  Regional  Education 
and  Training  Centers  for  Texas  and 
Oklahoma  at  The  University  of 
Texas  School  of  Public  Health,  an- 
swers questions  about  AIDS  in  this 
column.  For  further  information 
about  this  topic  or  any  HIV  topic, 
call  the  AIDS  Helpline  for  Health 
Professionals  at  (800)  548-4659. 


(800)  880-1395 

Get  the  latest  news 
on  health  and 
medical  legislation 
before  the  Texas 
Legislature.  The 
brief  recorded 
message  is  updated 
each  weekday  at 
10:30  a.m. 

A service  of  the 
Texas  Medical 
Association  Public 
Relations 
Department,  in 
cooperation  with  the 
Division  of  Public 
Affairs. 
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Medical 
professional 
liability  protection 
on  the  cutting  edge... 


INSURANCE  CORPORATION  OF  AMERICA 
4295  San  Felipe  Houston,  Texas  77027  (800)  899-2356 


lot  Protection  Through  Selection 
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Physicians  beware: 

OSHA  is  alert  to 
employee  complaints 

For  some  physicians, 
March  6,  1992,  brought  confu- 
sion, frustration,  and  fear.  On 
that  date,  the  Occupational  Safety 
and  Health  Administration’s 
(OSHA)  bloodborne  pathogens 
standard  took  effect,  bringing  a 
whole  new  set  of  regulations  to  the 
medical  profession. 

Physicians  were  understandably 
unsure  about  what  to  expect  next: 
Would  OSHA  inspectors  swarm  their 
offices  in  search  of  violations?  What 
impact  would  the  standard  have  on 
operating  expenses?  And  when  was 
the  next  deadline  for  compliance? 

A recent  study  by  the  Texas  Medi- 
cal Association’s  health-care  financing 
department  reveals  that  after  the  first 
year  under  the  standard,  physicians 
appear  to  be  complying  with  the  law 
and  providing  a safe  environment  for 
their  employees  and  patients. 

Information  provided  by  the  US 
Department  of  Labor  following  a re- 
quest by  the  TMA  Office  of  General 
Counsel  showed  that  from  July 
1992  through  November  1992,  15 
physicians’  offices  in  Texas  were  vis- 
ited and  cited  for  violations  under 
the  Occupational  Safety  and  Hazard 
Act  of  1970,  which  includes  the 
bloodborne  pathogens  standard.  Of 
the  15  offices  cited  for  violations,  13 
were  cited  after  unscheduled  inspec- 
tions, which  normally  result  from 
either  a complaint  filed  by  an  em- 
ployee or  referral  from  another  en- 
forcement agency. 

Physicians  found  in  violation  of 
the  bloodborne  pathogens  standard 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the 
Law  and  Public  Health  sections  of  Texas  Medicine. 
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were  cited  for  noncompliance  relat- 
ing to  establishing  a written  expo- 
sure control  plan,  providing  hepati- 
tis B vaccinations,  and  informing 
employees  of  their  risks  through  a 
training  program. 

“We  predicted  a vast  majority  of 
inspections  would  be  the  result  of 
complaints,”  said  former  US  Depart- 
ment of  Labor  attorney 
Jane  Matheson,  JD,  of 
Austin.  “The  bottom  line  is 
the  medical  profession  has 
a very  informed  and  edu- 
cated work  force  and  if 
there  is  an  indication  of 
noncompliance  of  the  stan- 
dard on  the  part  of  the 
physician,  then  employees 
are  going  to  exercise  their 
rights  and  file  complaints.” 

Louis  Goodman,  PhD, 

TMA’s  director  of  medical 
economics,  stressed  that 
TMA’s  watchdog  approach 
to  OSHA  activities  will  not 
end  with  this  study. 

“This  information  re- 
veals what  we  already 
knew:  Texas  physicians 
are  striving  to  provide  a 
safe  environment  for  employees  and 
patients,”  says  Dr  Goodman.  “We 
will  continue  to  track  and  monitor 
OSHA  activities  as  they  relate  to  the 
practice  of  medicine.” 

In  addition,  TMA  will  continue 
to  offer  seminars  and  educational  re- 
sources for  members  and  their  staff 
members,  he  says. 

New  standard  changed  regulators’  work,  too 

Physicians  weren’t  the  only  ones  af- 
fected by  the  new  government  regu- 
lations. Those  in  charge  of  enforcing 
the  regulations  and  helping  physi- 
cians comply  with  them  also  had  to 
adapt  to  the  new  standard. 

The  Texas  Workers’  Compensation 


Commission  (TWCC)  OSHCON  pro- 
gram, which  assists  physicians  in 
complying  with  OSHA  regulations, 
saw  an  increase  in  activity  when  the 
standard  went  into  effect. 

“There  was  a significant  increase 
of  requests  by  physicians  for  inspec- 
tions,” says  Jimmy  Harper,  director  of 
the  program.  “Most  of  the  physicians 
requested  us  to  conduct  a 
comprehensive  inspection, 
but  others  just  wanted  us 
to  focus  on  the  bloodborne 
pathogens  regulations.” 

Mr  Harper  said  some 
physicians  had  not  devel- 
oped an  exposure  control 
plan  for  their  offices  sim- 
ply because  it  was  new  un- 
der the  law  and  they  need- 
ed help  writing  a plan. 

The  OSHA  standard 
also  has  raised  employees’ 
awareness  of  their  risk  of 
occupational  exposure  to 
bloodborne  pathogens. 

“Workers  are  becoming 
more  aware  of  hazards  as- 
sociated with  their  work 
environment,”  says  Joe 
Reina,  a safety  and  health 
manager  who  directs  the  north  Hous- 
ton OSHA  office.  “A  vast  majority  of 
our  inspections  are  the  result  of  a 
formal  employee  complaint.” 

The  greatest  number  of  viola- 
tions were  for  not  providing  per- 
sonal protective  equipment,  educa- 
tion, or  training. 

C.J.  Francisco  III,  JD,  TMA  asso- 
ciate general  counsel,  says  since  the 
bloodborne  pathogen  standard  is  an 
ongoing  regulation,  physicians 
should  be  aware  of  its  continuing 
requirements,  including  training, 
recordkeeping,  and  offering  the  hep- 
atitis B vaccination. 

Combining  the  bloodborne 
pathogens  regulations  along  with  uni- 


“THIS 

INFORMATION 
REVEALS  WHAT 
WE  ALREADY 
KNEW:  TEXAS 
PHYSICIANS 
ARE  STRIVING 
TO  PROVIDE 
A SAFE 

ENVIRONMENT 
FOR  EMPLOYEES 
AND  PATIENTS.” 
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OSHA  inspections  of  Texas  offices  of  medical  and  osteopathic  physicians, 
January  1,  1990  through  November  13,  1992. 


Average  penalty  per  violation. 


Number  of  violations  by  code. 


Explanation  of  what  is  covered  by  codes: 

1903.2  Posting  of  notice  and  availability  of  the  act,  regulations,  and  applicable  standards 

1904.2  Log  and  summary  of  occupational  injuries  and  illnesses 

1910.20  Access  to  employee  exposure  and  medical  records 

1910.37  Means  of  egress,  general  (exterior  ways  of  exit  access) 

1910.132  Personal  protective  equipment 

1910.141  Sanitation  (waste  disposal) 

1910.304  Wiring  design  and  protection 

1910.1030  Bloodborne  pathogens  (exposure  control  plan,  hepatitis  B vaccinations,  information  and  training) 

1910.1048  Formaldehyde  (exposure  monitoring,  employee  information,  and  training) 

1910.1200  Hazard  communication  (written  hazard  communication  program,  material  safety  data  sheets,  and  employee  information  and  training) 
1910.1450  Occupational  exposure  to  hazardous  chemicals  in  laboratories 
1960.71  Federal  employees 


versal  precautions  is  the  safest  route  to 
take  according  to  an  OSHA  official. 

“Once  you  have  taken  these  pre- 
cautions, you  have  accomplished  a 
lot  in  the  direction  of  compliance,” 
says  Mr  Reina.  “We  are  no  longer 
dealing  with  an  ‘oops’  and  then 
making  an  effort  to  comply  with  the 
law,  because  now  an  ‘oops’  can 
cause  death.” 


Physicians  ponder  legality 
of  private  arrangements 
with  Medicare  patients 

Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 

Marty  physicians  have  questions  about 
the  legality  of  private  arrangements 
with  Medicare-eligible  patients  in 
which  the  patient  pays  the  physician 
and  no  claim  is  submitted  to  Medicare. 


Q:  I am  a “nonparticipating”  physician  in 
Medicare.  When  I choose  not  to  take  as- 
signment, can  I balance  bill  my  Medi- 
care-eligible patients  at  whatever  rate  I 
think  is  fair? 

A:  No.  Under  the  Omnibus  Budget 
Reconciliation  Act  of  1989  (OBRA 
’89),  a nonparticipating  physician  is 
now  prohibited  from  billing  Part  B 
enrollees  in  excess  of  the  “limiting 
charge”  established  by  the  Health 
Care  Financing  Administration  (1). 
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Q:  I am  a “nonparticipating”  physician  in 
Medicare.  Can  I have  a private  arrange- 
ment with  my  Medicare-eligible  patients 
in  which  the  patient  pays  me  and  no 
claim  for  a Medicare  covered  service  is 
submitted  to  Medicare  ? 

A:  No.  The  requirement  that  physi- 
cians submit  all  Medicare  claims  for 
Medicare-covered  services  also  de- 
rives from  OBRA  ’89.  The  general 
rule  is  that  for  Medicare  Part  B ser- 
vices furnished  after  September  1, 
1990,  even  where  the  nonparticipat- 
ing physician  does  not  take  an  as- 
signment of  the  patient’s  claim,  the 
treating  physician  must  complete 
and  submit  a claim  for  the  services 
on  a standard  claim  form  to  the 
Medicare  carrier  on  behalf  of  the 
Medicare  beneficiary  (2).  The  physi- 
cian “may  not  impose  any  charge  re- 
lating to  the  completion  and  submis- 
sion of  such  a (claim)  form  (3).”  If 
the  treating  physician  does  not  sub- 
mit the  claim  as  required,  then  the 
Medicare  beneficiary  has  the  right  to 
submit  a claim  for  reimbursement. 

Q:  Are  there  any  exceptions  to  this  rule? 

A:  The  submission  rule  applies  to  all 
services  that  are  reimbursable  under 
Medicare  Part  B.  Medicare  does  not 
pay  for  all  services,  such  as  routine 
physical  examinations,  x-rays,  and 
laboratory  tests.  Thus,  the  claims 
submission  rule  does  not  seem  to  ap- 
ply to  noncovered  services. 

Q:  If  a nonparticipating  physician  violates 
the  limiting-charge  rules  or  fails  to  sub- 
mit a claim  to  the  Medicare  carrier  when 
one  is  required,  what  administrative 
penalties  apply? 

A:  If  a nonparticipating  physician  vi- 
olates the  limiting-charge  rules 
knowingly  and  willfully,  and  on  a 
repeated  basis , the  penalties  include 
exclusion  from  Medicare  and  Medi- 
caid for  up  to  5 years  and  civil  mon- 


ey penalties  of  up  to  $2,000  per 
claim  (4). 

If  a nonparticipating  physician 
fails  to  submit  required  claims  or 
imposes  any  charge  for  completion 
and  submission  of  the  forms,  then 
the  physician  may  be  subject  to  a 
civil  money  penalty  up  to  $2,000 
per  claim  (5).  Program  exclusion 
may  occur  if  the  physician  knowing- 
ly and  willfully,  on  a repeated  basis, 
and  after  being  notified  by  HHS  or 
the  Medicare  carrier,  fails  to  submit 
claims  (6). 

Q:  If  I surrender  my  Medicare  provider 
number,  can  I have  “side  agreements” 
with  my  Medicare  patients  that  they  will 
pay  cash? 

A:  Physicians  often  ask  whether 
Medicare  has  jurisdiction  over  them 
if  they  relinquish  their  provider  num- 
ber. HCFA  takes  the  position  that  the 
protections  of  the  Medicare  program 
follow  the  beneficiary  and  would  as- 
sert their  jurisdiction  in  any  case  in 
which  they  believed  that  a physician 
was  in  any  way  interfering  with  the 
patient’s  rights  to  Medicare  benefits. 

Q:  Suppose  I decide  to  have  private  con- 
tracts with  my  Medicare  patients.  How  is 
HCFA  going  to  catch  me? 

A:  Some  practical  obstacles  to  en- 
forcement of  this  section  do  exist.  If 
neither  the  physician  nor  the  patient 
submit  the  claim,  then  the  Medicare 
carrier  is  not  on  notice  of  the  failure 
to  submit  a claim.  However,  the 
Medicare  carrier  can  use  its 
database  to  identify  physicians  and 
beneficiaries  who  fail  to  submit 
claims  by  targeting  either  provider 
or  beneficiary  accounts  that  have  a 
dramatic  drop  in  claims  submission 
activity.  $uch  an  inquiry  could  well 
be  triggered  if  the  Medicare  carrier 
notices  a decline  in  the  number  of 
claims  submitted  and  paid. 


Q:  I have  recently  read  about  a case 
called  Stewart  v Sullivan  in  which  a 
physician  asserted  the  right  to  contract 
privately  with  Medicare  covered  patients. 
What  happened  in  that  case? 

A:  Lois  J.  Copeland,  MD,  and  five  of 
her  Medicare  eligible  patients,  in- 
cluding the  named  plaintiff  James 
Stewart,  sued  the  Department  of 
Health  and  Human  Services  to  es- 
tablish the  right  of  private  contracts 
with  Medicare  eligible  patients. 

The  plaintiffs  made  three  general 
claims.  First,  they  alleged  that  the 
administrative  policy  against  private 
contracting  violates  the  Medicare 
law  because  the  law  allegedly  autho- 
rizes beneficiaries  to  contract  pri- 
vately for  medical  services.  Second, 
they  alleged  that  the  policy  is  invalid 
because  of  failure  to  comply  with 
proper  notice  and  comment  laws.  Fi- 
nally, they  alleged  that  the  policy  is 
an  unconstitutional  violation  of  the 
patient’s  privacy  rights. 

The  Department  of  Health  and 
Human  Services  (HHS)  moved  to 
dismiss  the  lawsuit.  The  department 
argued  that  “as  long  as  plaintiff  pa- 
tients choose  to  be  enrolled  in  Part 
B,  and  Dr  Copeland  chooses  to  treat 
them,  she  must  comply  with  the  lim- 
iting charge.”  The  motion  to  dismiss 
was  granted. 

Q:  On  what  grounds  was  the  motion  to 
dismiss  granted? 

A:  In  his  opinion,  the  trial  judge 
held:  (a)  the  plaintiff-patients  and 
physician  had  “standing”  to  chal- 
lenge the  policy  because  they  had  a 
personal  stake  in  the  outcome  of  the 
case  to  warrant  court  review;  (b)  the 
plaintiffs  were  challenging  the  valid- 
ity of  HHS  instructions  and  regula- 
tions, and  this  type  of  challenge  is 
cognizable  in  a court  of  law.  How- 
ever, the  judge  held  that  the  case  was 
not  “ripe”  for  judicial  review  be- 
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cause  no  actual  sanctions  had  been 
threatened  (7). 

Q:  What  was  the  evidence  of  a policy 
about  private  contracting? 

A:  The  plaintiffs  offered  several 
pieces  of  evidence.  One  was  a Medi- 
care carrier  bulletin  that  provided: 

Some  physicians  have  contacted 
Medicare  and  requested  they  be 
removed  from  the  program.  As 
long  as  covered  services  are  pro- 
vided, a provider  must  abide  by 
all  Medicare  rules  and  regula- 
tions pertaining  to  those  services. 
The  law  cannot  be  bypassed  by 
having  patients  sign  a disclaimer 
stating  that  services  provided  to 
them  should  not  be  billed  to 
Medicare  (8). 

There  was  also  a letter  to  Dr 
Copeland  from  Gail  R.  Wilensky,  PhD, 
former  HCFA  administrator,  stating: 

We  are  not  aware  of  any  in- 
stances where  a patient  has  initi- 
ated agreements  with  a physician 
to  the  effect  that  Medicare  will 
not  be  billed  for  the  physician’s 
services.  Furthermore,  such  an 
agreement  initiated  by  a physi- 
cian would  be  invalid.  In  the  rare 
event,  however,  that  a patient,  for 
his  or  her  own  reasons,  and  en- 
tirely independently  chooses  not 
to  use  Part  B coverage,  the  law 
does  not  require  the  submission 
of  a claim  by  the  physician  (9). 

Finally,  a letter  from  Eugene  L. 
Chin,  chief  contract  operations  divi- 
sion manager  at  HCFA  Region  14, 
to  an  Arizona  physician  stated: 

Frequently,  when  a physician  and 
a patient  that  is  Medicare  eligible, 
enter  into  a private  pay  only 
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agreement,  a contract  or  written 
agreement  is  prepared  and  signed. 
These  arrangements  are  usually 
called  a Private  Agreement  and 
are  designed  to  exclude  the  Medi- 
care program.  [HCFA]  does  not 
pursue  or  promote  the  use  of  pri- 
vate agreements.  However,  HCFA 
would  not  be  bound  by  a private 
agreement  if  the  Medicare 
beneficiary  complained  or  files  a 
claim  for  the  service  provided  un- 
der the  private  agreement  (10). 

Q:  What  did  the  court  think  of  this 
evidence? 

A:  The  opinion  states  the  plain  read- 
ings of  the  bulletins  and  the  two  ad- 
visory letters  from  HCFA  clearly 
demonstrate  that  plaintiffs  have 
failed  to  establish  the  existence  of  an 
articulated  policy  from  the  secretary 
on  the  issue  of  private  contracting. 
The  various  documents  themselves 
are  not  in  accord  and  none  of  them 
explicitly  recount  the  policy  as  al- 
leged by  plaintiffs.  The  letter  from 
Mr  Chin  indicates  no  objection  by 
HCFA  to  such  private  contracting. 
In  the  event  that  the  patient  changes 
his  or  her  mind  and  submits  a claim, 
however,  HCFA  would  not  be  bound 
by  a private  agreement.  Dr  Wilen- 
sky’s  letter  states  that  possibly  in  the 
situation  where  the  private  agree- 
ment is  totally  the  idea  of  the  patient 
and  not  influenced  at  all  by  the 
physician,  the  doctor  may  not  be  re- 
quired to  submit  a claim.  However, 
other  Medicare  requirements,  in- 
cluding the  fee-limiting  charges 
would  have  to  be  followed. 

According  to  Dr  Wilensky’s  letter: 

Given  confusion  as  to  the  origin 
of  these  bulletins,  the  lack  of  any 
evidence  in  the  record  attributing 
the  statements  in  the  bulletins  to 
the  Secretary,  and  the  inconsisten- 
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cies  reflected  in  the  HCFA  letters, 
I cannot  possibly  conclude  that 
the  Secretary  has  clearly  articu- 
lated a policy  on  the  issue  of  pri- 
vate contracting.  These  bulletins 
may  be  nothing  more  than  the  in- 
termediaries’ interpretation  of 
what  the  law  may  or  may  not  be 
and  not  a statement  by  the  Secre- 
tary as  to  his  intentions  regarding 
the  proposed  issue  . . . according- 
ly, such  a statement  coming  from 
an  organization  which  does  not 
have  enforcement  power  cannot 
be  interpreted  as  a ripe  threat 
against  the  doctors. 

Therefore,  the  judge  concluded 
that  the  challenge  to  the  “alleged  pol- 
icy” is  “not  fit  for  judicial  action.” 

Q:  What  was  the  final  outcome  of  the 
case? 

A:  The  judge  concluded  that  the 
plaintiffs’  claims  were  not  ripe  be- 
cause it  was  not  established  that  the 
secretary  — at  the  time,  Louis  J.  Sul- 
livan, MD,  — had  clearly  articulated 
a policy  on  private  contracting.  Ac- 
cordingly, the  plaintiffs  failed  to 
state  a claim  upon  which  relief  could 
be  granted,  and  the  government’s 
motion  to  dismiss  was  granted.  In 
addition,  the  judge  provided  that  the 
opinion  is  “not  for  publication” 
and,  thus,  has  no  real  value  as  a le- 
gal precedent. 

Q:  What  if  I have  a “side  agreement” 
with  my  Medicare  patients  that  they  will 
waive  their  right  to  Medicare  coverage? 

A:  Physicians  sometimes  ask  what 
steps  a beneficiary  can  take  to  re- 
move themselves  from  Medicare 
Part  B coverage.  Medicare  is  an  in- 
surance program,  and  the  beneficia- 
ry pays  a monthly  premium  to  re- 
ceive Part  B coverage.  The 
beneficiary  can  disenroll  from  Medi- 
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care  in  two  ways.  First,  nonpayment 
of  the  premium  would  result  in  a 
loss  of  benefits  (11),  although  the 
carrier  would  probably  send  delin- 
quency notices  for  some  period  of 
time  before  taking  action.  Second, 
the  beneficiary  may  file  a written  no- 
tice with  HCFA  that  he  or 
she  no  longer  wishes  to 
participate  (12).  A 
beneficiary  may  not  disen- 
roll  on  a partial  or  service- 
by-service  basis. 

A word  of  caution  is  in 
order  here.  The  govern- 
ment might  claim  that  you 
forced  the  beneficiary  to 
surrender  their  Part  B 
rights  and  might  view  the 
matter  as  a scheme  to  de- 
fraud the  beneficiary.  The 
government’s  aggressive 
attitude  about  this  is 
reflected  in  their  brief  filed 
in  Stewart  v Sullivan : 


there  is 


NO  AUTHORITY 


N THE 


STEWART  V 


SULLIVAN 


OPINION  TO 


ENGAGE  IN 


and  every  time  they  seek  health 
care  services  from  the  physician  of 
their  choice,”  . . . those  enrollees 
can  protect  their  interest  by  sim- 
ply donating  the  Medicare  pay- 
ment hack  to  the  Federal  Trea- 
sury. For  Congress  to  take 
affirmative  steps  to 
protect  the  physician’s 
ability  to  pressure  or 
beguile  the  patient  into 
such  a self-damaging 
course  would  be  a 
strange  policy  indeed. 
Nothing  in  [the  law] 
permits  patients,  by 
“agreement”  or  other- 
wise, to  relieve  their 
physician  of  her  obli- 
gations under  the  law 
(13). 


PRIVATE 


CONTRACTING 


WITH  MEDICARE 


Furthermore,  it  is  hard- 
ly open  to  argument 
that  the  relationship  of 
the  elderly  and  disabled  is  one  of 
trust  and  vulnerability.  Arms 
length  bargaining  is  not  only  alien 
to  the  therapeutic  relationship,  it 
may,  in  some  instances,  be 
counter-therapeutic  (e.g.,  psychi- 
atric care).  Given  this  relationship 
of  trust,  it  almost  adds  insult  to 
injury  to  attach  legal  significance 
to  an  “agreement”  by  which  the 
patient  surrenders  a valuable 
benefit  — for  which  his  premiums 
have  already  been  paid  — solely 
to  assist  the  physician  from  escap- 
ing detection  for  unlawfully  over- 
charging the  patient  in  the  first 
place.  If,  as  plaintiffs  contend, 
there  truly  exists  some  subset  of 
Part  B enrollees  who  do  not  want 
to  “tax  the  Federal  Treasury  each 


Q:  I have  read  that  the  Stew- 
art v Sullivan  was  a victory 
for  those  of  us  who  think  pri- 
vate contracting  with  Medi- 
patients.  care  patients  is  proper.  Is 

that  true? 

A:  No.  There  have  been 
statements  published  to  this  effect, 
but  these  are  erroneous  and  irrespon- 
sible. There  is  no  authority  in  the 
Stewart  v Sullivan  opinion  to  engage 
in  private  contracting  with  Medicare 
patients.  HCFA  will  attempt  to  sanc- 
tion physicians  who  engage  in  private 
contracting.  Physicians  risk  becoming 
embroiled  in  a long  and  expensive 
administrative  sanctions  process. 
Further,  nothing  prevents  the  govern- 
ment from  articulating  a clear  policy 
barring  private  contracting  now  or  in 
the  future.  HCFA  is  said  to  be  plan- 
ning to  establish  a formal  policy, 
through  its  guidelines  to  carriers,  pre- 
venting private  contracting  (14). 

Q:  If  I want  to  engage  in  private  contract- 
ing with  Medicare  patients  after  reading 


this,  what  should  I do? 

A:  TMA  can  offer  no  assurance  that 
private  contracting  would  be  free  of 
potential  legal  problems.  The  de- 
fense of  civil  money  penalty  actions 
or  criminal  fraud  actions  are  both 
time-consuming  and  expensive.  In  a 
civil  money  penalty  action,  one  sim- 
ply is  not  permitted  to  argue  the 
fairness  or  constitutionality  of  the 
law  during  the  administrative  por- 
tion of  the  case.  Furthermore,  costs 
of  defense  and  potential  fines  gener- 
ally are  not  covered  under  any  pro- 
fessional liability  insurance  policy. 
You  should  seek  the  advice  of  pri- 
vate retained  counsel  before  entering 
into  any  “side  agreements”  with  pa- 
tients, as  the  Stewart  v Sullivan  case 
does  not  offer  any  real  legal  support. 

Q:  Does  TMA  have  any  policies  on  private 
contracting  with  Medicare  patients? 

A:  TMA  joined  with  the  American 
Medical  Association  in  challenging 
the  maximum  allowable  actual 
charge  (MAAC)  in  federal  court  in 
the  late  1980s.  The  MAAC  was  an 
earlier  fee  limitation  scheme  placed 
on  nonparticipating  physicians.  The 
challenge  caused  a softening  of  the 
enforcement  and  implementation 
dates  but  was  not  successful  in  elim- 
inating the  limits.  TMA’s  policy  is 
that  private,  individualized  medical 
care  and  free  enterprise  insurance 
mechanisms  offer  the  highest  quality 
of  medical  care  at  the  lowest  possi- 
ble cost.  Further,  TMA’s  policy  on 
“Professional  Freedom”  states  that 
the  current  climate  fostered  by  our 
government  through  excessive  regu- 
lation and  intrusion  on  the  physi- 
cian-patient relationship  is  destroy- 
ing the  morale  of  physicians  (15). 
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Important  case  addresses 
blood  transfusions, 
expert  witnesses,  and 
informed  consent 

Donald  P.  Wilcox,  JD 

TMA  General  Counsel 


The  Texas  Supreme 
Court  recently  clarified 
boundaries  for  suits  resulting 
from  transfusion-contracted  AIDS, 
particularly  in  the  use  of  expert 
witnesses  and  requirements  for  in- 
formed consent. 

In  a major  victory  for  providers 
sued  over  patients’  contracting  AIDS 
through  transfusions,  the  Texas 
Supreme  Court  ruled  The  Methodist 
Hospital  was  not  negligent  in  not 
screening  blood  donated  elsewhere 
and  then  used  by  the  hospital.  In  do- 
ing so,  the  Supreme  Court  upheld  a 
decision  by  the  Texas  Court  of  Ap- 
peals (Houston),  which  reversed  a 
trial  court’s  summary  judgment  in 
favor  of  a woman,  Mrs  Gibson,  who 
received  a blood  transfusion  at  the 
hospital  in  March  1983  and  died  of 
AIDS  in  1987.  The  blood  had  been 
collected  at  and  supplied  by  a re- 
gional center. 

Court  of  Appeals  upholds  summary 
judgment  for  hospital 

Although  the  hospital  blood  bank 
did  not  collect  the  blood,  the  plain- 
tiffs (appellants)  alleged  that  the 
hospital  was  negligent  for  not  fol- 
lowing recommendations  of  the 
American  Association  of  Blood 
Banks  with  respect  to  donor  screen- 
ing and  using  available  surrogate 
testing  to  “re-test”  the  blood  from 
the  regional  blood  center  for  con- 
tamination. The  plaintiffs  also  al- 
leged that  the  hospital  should  have 
informed  Mrs  Gibson  of  the  risks  as- 
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sociated  with  AIDS  and  of  the  possi- 
bility of  autologous  or  designated 
donations.  Finally,  they  alleged  that 
despite  the  clear  language  of  Texas’ 
blood  shield  statutes,  the  hospital 
should  be  held  liable  based  on  prin- 
ciples of  strict  liability  and  implied 
warranty  (1). 

This  case  has  had  a stormy  histo- 
ry. The  Court  of  Appeals  first  re- 
versed the  summary  judgment  grant- 
ed by  the  trial  court  in  favor  of  the 
defendant  hospital,  then,  on  motion 
for  rehearing,  upheld  the  trial 
court’s  judgment.  The  Texas 
Supreme  Court  first  granted  the 
plaintiff’s  application  for  writ  of  er- 
ror and  reversed  the  Court  of  Ap- 
peals decision.  On  motion  for  re- 
hearing, which  was  supported  by  10 
amici  curiae , including  one  from  the 
Texas  Medical  Association,  the 
court  withdrew  its  prior  per  curiam 
decision  and  denied  plaintiffs’  appli- 
cation for  writ  of  error. 

Donor  screening  and  surrogate  testing 

The  court  held  that  the  hospital 
could  not  be  held  negligent  for  the 
improper  screening  of  donors  be- 
cause the  hospital  had  no  contact 
with  the  donors.  More  importantly, 
the  hospital  did  not  have  a duty  to 
perform  “surrogate”  testing  on  the 
blood  supplied  to  the  hospital  be- 
cause the  hospital’s  summary  judg- 
ment evidence  demonstrated  that: 

[A]s  of  1983,  no  pharmaceutical 
company,  blood  bank,  hospital,  or 
federal  health  care  regulator  in  the 
United  States  took  special  AIDS- 
related  measures  in  connection 
with  transfusions.  Appellants  did 
not  controvert  this.  Further,  Ap- 
pellants do  not  identify  any  orga- 
nization, government  entity,  or 
medical  association  that  advocat- 
ed (let  alone  required)  surrogate 
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testing  as  a means  of  screening 
donated  blood  for  AIDS  in  1983. 
Appellants  have  not  identified  a 
single  hospital  that  used  such 
measures.  Instead,  Appellants  of- 
fer the  affidavit  of  an  expert  who 
contends,  in  hindsight,  that 
Methodist  should  have  used  sur- 
rogate testing. 

The  court  was  critical  of  the 
affidavit  filed  by  plaintiffs’  expert, 
who,  according  to  the  defendant  hos- 
pital’s brief,  holds  a “PhD”  in  envi- 
ronmental health  from  Pacific  West- 
ern University:  “.  . . an  unaccredited 
Los  Angeles,  California  correspon- 
dence school,  where  he  took  no  class- 
es in  residence,  since  none  were  of- 
fered.” The  court  noted  that 
“speculative  and  conclusional  state- 
ments are  inadequate  to  defeat  com- 
petent summary  judgment  evidence.” 
It  concluded  that  the  “expert”  state- 
ments did  not  raise  a fact  issue  about 
whether  the  standard  of  care  re- 
quired the  hospital  either  to  surro- 
gate test  the  blood  received  from  the 
regional  blood  center  or  demand  that 
the  center  do  so. 

Texas  hospitals  and  blood  banks 
were  disadvantaged  in  their  attempts 
to  get  summary  judgment  in  transfu- 
sion cases  from  1982  to  1984  be- 
cause of  the  decision  in  Longoria  v 
McAllen  Methodist  Hospital , which 
implied  that  hospitals  and  blood 
banks  may  have  had  a duty  in  1982 
to  perform  surrogate  testing  (2).  The 
same  expert  provided  critical  evi- 
dence in  that  case  for  the  plaintiffs. 
Distinguishing  its  decision  from  the 
Longoria  case,  the  Court  of  Appeals 
for  the  Gibson  case  stated: 

We  do  not  interpret  Longoria  to 
mean  that  the  “surrogate”  testing 
should  have  been  performed  to 
detect  AIDS  in  February  of  1983, 


or  that  donor  screening  proce- 
dures recommended  by  one  ex- 
pert should  have  been  the  stan- 
dard of  care  regardless  of  the 
standards  and  regulations  of  the 
accrediting  and  licensing  bodies 
dictated  to  the  heavily  regulated 
blood  banking  industry  (3). 

Informed  consent 

The  court  made  several  decisions  re- 
garding informed  consent  that  will 
be  important  to  physicians  in  future 
medical  malpractice  cases.  It 
clarified  that,  in  order  to  find  a fail- 
ure of  informed  consent,  the  undis- 
closed risk  must  be  inherent  to  the 
medical  procedure  and  the  undis- 
closed risk  must  be  material  enough 
to  influence  a reasonable  person  to 
withhold  consent  to  the  procedure. 
In  addition,  the  plaintiff  must  show 
that  the  injury  was  caused  by  the 
failure  of  informed  consent. 

The  court  held  that  no  competent 
evidence  indicated  that,  in  1983, 
there  was  a known  material  risk  of 
contracting  AIDS  through  a blood 
transfusion.  Moreover,  there  was 
competent  summary  judgment  evi- 
dence that  the  plaintiffs  gave  in- 
formed consent.  Importantly,  the 
court  held  “[i]t  is  not  the  function 
of  a hospital  to  discuss  with  a pa- 
tient risks  and  benefits  of  a proce- 
dure; this  duty  lies  with  the  physi- 
cian.” Appellants  also  failed  to  offer 
expert  testimony  that  the  decedent 
could  have  qualified  for  autologous 
donation  or  that  the  hospital  had  a 
duty  to  inform  the  decedent  of  this 
type  of  donation. 

Texas  blood  shield  statutes  are  upheld 

Finally,  the  court  held  that  the  plain- 
tiffs' arguments  that  stated  a cause 
of  action  for  strict  liability,  breach 
of  warranty,  and  duty  to  warn  were 
based  on  the  incorrect  assumption 


that  blood  is  a product.  According 
to  the  court,  the  Texas  blood  shield 
statutes  limit  the  legal  liability  of 
persons  and  organizations  engaged 
in  blood  services;  therefore,  the  hos- 
pital could  not  be  held  strictly  liable 
or  liable  for  breach  of  warranty, 
and,  since  blood  is  not  a product, 
the  hospital  had  no  duty  to  warn 
under  a product  liability  theory;  the 
appropriate  theory  under  Texas  law 
would  be  informed  consent. 

Experts  in  federal  courts 

In  a related  case  now  before  the  US 
Supreme  Court,  the  high  court  will 
decide  whether  scientific  evidence 
that  relied  on  an  unconventional 
method  of  interpreting  medical  data 
can  be  excluded  by  the  federal  trial 
court.  In  this  case,  the  “expert”  as- 
serts that  the  drug,  Benedictin,  used 
for  morning  sickness  during  preg- 
nancy, causes  birth  defects.  The  the- 
ory brought  forward  by  the  expert  is 
not  published  in  any  scientific  jour- 
nal and  is  dismissed  by  mainstream 
scientists  as  wild  speculation  (4). 
The  outcome  could  affect  many  tort 
cases  to  come.  The  AMA  has  filed 
an  amicus  curiae  brief  in  this  case. 
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Turn  of  the  century 
trephineforcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Medical  Economics 


Managed  competition 
comes  to  the  fore  in 
health-care  reform  debate 

JUST  1 YEAR  AGO,  IT  TOOK  A 
complex  scorecard  to  keep  up 
with  the  competing  proposals 
aimed  at  reforming  the  American 
health-care  system.  Almost  every 
special  interest  group  in  the  country, 
including  organized  medicine,  had 
produced  an  agenda  to  contain  the 
growing  cost  of  medicine  while  ex- 
panding access  to  the  system. 

Perhaps  the  only  point  these 
plans  had  in  common  was  the  no- 
tion that  the  health-care  system  is 
broke  and  needs  fixing. 

As  President  Bill  Clinton  took 
office  on  January  20,  the  new  admin- 
istration and  Congress  were  focused 
on  the  philosophy  of  “managed  com- 
petition” as  the  prime  vehicle  for 
changing  the  health-care  system. 

During  his  pre-inaugural  “eco- 
nomic summit”  in  December,  then 
President-elect  Clinton  underlined 
his  commitment  to  health-care  re- 
form and  the  importance  his  admin- 
istration will  place  on  the  process. 

“We  are  kidding  each  other  if  we 
think  we  can  fiddle  around  with  en- 
titlements to  get  control  of  this  bud- 
get,” he  told  the  gathering  of  promi- 
nent economists  and  business 
leaders.  “If  we  don’t  do  something 
about  health  care,  it’s  going  to 
bankrupt  this  country.” 

Conservative  Democrats’  plan 

The  Managed  Competition  Act  of 
1992,  a Congressional  measure  spon- 
sored primarily  by  the  Conservative 
Democratic  Forum,  is  seen  by  the  Clin- 
ton administration  as  the  most  likely 
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model  for  health-care  legislation. 

It  is  also  being  studied  by  TMA’s 
Division  of  Medical  Economics  for 
its  impact  on  Texas  physicians. 
“Managed  competition  will  be  a 
tremendous  challenge  for  physicians 
and  their  medical  society,”  said  Louis 
Goodman,  PhD,  director  of  the  divi- 
sion. “TMA’s  role  is  to 
make  sure  that  physicians 
are  represented  as  the 
push  to  reform  evolves.” 

Managed  competition 
is  a market-based  system 
that  addresses  access 
through  insurance  re- 
form, and  cost  control 
through  competition 
among  health  plans  and 
changes  in  the  tax  code. 

The  managed  compe- 
tition concept  was  devel- 
oped in  the  past  few 
years  by  the  Jackson 
Hole  Group,  a gathering 
of  physicians,  legislators, 
and  health-care  execu- 
tives named  for  the  location  of  their 
periodic  meeting  site  in  Wyoming. 

Their  concept  is  to  develop  a 
health-care  system  that  responds  to 
well-informed,  cost-conscious  con- 
sumer choices.  The  theory  holds  that 
the  quality  and  economy  of  health  care 
will  improve  if  independent  provider 
groups  compete  for  consumers  within 
a managed  environment. 

Parts  of  the  managed  competition 
concept  are  drawn  from  other 
health-care  system  models.  Universal 
access  is  a key  feature  of  the  Canadi- 
an health-care  system,  while  health 
insurance  pools  and  negotiated  rates 
were  developed  by  Germany  under 
its  system. 

According  to  Dr  Goodman,  man- 
aged competition  will  likely  embrace 
managed  care  as  its  main  vehicle  for 
health-care  delivery.  “There  will  be 


a push,  I think,  to  ‘hire’  doctors  into 
HMOs  and  other  vertically  integrat- 
ed providers  systems,  and  we  are  go- 
ing to  fight  that,”  he  said.  “That 
places  a tremendous  strain  on  physi- 
cian autonomy.  We’ll  be  looking  at 
these  models  as  they  develop  and 
work  to  make  sure  physicians  have 
significant  input  in  the 
process.  They  need  to  be 
involved,  especially 
through  the  quality  assur- 
ance and  peer  review  pro- 
cess, which  is  what  they 
are  best  qualified  to  do.” 

Not  limited  to  HMOs 

However,  Texas  Con- 
gressman Mike  Andrews, 
who  along  with  Rep 
Charles  Stenholm  is  a 
cosponsor  of  the  bill,  be- 
lieves there  will  not  be  a 
push  to  limit  managed 
competition  to  any  one 
kind  of  delivery  system. 
“Accountable  health 
plans  will  have  many  shapes,”  he 
said.  “They  can  be  led  by  physicians 
in  a group  practice,  (or)  by  the  med- 
ical staffs  at  hospitals.  PPOs, 
HMOs,  IPAs,  and  point-of-service 
models  are  all  possible  delivery  sys- 
tems. Managed  competition  means 
that  the  markets  will  determine 
what  arrangement  between  insurers 
and  physicians  will  produce  the  best 
outcomes  for  the  least  cost.” 

One  aspect  of  health-care  reform 
that  concerns  many  physicians  is  the 
concept  of  global  budgets,  or  na- 
tional spending  limits.  The  Managed 
Competition  Act  of  1992  does  not 
provide  for  global  budgeting,  but  its 
backers  in  the  Conservative  Demo- 
cratic Forum  are  aware  that  some 
key  members  of  Congress  and  the 
Clinton  administration  see  a nation- 
al spending  cap  as  the  only  way  to 
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The  Managed  Competition  Act  of  1992 


The  main  components  of  managed  competition  are: 

The  National  Health  Board 

The  nation’s  health-care  system  would  he  under  the 
guidance  of  a National  Health  Board,  which  would  es- 
tablish a uniform  set  of  health  benefits  and  set  targets 
aimed  at  bringing  health  spending  into  line  with  overall 
economic  growth.  Members,  appointed  by  the  president, 
would  be  representatives  of  con- 
sumers, physicians,  health-care 
providers,  government,  business- 
es, and  others. 

The  board  also  would  develop 
standardized  claims  forms  and  set 
standards  for  electronic  transmis- 
sion of  data. 


Individuals 


min 


Managed  Competition 

Small  Businesses 


Federal  government 
pays  premiums  for 
those  with  low 


Accountable  Health  Plans 

In  order  to  have  tax-favored  sta- 
tus, Accountable  Health  Plans 
(AHPs)  would  be  required  to: 

• offer  standard  health  benefits; 

• comply  with  insurance  re- 
forms; and 

• disclose  information  on  medical 
outcomes,  cost  effectiveness, 
and  consumer  satisfaction. 


Health  Plan 

Purchasing  Cooperative 
IHPPC) 


AHPs  cannot 
base  rates  on 
medical  history 
or  preexisting 
conditions  / 


Provide  price  and 
medical  outcome 
information 


for  the  basic  plan  with  lower  administrative  costs. 

While  there  are  no  employer  mandates  for  paying  for 
coverage,  employers  with  1,000  or  fewer  employees  would 
be  required  to  have  an  agreement  with  a purchasing  pool 
for  its  employees’  coverage.  Employers  with  1,001  or  more 
employees  would  be  required,  at  a minimum,  to  offer  em- 
ployees enrollment  in  an  AHP  on  either  an  individual  or 
family  basis  and  to  provide,  at  the  employee’s  option,  for 

wage  deductions  to  pay  premiums. 

All  persons  below  100%  of 
poverty  would  have  their  health 
insurance  paid  by  a new  govern- 
ment program.  Individuals  and 
families  between  100%  and 
200%  of  poverty  would  receive  a 
federal  subsidy  to  purchase  a 
health  plan  and  would  not  incur 
copayments.  States  would  no 
longer  have  to  finance  Medicaid 
and  would  gradually  assume 
long-term  care  for  the  poor,  pri- 
marily nursing  home  care. 

Rural  and  underserved  areas 
would  see  increased  funding  for 
community  health  centers,  mi- 
grant health  centers,  and  the  Na- 
tional Health  Service  Corps. 


Join  cooperative 
to  cut 

administrative 
costs  and 
spread  risk 


Large  Businesses 


Buy 

insurance 
directly 
from  AHP 


All  AHPs  must  offer  the 
same  basic  benefits 


National  Health  Board 


Oversee  health  market 
Standardize  accounting 
and  paperwork 


SOURCE:  CONSERVATIVE  DEMOCRATIC  FORUM 


It  is  believed  that,  armed  with 
this  information,  consumers  would 
make  informed  choices  about  their 
health  care.  Copayments  and  de- 
ductibles (except  for  preventive 
services)  would  be  expected  to  help  consumers  maintain 
some  cost  sensitivity. 

The  AHPs  would  compete  on  the  basis  of  offering  high- 
quality,  low-cost  care,  and  would  offer  insurance  and 
health  care  as  a single  product,  which  could  take  various 
forms,  including  indemnity  insurance,  PPOs,  and  HMOs. 


Provide  consumer 
information  on  the 
quality  of  AHPs 


Adjust  for  risks 
among  AHPs 


Tax  incentives 

All  individuals,  including  the 
self-employed,  would  receive  a 
tax  deduction  for  100%  of  the 
basic  health  plan  costs.  Any  cov- 
erage provided  above  the  basic  plan  would  not  be  tax- 
deductible. 

There  also  would  be  strong  tax  incentives  to  encour- 
age providers  and  insurance  companies  to  form  health 
partnerships,  which  would  be  publicly  accountable  for 
costs  and  quality  (AHPs). 


Insurance  reforms 

AHPs  would  be  required  to  cover  preexisting  conditions  and 
would  not  be  allowed  to  use  experience  rating  to  charge 
higher  rates  for  individuals  who  have  a history  of  higher 
medical  expenses.  The  plans  would  be  allowed  to  vary  pre- 
miums based  on  geography  and,  to  a lesser  extent,  age.  Em- 
phasis would  be  placed  on,  and  funding  increased  for,  early 
intervention,  screening,  and  immunization  programs. 

Anyone  who  applies  for  the  basic  policy  would  re- 
ceive coverage. 

Universal  access 

Managed  competition  provides  for  universal  access.  In- 
dividuals and  small  businesses  would  be  able  to  afford 
health  coverage  by  joining  health  insurance  purchasing 
pools,  or  cooperatives,  which  would  offer  group  rates 


Financing 

Managed  competition  is  designed  to  be  budget  neutral. 
Major  sources  of  financing  would  include: 

• Eliminating  the  limit  on  income  subject  to  Medicare  tax. 

• Capping  deductibility  of  health  plan  expenses  at  the 
price  of  the  most  cost-effective  AHPs. 

• Redirecting  Medicaid  spending. 

Malpractice  reforms 

Reforms  aimed  at  cutting  litigation  and  reducing  defen- 
sive medicine  costs  would  include  limiting  noneconomic 
damages  in  lawsuits  and  reducing  unreasonably  long 
statutes  of  limitations.  Federal  law  would  supersede  state 
law,  except  where  state  law  is  more  stringent. 
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Medicare  has  toll-free  numbers  for  electronic  claims 

PHYSICIANS  WHO  file  electronic  media  claims  (EMC)  to  Medi- 
care may  use  toll-free  numbers  to  transmit  the  data  from  their  com- 
puters to  the  carrier.  Blue  Cross  and  Blue  Shield  of  Texas,  the  state’s 
Medicare  carrier,  has  established  the  number  to  cut  the  expense  of  filing 
claims  electronically. 

The  numbers  are  (800)  344-2286  for  asynchronous  modems  and  (800) 
451-0430  for  bisynchronous  modems.  Most  PC  and  small  mainframe  com- 
puters use  asynchronous  modems  to  send  EMC.  The  toll-free  numbers  are 
for  Medicare  claims  only  and  may  not  be  used  to  Fax  claims  to  the  carrier. 

For  more  information,  contact  Blue  Cross/Blue  Shield’s  provider  automa- 
tion “helpline”  at  (214)  669-5480. 


control  health-care  costs. 

Representative  Andrews  says 
Congressional  backers  of  managed 
competition  are  getting  ready  for  a 
fight  over  the  cost  controls. 

“The  best  way  to  hold  down 
health-care  costs  is  to  insist  on  high 
quality  care,”  Representative  An- 
drews said.  “I  believe  that  global 
budgets  could  be  very  harmful  to  the 
market  forces  that  managed  compe- 
tition will  harness.  1 am  strongly  op- 
posed to  the  use  of  price  controls  for 
cost  containment.” 

The  American  Medical  Associa- 
tion also  opposes  price  controls  on 
health  care. 

At  its  interim  meeting  in  Nashville 
in  December,  AMA  delegates  passed  a 
resolution  in  support  of  managed 
competition  as  a way  of  increasing  ac- 
cess to  care  and  controlling  health  in- 
surance costs.  But  they  also  sought  to 
guarantee  the  right  of  a physician  to 
join  multiple  health-care  plans  in  the 
same  region  and  flatly  opposed  global 
budgets  to  control  costs. 

“Clinton’s  plans  are  a concern,” 
said  James  S.  Todd,  MD,  the  AMA’s 
executive  vice  president.  “The  big  fear 
is  that  there  will  he  quick  fixes,  such  as 
insurance  reform  and  global  budgets.” 

One  size  may  not  fit  all 

In  addition,  the  idea  that  a national, 
one-size-fits-all  health-care  system 
could  result  under  managed  competi- 
tion concerns  many  observers.  Man- 
aged competition  may  be  particularly 
difficult  to  institute  in  rural  areas, 
where  there  often  are  insufficient 
numbers  of  physicians  and  hospitals, 
let  alone  enough  providers  available 
to  foster  competition. 

A special  report  published  in  the 
January  14  edition  of  the  New  Eng- 
land Journal  of  Medicine  concludes 
that  while  managed  competition  is 
feasible  in  medium-sized  or  large 


metropolitan  areas,  smaller  cities  and 
rural  areas  would  simply  not  have 
the  resources  to  institute  the  plan. 

“The  most  effective  competition 
occurs  when  all  the  doctors  in  a com- 
munity are  grouped  into  several  pre- 
paid practices  with  each  doctor  fully 
committed  to  one  organization,”  ac- 
cording to  the  study, 
which  was  funded  by  a 
grant  from  the  Agency  for 
Health  Care  Policy  and 
Research.  “Health  care 
services,  however,  are 
largely  purchased  locally. 

In  a geographically  isolat- 
ed area  with  a population 
base  large  enough  to  sup- 
port only  one  hospital  and 
one  group  of  physicians,  it 
is  hard  to  envision  how 
competition  would  work.” 

The  report  notes  that 
states  with  mostly  rural  populations 
or  a high  mix  of  rural  and  urban  — 
such  as  Texas  — would  have  difficulty 
in  executing  the  managed  competition 
plan  without  regional  modifications. 

That’s  the  way  TMA’s  Louis 
Goodman  sees  it,  as  well. 

“1  think  a one-size-fits-all  plan 
will  be  impossible,”  Dr  Goodman 
says.  “The  plans  Eve  seen  indicate 
that  perhaps  they’ll  set  some  nation- 
al guidelines  but  have  them  inter- 
preted and  implemented,  at  a mini- 
mum, on  a state-by-state  basis.  In  a 
state  like  Texas,  it  will  be  a market- 
by-market  phenomenon.  It  could  be 
broken  down  into  as  many  as  three 
or  four  market  areas.” 

Studying  the  outcomes 

Another  major  concern  about  the 


plan  is  the  difficulty  in  development 
and  acceptability  of  a set  of 
scientifically  valid  outcome  measures. 

Kermit  Knudsen,  MD,  former 
president  of  Scott  and  White  Clinic 
in  Temple  and  a member  of  the 
Jackson  Hole  Group,  says  develop- 
ing methods  to  accurately  measure 
outcomes  will  be  one  of 
the  keys  to  managed 
competition’s  success. 

“It’s  time  for  health 
care  to  be  truly  account- 
able,” said  Dr  Knudsen, 
who  is  also  the  past 
president  of  the  Ameri- 
can Group  Practice  As- 
sociation (AGPA).  “In 
order  to  do  this,  we  need 
to  measure  the  results  of 
what  we’re  doing  in  our 
everyday  practice.  It’s 
important  to  measure 
the  actual  ‘quality  of  health’  out- 
comes for  patients.” 

After  resigning  as  president  of  the 
clinic,  Dr  Knudsen  assumed  duties 
as  director  of  Scott  and  White’s  new 
Center  for  Outcome  Studies. 

“I’ve  been  involved  in  outcome 
studies  for  the  last  2 to  3 years  with 
the  AGPA,  as  well  as  other  health 
policy  organizations,”  he  said. 
“Now,  I’ll  have  time  to  focus  my  en- 
ergies specifically  in  this  area.” 

Dr  Goodman  says  TMA  staff  will 
closely  monitor  the  progress  of  man- 
aged competition  through  the  leg- 
islative and  regulatory  process. 

“We  need  to  make  sure  that  the 
physician  doesn’t  get  swallowed  up 
in  this  process,”  he  said.  “We’ll  he 
going  up  to  Washington  to  talk 
about  these  issues  and  work  with 
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our  delegation  on  this.” 

Dr  Goodman  said  TMA  will 
work  with  federal  and  state  law- 
makers to  help  forge  a health-care 
system  that  meets  the  unique  needs 
of  Texas  consumers  and  physicians. 

“The  role  of  the  state  medical  soci- 
ety, especially  TMA,  is  crucial  to  this 
process,”  Dr  Goodman  said.  “We 
need  a US  version  of  health-care  re- 
form, but  just  as  importantly,  we  need 
a Texas  version  that  works  here.” 

Outgoing  president 
creates  new  CLIA 
microscopy  category 

At  the  strong  urging  of 
organized  medicine,  includ- 
ing TMA  and  AMA,  Presi- 
dent Bush  signed  an  executive  or- 
der in  his  last  days  in  office 
authorizing  the  Health  Care  Fi- 
nancing Administration  (HCFA)  to 
create  a new  “physician-performed 
microscopy”  category  under  the 
Clinical  Laboratory  Improvement 
Amendments  (CLIA)  program. 

The  new  category  creates  a 
fourth  level  of  clinical  laboratories, 
positioned  between  waived  testing 
(the  lowest  category)  and  moderate 
complexity  testing.  High  complexity 
laboratories  are  generally  large-vol- 
ume, commercial  operations.  The 
change  is  designed  to  provide  regu- 
latory relief  for  thousands  of  physi- 
cians who  routinely  perform  the  six 
tests  in  the  new  category. 

According  to  Jack  Emery,  assis- 
tant director  of  AMA’s  division  of 
federal  affairs  in  Washington  DC, 
the  change  represents  a first  step  in 
organized  medicine’s  efforts  to  mod- 
ify the  CLIA  requirements. 

“There  are  still  several  simple 
procedure  that  physicians  routinely 
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do  in  their  offices,  like  a strep  test, 
that  aren’t  in  the  new  category,”  he 
said.  “We  will  be  working  for  more 
changes  in  the  future.” 

Approved  physician-performed 
microscopy  procedures  are  vaginal, 
cervical,  or  skin  wet  mount  prepara- 
tions, pinworm  examinations,  fern 
tests,  postcoital  tests,  KOH  prepara- 
tions, and  urine  sediment 
tests.  Tests  in  the  mi- 
croscopy category  are 
generally  those  per- 
formed under  a micro- 
scope, those  in  which  a 
delay  in  performing  the 
test  could  compromise 
accuracy,  and  those  for 
which  there  are  no  con- 
trols to  monitor  the  com- 
plete process.  All  mi- 
croscopy tests  must  be 
performed  by  a physician 
during  the  patient’s  visit. 

Before  the  mod- 
ification, physicians  per- 
forming the  above- 
named  tests  would  have 
had  to  register  as  — and  be  subject 
to  the  costs  and  regulations  of  — a 
moderate  complexity  laboratory. 
Physician-performed  microscopy 
labs  will  continue  to  be  subject  to 
the  requirements  for  quality  control 
(QC),  quality  assurance  (QA), 
proficiency  testing,  and  patient  test 
management.  Microscopy  labs  will 
not  be  subject  to  routine  inspec- 
tions, but  — like  all  clinical  labora- 
tories — may  be  inspected  in  the 
event  of  a complaint. 

The  new  regulation  was  pub- 
lished in  the  form  of  a “technical 
correction”  in  the  January  19  Feder- 
al Register  and  will  become  final  af- 
ter a 60-day  comment  period,  end- 
ing March  22,  1993. 

According  to  Donna  Kinney, 
CLIA  specialist  for  the  TMA  health 
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care  financing  department,  HCFA  is 
seeking  comments  on  other  types  of 
tests  that  should  be  included  in  the 
microscopy  category,  whether  this 
level  should  be  exempt  from  QA, 
QC,  and  other  test  documentation, 
and  whether  the  personnel 
qualifications  should  be  expanded 
to  allow  practitioners  other  than 
physicians,  such  as  nurs- 
es or  physician  assistants, 
to  perform  tests  in  this 
category. 

“If  enough  people  send 
comments  and  we  are  able 
to  expand  the  category  to 
more  tests,  expand  the 
testing  to  other  medical 
office  personnel,  or  elimi- 
nate some  of  the  paper- 
work, we  would  have 
really  accomplished  some- 
thing,” Ms  Kinney  said. 
“This  new  category  is  a 
step  in  the  right  direction, 
but  with  some  effort,  we 
can  eliminate  a lot  of  has- 
sles for  physicians  who 
operate  small  office  labs.” 

Written  comments  (include  an 
original  and  three  copies)  should  be 
sent  by  the  March  22  deadline,  to: 

Health  Care  Financing  Administration 
Department  of  Health  and  Human  Services 
Attention:  HSQ-202-FC 
PO  Box  26676 
Baltimore,  MD  21207 

Physician  offices  that  perform  the 
microscopy  tests  will  receive  sepa- 
rate certificates  valid  for  up  to  2 
years.  The  biennial  fee  is  $150  — 
$50  more  than  the  waived  category. 
Physicians  registered  either  as  a 
moderate  complexity  lab  or  waived 
lab  who  wish  to  change  to  the  mi- 
croscopy category  must  do  so  in 
writing  to: 
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Dolores  Leckert,  Program  Analyst 
HSQB/OSC/DSMDA/SMB 
6325  Security  Blvd. 

Meadowood  East  Bldg. 

Baltimore,  MD  21207 

The  letter  should  include  your 
CLIA  number,  name,  address,  and 
current  certificate  type. 

Questions  about  registering  your 
lab  or  about  the  CLIA  program  in 
general  may  be  directed  to  the  HCFA 
regional  office  in  Dallas  at  (214)  767- 
6301  or  the  Texas  Department  of 
Health  Licensing  and  Certification 
Division  at  (512)  834-6650. 

Managed  Care  Check-Up 
to  help  physicians  shop 
for  best  plan 

WITH  ONE  IN  FIVE  TEXANS 
now  receiving  health  care 
through  a health  mainte- 
nance organization  (HMO)  or  a pre- 
ferred provider  organization  (PPO), 
physicians  are  increasingly  faced 
with  choices  about  participation  in 
managed  care  plans. 

Given  current  market  trends 
and  the  climate  for  health-care  re- 
form, most  experts  agree  that  it  is 
difficult,  if  not  impossible,  for 
physicians  to  avoid  having  one  or 
more  managed  care  contracts  as  a 
part  of  their  practice. 

With  that  in  mind,  TMA  has 
launched  “Managed  Care  Check- 
Up,”  a program  to  analyze  the 
state’s  managed  care  programs  and 
to  provide  physicians  with  relevant 
and  timely  information  to  enable 
them  to  evaluate  and  effectively  ne- 
gotiate with  plans  having  10,000  or 
more  enrollees. 

“Many  of  these  plans  have  vastly 
different  ways  of  doing  things,”  said 
John  H.  Smith,  MD,  a Fort  Worth 


general  surgeon  who  chairs  TMA’s 
Council  on  Health  Facilities.  “They 
have  different  rules  on  pre- 
certification, utilization  review,  the 
way  they  select  physicians,  and  on 
and  on.  We  plan  to  devise  a system 
under  which  physicians  can  compare 
the  managed  care  plans  in  their  area 
and  make  better  choices 
about  participating.” 

TMA’s  health  care 
financing  department  will 
administer  the  program. 

Karen  Batory,  director  of 
health  care  delivery,  said 
the  goal  of  the  program  is 
to  give  physicians  a clear 
picture  of  how  each  pro- 
gram compares  to  physi- 
cian-determined criteria. 

Information  gained  on 
each  plan  will  be  com- 
pared to  a set  of  accepted 
standards  for  HMOs  and 
PPOs  developed  by  a sub- 
committee of  the  Council 
on  Health  Facilities  to 
show  how  each  plan 
stacks  up  against  TMA’s 
yardstick. 

The  result,  according 
to  Ms  Batory,  will  be  a database  of 
information  available  on  plans  in 
each  major  urban  area  of  the  state 
that  TMA  members  may  use  to  ana- 
lyze their  managed  care  options. 

“Physicians  want  to  know  three 
main  things,”  said  Ms  Batory. 
“They  want  to  know  how  each  plan 
compares  when  measured  against 
objective  criteria,  if  they  will  have  a 
voice  in  the  plan,  and  how  the  plan’s 
utilization  review  and  quality  assur- 
ance procedures  will  affect  the  quali- 
ty of  patient  care. 

“The  Managed  Care  Check-Up 
will  address  all  those  questions  and 
more,”  she  said. 

The  first  phase  of  the  program,  be- 


gun in  January,  is  a survey  of  man- 
aged care  plans  and  physicians  in  the 
Austin  metropolitan  area,  done  in 
conjunction  with  the  Travis  County 
Medical  Society.  Surveys  of  other  ar- 
eas, such  as  Houston,  Dallas,  San  An- 
tonio, and  El  Paso,  in  conjunction 
with  the  county  medical  society  in 
each  area,  will  follow  in 
the  next  several  months. 
Once  the  data  are  in  place, 
each  area  will  be  resur- 
veyed regularly  or  when 
major  changes  occur. 

According  to  Ms  Bato- 
ry, other  objectives  of  the 
program  are  to  build  on 
problem-resolution  meet- 
ings — like  those  previ- 
ously conducted  with 
Medicare  and  Medicaid 
— between  managed  care 
plans  and  TMA/county 
representatives,  and  initi- 
ate advocacy  activities  to 
correct  physician/patient 
problems  with  managed 
care  plans. 

Dr  Smith  encourages 
physicians  asked  to  partic- 
ipate in  the  surveys  to  co- 
operate as  much  as  possible  in  com- 
municating their  experiences  with 
managed  care  programs  to  TMA. 

“It’s  extremely  important  that  we 
get  feedback  from  the  doctors  and 
learn  what  problems  they  see  from 
their  standpoint  and,  more  impor- 
tantly, from  their  patient’s  stand- 
point,” he  said.  “Physician  input  has 
helped  us  in  the  past  to  be  able  to 
identify  problems  with  third-party 
payors,  and  it  will  be  crucial  to  the 
success  of  this  program.” 

For  more  information  on  the 
Managed  Care  Check  Up  program, 
contact  Ms  Batory  in  TMA’s  health 
care  delivery  department  at  (800) 
880-1300  or  (512)  370-1405.  ★ 
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Annual 


Register  by  April  21 

NO  GENERAL  REGISTRATION  FEE  FOR  TMA  MEMBERS 


For  more  details,  watch  for  the 
ADVANCE  PROGRAM  in  Mid-February! 


Advance  Ticket  Reservation/Final  Program  Form 


Return  completed  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 pm  of  previous  day  of 
event.  AH  events  held  at  the  George  R.  Brown  Convention  Center  unless  otherwise  noted. 


Number  of  Amount 

Tickets  Enclosed 

Hello  Houston  Party 

Darren  Ross  Trio 

Cash  Bar/Complimentary  Hors  d'  Oeuvres 

Thursday,  May  13, 5-6:30  pm  No  Charge 

TMA/TMAA  Fabulous  Fifties  Dance  (Cash  Bar) 

Band:  Duck  Soup 
Hyatt  Regency  Houston 
Friday,  May  14,  9 pm-12:30  am 

$20  per  person  

Annual  Membership  Luncheon 

Lynn  Ashby,  Editor,  The  Houston  Post 
Gilbert  Sedeno  Jazz  Trio 
Installation  of  TMA  President 
Saturday,  May  15, 12:15-2:15  pm 

$22.50  per  person  

_____  *Medical  Student  Sponsorships 
Annual  Membership  Luncheon 

Saturday,  May  15, 12:15-2:15  pm  

Final  Program 

available  Mid-April 

$6.50  per  copy  

TOTAL  $ 

*Make  it  possible  for  a medical  student  to  attend  the  Annual  Member- 
ship Luncheon  by  providing  a donation  of  $22.50,  $12  or  $5.  Funds 
collected  will  be  given  to  the  Medical  Student  Section  for  distribution 
of  tickets.  Indicate  your  donation  on  advance  ticket  order  form. 


Name  Phone# 

Address  

City State  Zip  

Ticket  reservation  form  and  payment  must  be  received  by 
April  21.  No  refunds  after  April  28. 

Charge  to  my Visa MasterCard  Amount  $ 

Acct.  No  Exp.  Date 

Name  on  Card 

Signature 

□ & 

Please  check  here  if  you  require  any 
special  assistance  to  fully  participate. 

A staff  member  will  contact  you  prior  to 
the  meeting  to  discuss  accommodations. 

We  cannot  assure  the  availability  of 
appropriate  accommodations  without 
prior  notification  of  need. 


1993  Annual  Session  Advance  Registration  Form 


name  (please  print) 

(see  mailing  label) 

address 

specialty 

city 

state 

zip 

member  ID# 

MEMBER  No  Fee 


please  check  all  applicable  spaces  below: 


□ Physician 

□ Intern/Resident/Fellow 

□ Medical  Student 

□ TMA  Officer 

□ TMA  Delegate 

□ TMA  Alternate  Delegate 

□ TMA  Councilor 

□ TMA  Vice  Councilor 

□ TMA  Board  Member  □ Chairman 

□ TMA  Council  Member  □ Chairman 

□ TMA  Committee  Member  □ Chairman 

□ TMA  Trustee 

□ AMA  Member 

□ AMA  Delegate 

□ AMA  Alternate  Delegate 


□ Speaker 

□ Scientific  Exhibitor 

□ 50  Year  Club 

□ HMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 

□ RPS  Executive  Council 

□ RPS  Chairman 

□ RPS  Councilor 

□ YPS  Chairman 

□ YPS  Governing  Board 

□ CMS  Officer 


NONMEMBER 

Fee 

□ Speaker 

waived 

□ TMA  Member’s  Family  (attach  names) 

□ County  Medical  Society  Staff  and  Family 

waived 

(attach  names) 

waived 

□ Physician 

$100 

□ Intern,  Resident,  Fellow 

$10 

□ Medical  Student 

$10 

□ Allied  Health  Personnel 

$10 

□ Approved  Visitor 

$50 

□ Nonmember’s  Family  (over  age  21) 

$10 

Texas  Medical  Association 


Annual 

Session 


Send  all  forms  and  any  fees 
to:  Texas  Medical  Association, 
Annual  Session  and  Meeting 
Management  Department, 

401  West  15th  Street,  Austin, 
Texas  78701-1680. 
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Make  Your  Reservations  Now! 


Headquarters  Hotels 
and  Other  Facilities 

Requests  will  be  processed  on  a first-come,  first-serve  basis  by  the 
Housing  Bureau,  the  Greater  Houston  Convention  & Visitors 
Bureau.  Send  your  request  to  the  Bureau.  Hotels  will  not 
accept  reservations  directly. 


— 


Annual 

Session 


Complete  the  Official  Housing 
Request  Form  and  return  to: 

TMA  Housing  Bureau 
3300  Main 

Houston,  TX  77002-9396 
or  Fax  to  713/522-1237 

Do  not  send  housing  form  to 
Texas  Medical  Association. 
This  will  delay  your  request 

List  three  hotels  in  order  of 
preference. 


Confirmations 


Reservation  confirmation  will 
be  sent  from  the  hotel. 


Room  Deposits 


Reservations  will  be  held  until  6 
pm  unless  special  arrangements 
are  made  with  hotel.  The  hotel 
may  request  a deposit. 


Cancellations,  Changes, 
and  Corrections 


All  cancellations  prior  to  April  21, 
should  be  made  directly  with  the 
Housing  Bureau  in  writing.  After 
April  21,  please  contact  the  assigned 
hotel  directly  with  any  cancellations. 
Changes  and  corrections  should  be 
made  directly  with  the  assigned  hotel. 


Check  your  hotel  confirmations 
regarding  cancellation  policy.  Policy 
may  vary  from  hotel  to  hotel. 


Participating  Hotels  and  Codes 


Deadline  for  Reservations--APRIL  21 


1 Days  Inn  Downtown  (DID) 

801  Calhoun  Street 
$70  single  $70  double 
Breakfast  buffet  included 

★2  Doubletree  at  Allen 
Center  (DBH) 

400  Dallas  Street 
Scientific  Program  Partici- 
pants; General  Housing 
$100  single  $100  double 
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Medical  genetics  and  the  Human 
Genome  Project:  a historical  review 


The  $3  billion,  15-year  international 
project  to  map  out  the  nucleotide  se- 
quence of  the  entire  human  genome 
could  revolutionize  medical  care  in 
the  21st  century.  The  location,  make- 
up, and  function  of  the  50,000  to 
100,000  human  genes  could  lead  to 
tailor-made  therapies  not  only  for 
treating  diseases  but  for  preventing 
them.  There  may  be  a major  role  for 
the  genetic  engineer  in  the  practice  of 
medicine.  On  the  other  hand,  the 
technology  could  identify  people 
with  undesirable  genetic  profiles  who 
may  be  subject  to  discrimination  by 
insurance  companies,  employers,  and 
others.  Physicians  who  fail  to  per- 
form genetic  screening  may  face  mal- 
practice suits  for  wrongful  births. 

This  article  traces  the  historical  evo- 
lution of  our  knowledge  regarding 
medical  genetics  from  the  Talmud  to 
the  present  day. 


Dr  Haq,  adjunct  assistant  professor,  M.D. 
Anderson  Hospital,  Houston,  Tex.  Send 
reprint  requests  to  Dr  Haq,  3235  Plainview, 
Pasadena,  TX  77504. 
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M.M.  Haq,  MD 


A MONUMENTAL  15-YEAR 
project  is  currently  under 
way  to  map  the  sequence  of 
the  entire  human  genome  (1).  The 
human  body  is  estimated  to  have 
100  trillion  cells.  Except  the  red 
blood  cells,  which  have  no  nucleus, 
other  cells  carry  an  estimated 
100,000  genes.  This  estimate  does 
not  include  mitochondrial  genes. 
The  Human  Genome  Project  is  un- 
der the  direction  of  Nobel  laureate 
James  Watson, * who,  in  collabora- 
tion with  Francis  Crick,  discovered 
the  structure  of  deoxyribonucleic 
acid  (DNA).  The  project  aims  to 
map  out  the  sequence  of  the  approx- 
imately 3 billion  chemical  code  let- 
ters in  the  human  genome.  Discover- 
ies made  in  the  course  of  this 
ambitious  endeavor  will  have  a pro- 
found impact  on  the  practice  of 
medicine.  Some  inherited  diseases, 
like  cystic  fibrosis  and  neurofibro- 
matosis, can  now  be  detected  in  the 
fetus.  Simple,  accurate  diagnostics 
based  on  DNA  methodology  have 
already  become  the  standard  of 
practice  for  several  X-linked  herita- 
ble diseases  like  Duchenne’s  type 
muscular  dystrophy  and  hemophilia. 
Physicians  of  the  future  may  be  able 
to  determine  susceptibility  to  com- 
mon illnesses  like  cancer  and  heart 
disease.  Medicine  could  become 
proactive  instead  of  reactive. 

HISTORY 

Human  beings  have  long  recognized 
distinctive  traits  such  as  facial  fea- 
tures, hair  color,  susceptibility  to  dis- 
eases, and  mental  disorders  that  show 
up  in  families,  generation  after  gener- 
ation. Ancient  civilizations  recognized 
general  principles  of  heredity  and 
used  them  in  breeding  animals  and 
plants  to  improve  their  characteristics. 
We  can  get  a glimpse  of  genetic 


insight  from  the  Talmud,  the  ancient 
Jewish  compendium  of  civil  and 
criminal  law.  One  of  its  provisions 
exempts  a boy  from  circumcision  if 
a maternal  uncle  (but  not  a paternal 
uncle)  had  a bleeding  disorder  (2). 
This  provision  revealed  an  under- 
standing that  hemophilia  is  inherited 
through  the  mother. 

Although  some  features  were  rec- 
ognized as  being  inherited,  the  pro- 
cess was  unknown  and  it  was  not 
clear  as  to  why  other  features  were 
not  inherited.  Aristotle,  in  the  third 
century  BC,  proposed  the  theory  of 
pangenesis  (3).  He  stated  that  traits 
were  inherited  through  the  blood. 
The  residual  effects  of  the  Aris- 
totelian theory  persist  even  today  in 
such  words  as  “blood  relatives”  and 
“bloodline.”  The  theory  of  pangene- 
sis remained  largely  unchallenged 
until  the  17th  century,  when  the  mi- 
croscope was  discovered  and  sperm 
cells  were  seen.  This  led  to  the  con- 
cept of  preformationism  (Homuncu- 
lus) (3).  Preformationism  proposed 
that  sperm  cells  contain  a tiny,  fully 
formed  person  who  simply  grew  to  a 
larger  size  in  the  mother’s  womb. 
Not  until  1865  did  the  Austrian 
monk  Gregor  Mendel  apply  scien- 
tific methodology  to  the  enigma  of 
heredity  (4).  Working  with  pea 
plants  in  the  garden  of  his 
monastery,  he  demonstrated  that 
specific  traits  like  flower  color  are 
passed  from  one  generation  of  plants 
to  another  in  a mathematically  pre- 
dictable manner.  Mysterious  pro- 
cesses of  inheritance  were  governed 
by  a set  of  rather  simple  laws. 
Mendel  recognized  that  traits  of 
heredity  were  carried  by  discreet  fac- 
tors. Later  called  genes,  these  factors 


*James  Watson  has  resigned  as  director  of  the 
Human  Genome  Project  since  this  manuscript 
was  submitted  for  publication. 
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occurred  in  pairs,  but  pairs  of  chro- 
mosomes separated  when  sex  cells 
were  formed  in  meiosis.  These  re- 
united when  fertilization  occurred. 
He  also  recognized  dominant  and 
recessive  traits.  Even  though  Mendel 
published  his  work  in  1865,  it  was 
largely  ignored  for  decades. 

In  1877,  Walter  Flemming,  a 
German  scientist,  discovered  chro- 
mosomes (5).  By  the  turn  of  the  cen- 
tury, biologists  had  discovered  the 
process  of  meiosis.  Working  with 
fruit  flies,  Morgan  and  his  col- 
leagues at  Columbia  University  dis- 
covered several  important  mecha- 
nisms of  heredity  that  included 
sex-linked  genes  and  coinherited 
traits  (6).  Morgan  assumed  that 
coinherited  traits  indicated  that 
these  genes  might  he  close  to  each 
other.  During  meiosis  when  paired 
chromosomes  cross  over  and  recom- 
bine, closely  linked  genes  would  be 
inherited  together.  Using  selected 
matings  and  linked  traits,  Morgan 
deduced  the  approximate  location 
for  sex-linked  genes  of  eye  color  and 
other  traits  in  the  fruit  fly 
(Drosophila  melanogaster).  In  1911, 
Wilson  studied  several  pedigrees  of 
families  with  color  blindness.  He  as- 
signed correctly  the  gene  for  human 
color  blindness  to  the  X chromo- 
some (2).  Over  the  next  few 
decades,  several  genes  for  sex-linked 
diseases  like  hemophilia  were  as- 
signed to  the  X chromosome.  In 
1942,  Beadle  and  Tatum  discovered 
that  mutations  in  a gene  caused  ab- 
normalities in  only  one  protein  and 
proposed  the  one  gene-one  protein 
theory  (7).  In  1956,  scientists  using 
photomicrographs  of  dividing  cells 
were  able  to  recognize  46  chromo- 
somes in  human  cells  — 22  sets  of 
autosomes  and  a pair  of  sex-deter- 
mining chromosomes. 

In  1960,  the  somatic  cell  - hy- 


bridization technique  was  devel- 
oped, allowing  the  fusion  of  human 
cells  with  mouse  cells  (8).  This  tech- 
nique enabled  investigators  to  study 
the  gene  products  of  a single  chro- 
mosome or  a fragment  of  a chromo- 
some. Several  genes  were  assigned  to 
specific  chromosomes  by  the  use  of 
somatic  cell  hybridization. 

In  1969,  chromosomes  were 
chemically  banded  (alternating  light 
and  dark  hands)  (9).  Each  pair  of 
chromosomes  had  a unique  handing 
pattern  that  along  with  centromeric 
positions  allowed  identification  of 
one  chromosome  from  another.  Oth- 
er staining  techniques  distinguished 
human  chromosomes  in  a hybrid 
mouse/human  cell.  The  hands  distin- 
guished segments  exchanged  during 
meiosis  and  would  provide  a grid  for 
mapping  genes  on  chromosomes  at  a 
later  date. 

By  the  mid-1970s,  several  genes 
had  been  assigned  to  various  chro- 
mosomes by  the  use  of  their  protein 
product;  however,  the  protein  prod- 
uct of  most  genes  was  unknown. 
Other  ways  of  probing  for  genes  had 
to  he  developed. 

THE  ERA  OF  MODERN 
MOLECULAR  BIOLOGY 

In  1944,  Oswald  Avery  extracted 
DNA  from  one  type  of  bacterium, 
purified  it,  and  introduced  it  into  a 
different  type  of  bacterium.  When 
the  bacteria  in  the  second  group  re- 
produced, their  progeny  carried  new 
traits  that  were  characteristic  of  the 
cells  in  the  first  group  (10).  It  was 
obvious  that  new  genes  had  been 
transformed  into  the  second  group 
of  bacteria.  Since  only  purified  DNA 
had  been  transferred  between  the 
groups,  he  reasoned  that  genes  con- 
sist of  DNA.  Watson  and  Crick,  in 
their  now  historic  report  of  1953, 
described  the  double  helical  struc- 
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ture  of  DNA  (1 1). 

By  the  late  1960s,  geneticists  had 
cracked  the  genetic  code  and  eluci- 
dated the  function  of  genes  (12). 
However,  deciphering  the  sequence 
of  genes  in  a chromosome  remained 
difficult.  A major  breakthrough  was 
achieved  in  the  1970s.  Restriction 
enzymes  were  identified  in  bacterial 
cells  (13).  These  enzymes  recognize 
certain  sequences  of  nucleotides  and 
sever  the  DNA  strand  wherever 
these  specific  sequences  occur.  A re- 
striction enzyme  named  EcoRI,  for 
example,  cuts  through  DNA  when- 
ever it  encounters  the  sequence 
GAATTC,  cleaving  the  strand  be- 
tween G and  A.  Nearly  100  of  these 
restriction  enzymes  have  been  found 
in  bacteria,  each  recognizing  and 
cleaving  a different  sequence.  Dis- 
covery of  the  restriction  enzymes 
gave  molecular  biologists  the  tools 
they  had  been  seeking.  The  enzymes 
provided  molecular  scissors  that  en- 
abled scientists  to  cut  up  DNA  and 
study  its  sequences.  Using  restriction 
enzymes,  Berg  sliced  open  the  circu- 
lar genome  of  a simian  virus  and 
spliced  into  it  the  genome  of  a lamb- 
da bacteriophage  (14).  Using  the  re- 
striction enzymes,  Stanley  Cohen 
and  Herbert  Boyer  developed  and 
patented  a cloning  technique  that 
has  become  widely  used  in  genetic 
engineering  (15).  Variations  of  the 
technique  have  been  used  to  mass- 
produce  human  insulin,  growth  hor- 
mone, and  other  protein  products. 
Armed  with  recombinant  tools,  sci- 
entists devised  new  and  faster  ways 
to  clone  segments  of  DNA. 

Analysis  of  the  amino  acid  se- 
quence in  a faulty  protein  that  had 
been  associated  with  a genetic  disease 
allowed  the  unraveling  of  the  DNA 
sequence  of  the  gene  responsible  for 
that  protein.  Investigators  synthe- 
sized strands  of  DNA  with  that  par- 
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Table  1.  Selected  genes  identified  or  currently  targeted  by  positional  cloning  technique. 


Chromosome  Number 

Gene 

1. 

4 

Huntington’s  disease 

2. 

5 

Familial  polyposis  coli  syndrome” 

3. 

7 

Cystic  fibrosis” 

4. 

10 

Multiple  endocrine  neoplasms  11 

5. 

1 1 

Wilms’  tumor,  multiple  endocrine  neoplasms  I 

6. 

13 

Retinoblastoma 

7. 

15 

Marfans  syndrome” 

8. 

16 

Polycystic  kidney 

9. 

17 

Von  Recklinghausen’s  neurofibromatosis” 

Early  onset  breast  cancer 

10. 

20 

Maturity  onset  diabetes  of  the  young 

11. 

21 

Amyotrophic  lateral  sclerosis  (one  type) 
Alzheimer’s  disease  (one  type) 

12. 

X 

Duchenne’s  type  muscular  dystrophy” 

Fragile  X chromosome  syndrome” 

”Gene  cloned 


ticular  sequence,  each  tagged  with  a 
radioisotope  probe.  The  probe  found 
and  attached  to  its  complementary 
sequence  on  the  chromosome.  The 
probe  appeared  as  a bright  spot  on 
one  of  the  chromosomes,  dramatical- 
ly marking  the  location  of  the  gene. 
Thus,  the  genes  for  sickle  cell  ane- 
mia, Tay-Sachs  disease,  hemophilia, 
thalassemia,  and  hypercholes- 
terolemia were  found  (2).  This  tech- 
nique is  known  as  forward  genetics. 
However,  for  the  other  approximate- 
ly 4500  (by  McKusick’s  catalog) 
known  genetic  diseases,  the  defective 
proteins  are  unknown. 

Scientists  using  restriction  en- 
zymes to  slice  up  segments  of  DNA 
noticed  a phenomenon  that  was  to 
prove  a godsend  to  gene  hunters. 
When  DNA  segments  from  identical 
places  on  chromosomes  of  different 
people  are  sliced  by  the  same  restric- 
tion enzyme,  the  lengths  of  the  re- 
sulting DNA  fragments  often  differ 
among  individuals.  The  explanation 
was  rather  straightforward;  slight 
differences  exist  between  the  nu- 
cleotide sequences  in  human  DNA. 
A change  occurs  from  one  nu- 
cleotide to  another,  altering  the  re- 
striction enzyme  digestion  of  DNA 
in  that  region  among  individuals  in 
a population.  On  an  average,  only  1 
in  500  base  pairs  will  differ  from 
person  to  person.  The  differences  in 
the  length  of  DNA  fragments  from 
different  people  when  the  fragments 
are  cut  by  the  same  restriction  en- 
zyme are  called  restriction  fragment 
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length  polymorphisms  (RFLPs)  (16). 
Inherited  in  families,  RFLPs  have 
been  used  as  markers  in  the  process 
of  hunting  for  a gene.  For  example, 
by  studying  the  patterns  of  frag- 
ments in  several  children,  an  investi- 
gator is  frequently  able  to  detect 
who  has  inherited  the  father’s  copy 
of  the  region  and  who  has  the  moth- 
er’s copy.  If  any  of  the  children  who 
inherited  a particular  genetic  disease 
from  the  father  were  also  those  who 
inherited  an  RFLP  from  the  father, 
then  the  RFLP  must  he  close  to  the 
gene  for  the  disease.  By  the  use  of 
this  technique,  also  called  positional 
cloning,  the  gene  for  Huntington’s 
disease  was  located  on  chromosome 
number  4 (17).  The  discovery  of  the 
Huntington’s  marker  led  quickly  to 
the  development  of  a test  that  can 
determine  with  an  accuracy  of  96% 
whether  a person  at  risk  is  carrying 
the  Huntington’s  gene;  however,  the 
gene  for  Huntington’s  chorea  is  not 
completely  characterized.  Table  1 
lists  some  of  the  genes  identified  by 
this  approach.  The  RFLP  approach 
has  also  been  very  helpful  in  mater- 
nity, paternity,  and  rape  cases.  Em- 
ploying gel  electrophoresis,  forensic 
experts  can  use  DNA  from  a scrap 
of  skin,  semen,  or  even  a single  hair 
to  distinguish  the  RFLP  pattern  of 
one  individual  from  another  (DNA 
fingerprinting). 

Cystic  fibrosis  (CF)  is  the  most 
common  genetic  disease  among 
Caucasians  in  the  United  States.  One 
in  25  white  Americans  is  a carrier 

TEXAS  MEDICINE  / THE  JOURNAL 


and  1 in  2500  has  the  disease.  The 
search  for  the  CF  gene  has  been  in- 
tense (18),  partly  sponsored  by 
funding  from  the  Cystic  Fibrosis 
Foundation.  Using  ingenious  tech- 
niques, Collins  and  Lap  Chee  Tsui 
localized  the  gene  to  chromosome  7 
and  developed  a test  that  will  detect 
a carrier  with  75%  accuracy  (2). 
The  CF  story  continues  to  develop  at 
startling  speed  in  the  1990s.  Re- 
searchers have  incorporated  the 
healthy  genes  in  viral  vectors.  The 
viral  vectors  are  used  to  infect  CF 
cells  in  culture.  The  CF  cells  then 
functioned  normally.  There  have 
been  trials  in  a CF  mouse  model  that 
show  the  safety  and  efficacy  of  this 
technique;  however,  human  trials 
have  not  begun  to  date. 

Another  recently  developed  tech- 
nique at  the  Cetus  Corporation, 
called  the  polymerose  chain  reac- 
tion, has  greatly  aided  gene  research 
(19).  The  technique  allows  rapid 
replication  of  a DNA  segment  in  a 
test  tube.  It  is  automated  to  produce 
more  than  a million  copies  of  a 
DNA  segment  within  a few  hours. 
The  development  of  the  polymerose 
chain  reaction  and  automated  se- 
quencing machines  have  sped  up  the 
labor-intensive,  tedious,  and  time- 
consuming  process.  The  polymerose 
chain  reaction  has  also  been  valu- 
able in  developing  diagnostic  tests 
and  in  forensics. 

In  February  1988,  after  a 14- 
month  study,  a National  Research 
Council  Committee,  composed 
largely  of  university-based  scientists, 
proposed  the  genome  project  (20). 
In  its  102-page  report  entitled 
“Mapping  and  Sequencing  the  Flu- 
man  Genome,”  the  committee  rec- 
ommended a 15-year  program  that 
would  aim  first  at  creating  genetic 
and  physical  maps  of  the  human 
genome.  With  increasing  accuracy, 
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Fig  1.  Located  on  chromosome  5 are  genes 
for  megaloblastic  anemia,  schizophrenia  (one 
type),  familial  colorectal  cancer,  Gardner’s 
syndrome,  familial  polyposis  coli  syndrome, 
refractory  macrocytic  anemia  (5q-syndrome), 
and  factor  XII  deficiency. 


Fig  2.  Location  of  the  genetic  defect  responsi- 
ble for  adenomatous  polyposis  coli  (APC)  as 
seen  in  low-resolution  map.  This  gene  is  im- 
plicated in  both  sporadic  and  inherited  col- 
orectal cancer  syndrome. 
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Fig  3.  High-resolution  physical  map  of  a part  of  chromosome  5 shows  location  of  APC  gene  in  re- 
lation to  other  identified  segments  of  DNA.  MCC  = mutated  in  colon  cancer;  APC  = adenomatous 
polyposis  coli;  kb  = kilobase. 
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the  maps  would  help  to  identify  and 
locate  genes  in  each  chromosome. 
At  the  same  time,  work  would  pro- 
ceed toward  improving  the  technol- 
ogy and  lowering  the  cost  of  se- 
quencing until,  during  the  later  part 
of  the  15-year  project,  the  entire  3 
billion  base  pairs  of  genes  would  be 
sequenced.  An  impressive  array  of 
scientists  gave  eloquent  and  enthusi- 
astic testimony.  James  Watson  stat- 
ed, “I  see  an  extraordinary  potential 
for  human  betterment  ahead  of  us. 
We  can  have  at  our  disposal  the  ulti- 
mate tool  for  understanding  our- 
selves at  the  molecular  level”  (21). 
In  the  fall  of  1988,  James  Watson 
was  named  the  project  director. 
Watson,  with  the  help  of  his  genome 
advisory  committee,  faced  a 
formidable  task  in  organizing  the 
ambitious  project. 

By  the  time  Watson  assumed  his 
new  post,  some  4500  of  the  50,000 
to  100,000  human  genes  had  been 
identified  and  about  1500  of  them 
had  been  roughly  located  on  the 
chromosomes.  Segments  containing 


several  million  of  the  genomes’  3 bil- 
lion code  letters  had  been  sequenced, 
and  a number  of  centers  were  inde- 
pendently processing  and  cataloging 
the  growing  flood  of  data  resulting 
from  the  efforts  (22).  By  far  the 
largest  repositories  of  genetic  infor- 
mation are  the  DNA  Data  Libraries 
established  in  1980  by  the  European 
Molecular  Biology  Library  in  Heidel- 
berg, Germany,  and  the  Los  Alamos 
National  Laboratories  Gene  Bank. 
The  DNA  Data  Libraries  now  con- 
tain about  33  million  base  pairs  of 
sequences  from  DNA  of  humans  and 
several  hundred  other  organisms. 
Collaboration  with  the  DNA  Data 
Bank  of  Japan  is  expected  to  add  an- 
other 10  million  base  pairs  of  se- 
quences to  the  collection. 

The  organizers  have  drawn  up  a 
rough  timetable  for  achieving  the 
goals  within  the  15-year  life  of  the 
project.  October  1990  was  set  as  the 
starting  time.  Mapping  and  sequenc- 
ing the  human  genome  will  not  in  it- 
self provide  a complete  biological  un- 
derstanding of  life.  The  present 
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project  will  only  produce  a represen- 
tative map.  The  mechanisms  of  ac- 
tion and  malfunction  of  each  gene 
will  not  be  known  immediately.  Figs 
1-3  depict  how  mapping  has  pro- 
gressed from  the  chromosome  to  the 
nucleotide  level.  Physical  maps  range 
from  the  genomic  counterpart  of  a 
high  altitude  aerial  photograph  to 
that  of  a plan  showing  every  house 
on  every  block  in  a town.  Such  maps 
measure  the  distance  between  chro- 
mosomal elements  in  biochemical 
units,  the  smallest  being  the  nu- 
cleotide base.  The  length  of  DNA  is 
measured  in  units  called  kilobases. 
The  low  resolution  map  (Fig  1)  is  an 
ordered  arrangement  of  stained 
prophase  or  metaphase  chromosome 
visible  under  a light  microscope.  A 
high  resolution  map  (Fig  3)  depicts 
cloned  or  otherwise  identified  seg- 
ments of  DNA  ranging  from  20  to 
several  thousand  kilobases.  Some  of 
the  project’s  money  will  be  spent  for 
studying  genes  in  other  organisms 
such  as  mice  and  fruit  flies.  This 
would  be  necessary  to  interpret  the 
function  of  the  human  genes. 

The  project  director  and  the 
members  of  the  committee  realize 
that  the  knowledge  generated  could 
be  a mixed  blessing.  Without  proper 
safeguards,  knowing  one’s  own 
genome  or  having  others  know  it 
can  lead  to  dire  consequences,  in- 
volving psychological  trauma,  social 
stigma,  financial  loss,  and  job  dis- 
crimination (22).  The  possibility 
that  information  gleaned  from  this 
vast  undertaking  will  be  misused  has 
not  been  ignored.  Without  judicious 
policies  and  legal  safeguards,  the 
new  genetic  knowledge  could  tear  at 
the  fabric  of  society,  exacerbating 
tensions  on  such  issues  as  abortion, 
individual  rights,  privacy,  and  the 
role  of  government  (23).  Technology 
is  advancing  at  an  incredible  rate 
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compared  to  our  willingness  to  ad- 
dress the  financial,  social,  and  ethi- 
cal issues  that  it  raises.  How  can  we 
offer  genetic  testing  and  screening 
with  adequate  protection?  Can  we 
be  sure  that  tests  with  high  levels  of 
accuracy  are  used?  Who  will  have 
access  to  the  results?  What  safe- 
guards will  there  be  that  the  test  re- 
sults cannot  be  used  for  economic 
and  social  discrimination?  How  do 
we  balance  a person’s  desire  to  learn 
the  genetic  information  with  the  un- 
timely and  unnecessary  pain  that 
knowledge  may  bring?  A working 
group  of  the  genome  advisory  com- 
mittee plans  to  spend  as  much  as 
3%  of  the  project  budget  on  grants 
for  studies  of  ethical,  legal,  and  so- 
cial questions  and  on  a series  of  na- 
tionwide town  meetings  to  discuss 
such  concerns  (21).  Money  is  allot- 
ted also  for  public  education. 

THE  MEDICINE  OF  TOMORROW 

The  enormous  flow  of  information 
from  the  Human  Genome  Project 
could  usher  in  the  golden  age  of 
molecular  medicine.  Using  newly 
discovered  genes  and  molecular 
tools,  medical  researchers  have  al- 
ready achieved  results  such  as  manu- 
facturing human  insulin  in  bacteria. 

Although  some  technical  difficul- 
ties remain,  there  seems  little  doubt 
that  many  of  these  remarkable  proce- 
dures will  move  from  the  laboratory 
to  the  clinic  within  the  next  several 
years,  bringing  new  hope  to  the  vic- 
tims of  serious  hereditary  diseases. 
We  will  be  provided  the  knowledge 
for  rationally  designed  drugs  based 
on  biologic  mechanisms.  In  Septem- 
ber 1990,  scientists  at  the  National 
Institutes  of  Health  conducted  the 
first  authorized  test  of  human  gene 
therapy  in  a 4-year-old  girl  suffering 
from  adenosine  deaminase  deficiency 
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(ADA),  a rare  disease  afflicting  chil- 
dren born  without  the  gene  that 
codes  for  ADA,  an  enzyme  that 
breaks  down  harmful  metabolic  by- 
products (24).  In  the  absence  of  the 
enzyme,  the  metabolites  accumulate 
in  the  body  and  destroy  lymphocytes, 
thereby  inactivating  the  immune  sys- 
tem. Lymphocytes  were  removed 
from  the  child’s  body  and  were  ex- 
posed to  mouse  leukemia  retroviruses 
with  human  ADA  genes  spliced  into 
the  retrovirus.  The  retrovirus,  ren- 
dered harmless  by  genetic  engineer- 
ing, invaded  the  human  T cells  and 
deposited  the  genetic  material  includ- 
ing the  ADA  gene  into  the  DNA  of 
the  child’s  cells.  These  cells  promptly 
began  producing  the  ADA  enzyme. 
The  child  has  been  receiving  monthly 
infusions  of  her  genetically  engi- 
neered lymphocytes.  The  early  results 
appear  promising. 

Steven  Rosenberg  has  conducted 
another  experiment  that  involved  in- 
jecting genetically  engineered  white 
cells  into  patients  suffering  from  ad- 
vanced melanoma  (25).  These  cells, 
called  tumor  infiltrating  lymphocytes 
(TIL),  were  altered  to  contain  a bac- 
terial gene.  This  gene  served  as  a 
marker  for  researchers  trying  to  track 
them  through  the  body.  Rosenberg 
found  that  these  cells  infiltrated  the 
tumors.  Subsequently,  he  infused 
each  of  two  patients  with  approxi- 
mately 100  million  TIL  cells  that  had 
been  extracted  from  their  tumors  and 
reengineered.  This  time,  the  TIL  cells 
had  been  modified  by  retroviruses  to 
carry  a human  gene  that  codes  for 
the  production  of  tumor  necrosis  fac- 
tor, a naturally  occurring  compound 
that  attacks  cancer  cells. 

The  doctor  of  the  21st  century 
may  be  drawing  a blood  sample 
from  every  newborn  infant  for 
specific  genetic  screening.  Perhaps 
100  or  so  genes  in  the  DNA  will  be 
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analyzed  automatically  for  flaws 
that  are  prediagnostic  of  disease. 
This  information  combined  with 
other  clinical  data  could  be  entered 
into  a computer,  which  could  print 
out  the  potential  life  history  of  that 
infant  with  respect  to  those  approxi- 
mately 100  diseases.  This  projection 
may,  for  example,  suggest  avoiding 
overexposure  to  sun  or  a kind  of 
diet  that  should  be  started  at  age  17. 
The  focus  for  medicine  would  be  on 
keeping  well,  on  making  predictions 
about  the  potential  difficulties  peo- 
ple will  encounter,  and  on  avoiding 
those  problems  by  manipulating 
their  diets,  their  environments,  their 
immune  systems  or  by  applying 
molecular  pharmacology.  However, 
long  before  such  automated  multi- 
disease screening  becomes  achiev- 
able, simple  specific  diagnostic  tests 
should  be  available  for  a wide  array 
of  genetic  diseases. 

Over  the  past  couple  of  years, 
hardly  a week  has  passed  without  re- 
ports about  the  discovery  of  a new 
disease  marker,  the  isolation  of  an 
important  gene,  or  the  marketing  of 
a newly  developed  test  for  a diseased 
gene.  As  the  Human  Genome  Project 
swings  into  high  gear,  it  promises  to 
generate  new  developments  in  genet- 
ics at  an  even  faster  pace.  The  num- 
ber of  genes,  gene  markers,  and  gene 
locations  are  rapidly  increasing.  Re- 
cessive oncogenes  and  genes  for  such 
diseases  as  retinoblastoma  and  colon 
cancer  have  been  identified  in  the  last 
few  years  (26,27). 

How  will  the  physicians  of  to- 
morrow respond  to  the  wealth  of 
new  information?  Unfortunately,  the 
medical  community  is  not  well  pre- 
pared to  handle  the  background  in- 
formation. Most  physicians  in  prac- 
tice today  have  never  had  formal 
courses  or  training  in  genetics.  One 
of  the  foreseeable  problems  is  a mal- 
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practice  suit  for  wrongful  birth 
brought  by  parents  or  individuals 
born  with  serious  defects.  The  gist 
of  their  argument  would  be  that  life 
with  a defect  is  worse  than  no  life  at 
all  and  that  their  lives  as  well  as 
their  suffering  could  have  been 
avoided  if  parents  had  received 
proper  genetic  advice.  Courts  in  Cal- 
ifornia, Washington,  and  New  Jer- 
sey have  already  ruled  that  such 
claims  are  valid. 

Despite  the  additional  burdens 
and  potential  pitfalls  brought  by 
new  genetic  discoveries,  their 
promise  far  outweighs  any  concern 
they  may  arouse  in  physicians,  their 
patients,  and  society.  The  fact  re- 
mains that  help  is  on  the  way  to 
people  with  serious  genetic  disor- 
ders, and  the  Human  Genome  Pro- 
ject is  speeding  its  arrival.  Further- 
more, hidden  in  the  genome’s  3 
billion  code  letters  are  clues  to  evo- 
lution, human  development,  and 
perhaps  the  biological  mechanisms 
of  the  brain  and  the  aging  process. 
The  Human  Genome  Project 
promises  to  be  an  astonishing  ad- 
venture and  a priceless  endeavor. 
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Massive  hepatic  necrosis  in  toxemia 
of  pregnancy 

Earl  W.  Howard  III,  MD 
H.  Lamar  Jones,  MD 


Hepatic  rupture  arid  infarction  asso- 
ciated with  toxemia  of  pregnancy 
usually  occur  in  multiparous  women 
close  to  30  years  of  age.  The  most 
important  presenting  symptom  is 
right  upper-quadrant  abdominal 
pain.  Sonography  is  the  most  expe- 
dient way  of  making  the  diagnosis 
of  either  rupture  or  hemorrhagic 
necrosis,  but  computed  tomography 
is  more  sensitive.  Elevated  transami- 
nase levels  and  thrombocytopenia 
or  disseminated  intravascular  coag- 
ulation may  occur  acutely  but  re- 
solve quickly.  Termination  of  preg- 
nancy is  the  cornerstone  of  any 
treatment  plan.  Many  cases  may  not 
require  operative  treatment  other 
than  inspection.  In  others,  surgical 
hemostasis  will  be  lifesaving.  We  de- 
scribe four  preeclamptic  women, 
two  with  ruptured  subcapsular 
hematomas  and  two  with  hemor- 
rhagic infarction.  Radiological  and 
laboratory  evidence  of  liver  damage 
and  recovery  are  presented. 


Presented  at  the  meeting  of  the  Texas  Surgical 
Society,  Dallas,  Tex,  April  3,  1989.  Dr 
Howard,  private  practice,  Austin,  Tex;  Dr 
Jones,  private  practice,  Austin,  Tex.  Send 
reprint  requests  to  Dr  Howard,  1717  West 
Ave,  Austin,  TX  78701. 


Hepatic  necrosis  or 

rupture  is  an  unusual  and 
potentially  fatal  complica- 
tion of  a symptom  complex  known 
as  toxemia  of  pregnancy.  Toxemia 
may  be  divided  into  preeclampsia 
and  eclampsia.  Preeclampsia  is  char- 
acterized by  edema,  hypertension, 
and  proteinuria;  it  occurs  primarily 
in  nulliparous  women  after  the  20th 
gestational  week  and  usually  near 
term.  Eclampsia  involves  seizures  not 
due  to  other  causes  in  a preeclamptic 
patient  (1).  Characteristic 
histopathologic  changes  of  hemor- 
rhagic necrosis  are  found  in  the  liver, 
kidneys,  brain,  pituitary  gland,  and 
placenta  of  these  patients  (2,3). 

The  first  such  case  of  liver  rup- 
ture in  pregnancy  was  reported  in 
1844  by  Abercrombie  (4,5).  The  pa- 
tient was  a 35-year-old  multigravida 
who  tightened  a silk  handkerchief 
around  her  abdomen  for  “gastrody- 
nia”  until  “it  made  me  fear  some  in- 
jury.” Labor  ensued,  the  patient  col- 
lapsed 50  minutes  postpartum,  and 
she  died  within  26  hours.  At  autop- 
sy, two  lacerations  of  a mottled  soft 
liver  with  hemoperitoneum  were 
found.  More  than  130  cases  of  hep- 


atic rupture  in  toxemia  of  pregnancy 
have  been  reported  (6). 

The  fetal  and  maternal  mortality 
rate  has  been  as  high  as  60%  in  the 
past  (7,5).  Termination  of  pregnancy 
is  now  recognized  as  the  only  defini- 
tive treatment  because  this  condition 
is  believed  to  be  solely  related  to 
preeclampsia  (5). 

CASE  PRESENTATIONS 
Patient  l 

Our  first  patient  was  a 31 -year-old 
woman,  gravida  2,  para  1,  admitted 
at  term  with  preeclampsia.  Her 
blood  pressure  was  170/140  mm 
Hg.  She  had  3+  proteinuria  and  dif- 
fuse edema.  Her  previous  pregnancy 
was  uncomplicated. 

Labor  was  induced,  and  the  pa- 
tient had  a normal  vaginal  delivery 
with  a term  infant.  During  the  post- 
partum period,  she  became  more 
profoundly  hypertensive.  She  was 
treated  with  infusions  of  magnesium 
sulfate  and  hydralazine  hydrochlo- 
ride ( Apresoline).  Approximately  6 
hours  after  delivery,  she  developed 
intense  epigastric  and  right  upper- 
quadrant  abdominal  pain.  Her  blood 


Fig  1.  Preoperative 
CT  scan  shows  in- 
trahepatic  and  sub- 
capsular hemor- 
rhage in  right  lobe 
of  liver. 
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Fig  2.  Two  portal 
triads  in  the  center 
with  fibrin  throm- 
bi (darker  areas) 
filling  adjacent  ve- 
nous sinusoids 
(Trichrome,  x 20). 


Fig  3.  Hemorrhag- 
ic liver  necrosis  on 
the  right  in  con- 
trast to  normal  liv- 
er on  the  left 
(Trichrome,  x 20). 


pressure  fell  to  80  mm  Hg  systolic. 
Hemoglobin  fell  from  125  g/L  at  ad- 
mission to  100  g/L.  She  said  that  the 
pain  was  relieved  after  she  experi- 
enced a popping  sensation  in  the 
right  upper  abdomen.  An  ultrasound 
of  the  gallbladder  demonstrated  no 
gallstones.  A parenchymal  defect  in 
the  liver  was  suspected,  and  fluid  ap- 
peared to  be  present  within  the  ab- 
dominal cavity.  A computed  tomo- 
graphic (CT)  scan  of  the  abdomen 
demonstrated  a parenchymal  abnor- 
mality of  the  right  lobe  of  the  liver 
with  intrahepatic  and  subcapsular 
hematomas  and  a large  amount  of  in- 
tra-abdominal fluid  (Fig  1). 

The  patient  was  taken  to  the  op- 
erating room  for  exploratory  laparo- 
tomy. During  the  operation,  she  was 
found  to  have  approximately  3 L of 
blood  within  the  abdominal  cavity. 
A large  subcapsular  hematoma  had 
ruptured.  Because  of  diffuse,  contin- 
ued bleeding  from  the  right  lobe  of 
the  liver,  a right  hepatectomy  was 
performed.  Total  estimated  blood 
loss  was  7.4  L.  She  was  given  9 units 


of  packed  red  blood  cells,  2 units  of 
fresh  frozen  plasma,  and  14  units  of 
platelets.  Her  preoperative  pro- 
thrombin time  and  activated  partial 
thromboplastin  time  (APTT)  were 
13.9  sec  and  32.7  sec,  respectively. 
After  surgery,  they  rose  to  16.8  sec 
and  38.8  sec.  Creatinine  was  106 
prnol/L.  Fibrin  split  products  were 
greater  than  0.04  g/L,  fibrinogen 
was  2.2  g/L,  aspartate  aminotrans- 
ferase (AST)  was  1027  U/L,  alanine 
aminotransferase  (ALT)  was  521 
U/L,  lactate  dehydrogenase  (LDH) 
was  1391  U/L,  alkaline  phosphatase 
was  239  U/L,  and  total  bilirubin  was 
22  pmol/L.  Postoperative  hemo- 
globin was  71  g/L.  Platelet  count 
was  60  x 109/L. 

Pathological  examination  of  the 
liver  revealed  periportal  fibrin 
thrombi  filling  the  venous  sinusoids 
(Fig  2).  Hemorrhagic  necrosis  is  seen 
in  Fig  3. 

The  patient’s  hypertension  was 
controlled  during  the  immediate 
postoperative  course  with  infusion 
of  sodium  nitroprusside  (Nipride). 


She  did  ooze  from  her  drains  during 
the  first  24  hours  after  surgery  and 
required  another  four  units  of 
packed  red  blood  cells.  On  the  sec- 
ond postoperative  day,  her 
hemoglobin  stabilized,  and  she  re- 
quired no  further  blood  transfusion. 

After  surgery,  she  improved  grad- 
ually but  began  to  run  a low-grade 
fever.  A CT  scan  on  the  13th  post- 
operative day  revealed  a right  subdi- 
aphragmatic  hematoma  (Fig.  4).  On 
the  16th  day,  she  was  taken  back  to 
the  operating  room  where  this 
hematoma  was  evacuated.  She  sub- 
sequently did  quite  well  and  was  dis- 
charged on  the  24th  day.  Her  liver 
profile  eventually  returned  to  nor- 
mal, and  she  has  had  no  further 
problem  since  that  time.  Her  blood 
pressure  has  remained  normal  with- 
out treatment,  and  she  chose  not  to 
have  more  children. 

Patient  2 

Our  second  patient  was  a 28-year- 
old  white  woman,  gravida  2,  para  1, 
who  was  38  weeks  pregnant.  She 
awoke  at  3:30  AM  on  the  date  of  ad- 
mission with  severe  epigastric  pain 
radiating  into  both  shoulders.  Her 
prior  pregnancy  had  been  uncompli- 
cated, but  her  blood  pressure  had 
been  mildly  elevated  in  the  past 
week.  At  the  time  of  admission,  the 
patient  was  hypertensive  with  pro- 
teinuria and  ankle  edema.  An  ultra- 
sound examination  of  the  gallblad- 
der performed  because  of  the  severe 
epigastric  and  right  upper-quadrant 
abdominal  pain  showed  no 
gallstones.  Serum  liver  profile 
showed  the  AST  and  ALT  to  be  ele- 
vated at  about  250  U/L.  Leukocyte 
count  was  9.0  x 109/L,  and  a radio- 
graph of  the  chest  showed  no  free 
air  under  the  diaphragm.  Serum 
fibrinogen,  platelet  count,  and  pro- 
thrombin time  were  normal. 
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Fig  4.  A right  sub- 
diaphragmatic 
hematoma  with 
drains  in  its  center. 
Regeneration  by 
left  lobe  of  liver  is 
evident. 


Fig  5.  Liver  CT  shows  resolving  bilobar  hemorrhage  or  infarction  1-month  postpartum. 


The  patient  was  treated  with  hy- 
dralazine hydrochloride  (Apresoline) 
and  magnesium  sulfate.  Because  of 
early  fetal  distress  and  worsening 
epigastric  pain,  she  was  taken  to  the 
operating  room  that  evening  for  ce- 
sarean section.  Before  surgery,  the 
epigastric  pain  was  thought  to  be 
secondary  to  liver  edema,  and  this 
was  confirmed  at  laparotomy.  The 
liver  was  seen  and  felt  to  be  edema- 
tous and  taut  without  evidence  of 
subcapsular  hematoma  or  rupture  or 
isolated  lesion. 

She  did  well  postoperatively  but 
continued  to  require  antihypertensive 
therapy.  On  the  third  postpartum 
day,  the  epigastric  and  shoulder  pain 
recurred,  and  her  hematocrit  fell  from 
34%  to  23%.  Coagulation  studies 
were  normal  except  for  platelet  count 
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of  121  x 104/L.  A liver  scan  showed 
multiple  defects,  and  a CT  scan 
showed  hemorrhage  or  necrosis  in  the 
anterior  and  superior  halves  of  both 
lobes  of  the  liver.  The  patient  received 
a transfusion  and  was  observed  in  the 
intensive  care  unit. 

She  had  no  further  evidence  of 
bleeding,  and  follow-up  CT  scans 
prior  to  discharge  on  the  12th  post- 
operative day  showed  slight  decrease 
in  size  of  the  liver  lesion.  Her  liver 
function  studies  returned  to  normal. 

She  required  antihypertensive 
therapy  for  the  next  2 months.  Oc- 
casional episodes  of  shoulder  and 
epigastric  pain  resolved.  Laparo- 
scopic tubal  ligation  was  done  at  6 
months  postpartum.  A follow-up 
CT  scan  at  1 month  showed  a de- 
creasing water-density  lesion  of  the 
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dome  and  anterior  right  and  left 
lobes  (Fig  5).  A CT  scan  at  10 
months  showed  only  a 4-cm  residual 
at  the  dome  of  the  liver.  The  patient 
remains  asymptomatic.  Her  infant 
has  done  well,  despite  intrauterine 
growth  retardation,  which  required 
several  weeks  hospitalization. 

Patient  3 

Our  third  patient  was  a 31 -year-old 
gravida  1,  white  woman  who  was 
admitted  in  the  35th  week  of  preg- 
nancy. She  had  a 2-week  history  of 
epigastric  and  intrascapular  back 
pain,  worsening  and  associated  with 
nausea  and  vomiting  in  the  2 days 
prior  to  admission.  She  had  no  histo- 
ry of  hypertension,  but  a recent  10- 
pound  weight  gain  had  been  noted. 

At  the  time  of  admission,  she  was 
found  to  be  hypertensive  (blood 
pressure  150/95  mm  Hg)  with 
marked  tenderness  along  the  liver 
edge  in  the  upper  midabdomen  and 
with  edema.  Urinalysis  showed  pro- 
teinuria. Ultrasound  examination  of 
the  abdomen  revealed  no  gallstones 
but  an  abnormal  mottled  appear- 
ance of  the  liver  substance  (Fig  6). 
The  AST  was  539  U/L,  total  biliru- 
bin was  58  pmol/L,  and  conjugated 
bilirubin  was  50  |imol/L.  Her  LDH 
also  rose  from  300  U/L  to  500  U/L. 
The  hematocrit  was  stable,  but 
platelets  fell  from  72  x 109/L  to  54  x 
109/L.  Other  coagulation  studies  re- 
mained normal.  Red  blood  cell 
anisocytosis  and  polychromasia 
were  noted. 

We  believed  that  this  patient  had 
hemorrhagic  infarction  of  the  liver 
associated  with  preeclampsia  and 
would  best  be  treated  by  termination 
of  the  pregnancy.  When  the  ab- 
domen was  opened  for  cesarean  sec- 
tion, no  free  blood  was  noted.  Pal- 
pation of  the  right  lobe  of  the  liver 
yielded  a somewhat  edematous, 
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Fig  6.  Normal  gall- 
bladder is  seen  at 
right.  At  left,  liver 
shows  abnormal 
mottled  appear- 
ance. 


Fig  7.  Preoperative 
sonogram  shows 
subcapsular 
hematoma  at  up- 
per right  (arrows). 


slightly  nodular  feel  that  suggested 
acute  changes.  A CT  scan  performed 
on  the  fourth  postpartum  day 
showed  the  liver  had  returned  to 
normal.  The  serum  liver  profile  val- 
ues improved  markedly  in  the  next 
few  days  and  were  completely  nor- 
mal 1 month  later.  The  patient  did 
not  require  antihypertensive  therapy 
postpartum. 

She  was  discharged  after  6 days 
with  a healthy  infant  and  has  con- 
tinued to  do  well.  She  has  not  had  a 
subsequent  pregnancy  though  her 
gynecologist  feels  it  would  probably 
be  safe. 

Patient  4 

Our  fourth  patient  was  a 33-year- 
old  black  woman,  gravida  2,  para  1, 
and  22  weeks  pregnant.  She  was  ad- 
mitted with  acute  abdominal  pain  in 
the  right  upper  quadrant.  Her  first 
pregnancy,  14  years  earlier,  had  been 
complicated  by  severe  preeclampsia 
with  delivery  at  7 months.  She  had 
been  on  antihypertensive  medica- 
tions prior  to  and  during  the  current 


pregnancy  — most  recently,  methyl- 
dopa  (Aldomet)  0.5  g four  times  a 
day.  Proteinuria  had  been  noted  pri- 
or to  admission,  and  the  patient  had 
been  on  bed  rest  for  2 days. 

Admission  examination  revealed 
marked  abdominal  tenderness  in  the 
right  upper  quadrant,  a uterus  of  22- 
week  size,  a blood  pressure  of 
200/120  mm  Hg,  mild  edema,  and  a 
fetal  heart  rate  of  160  beats  per 
minute.  A sonogram  showed  a nor- 
mal gallbladder  but  a probable  sub- 
capsular  hematoma  of  the  liver  (Fig 
7).  Fetal  heart  rate  was  noted  to  drop 
to  20  beats  per  minute  during  this  ex- 
amination, and  the  mother  was  taken 
promptly  to  the  operating  room.  Ap- 
proximately 2 L of  blood  was  found 
in  the  peritoneal  cavity,  and  a still- 
born infant  was  delivered.  The  mid- 
line incision  was  extended  up  to  the 
xiphoid,  and  a large  subcapsular 
hematoma  of  the  superior  surface  of 
the  right  lobe  was  noted  with  anterior 
rupture  of  the  capsule.  The  liver  was 
mobilized  and  the  hematoma  debrid- 
ed.  Only  a minimal  ooze  from  the  liv- 


er surface  and  no  gross  rents  or  neo- 
plasms were  noted.  Four  units  of  red 
blood  cells  and  two  units  of  fresh 
frozen  plasma  were  given.  Two 
Abramson  and  two  Penrose  drains 
were  used;  they  were  removed  slowly 
over  the  next  10  days.  Multiple  in- 
farcts were  found  in  examination  of 
the  placenta.  Preoperative  studies 
showed  the  following  values:  AST, 
2090  U/L;  ALT,  1268  U/L;  LDH, 
2654  U/L;  and  total  bilirubin,  32 
pmol/L.  Her  total  bilirubin  rose  to  44 
pmol/L  the  next  day,  and  liver  func- 
tions gradually  returned  to  almost 
normal  over  the  next  10  days.  Her 
platelet  count  fell  from  189  x 109/L 
to  66  x 109/L  and  then  returned  to 
normal.  The  APTT,  fibrinogen,  and 
fibrin  split  products  were  normal. 
Hepatitis  screen  was  negative. 

The  patient’s  postoperative 
course  was  complicated  by  contin- 
ued severe  hypertension  and  acute 
tubular  necrosis.  The  creatinine  rose 
to  628  |imol/L  on  the  third  postop- 
erative day  hut  fortunately  resolved 
without  dialysis.  She  was  discharged 
on  the  11th  postoperative  day  on 
Catapres  and  Inderal  and  continues 
to  require  antihypertensive  medica- 
tions. A sonogram  of  her  liver  per- 
formed 2 months  later  showed  no 
abnormalities.  She  elected  subse- 
quently to  have  a tubal  ligation. 

DISCUSSION 

Symptoms 

Patients  with  hepatic  necrosis  or 
rupture  are  usually  about  30  years 
old  and  multiparous  (8).  They  differ 
from  the  usual  toxemic  patient  who 
is  either  very  young  or  older  than  35 
years  and  is  in  her  first  pregnancy 
(9).  They  almost  invariably  present 
with  abdominal  pain  of  the  epigas- 
trium or  of  the  right  upper  quad- 
rant, often  radiating  to  the  right 
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subcapsular  area,  as  in  cholecystitis. 
Involvement  of  the  dome  of  the  liver 
may  cause  diaphragmatic  irritation 
and  referred  pain  to  the  shoulder,  as 
in  patient  2.  The  pain  is  usually 
quite  severe,  much  more  so  than  ab- 
dominal palpation  would  suggest, 
and  is  only  minimally  relieved  by 
narcotics.  This  pain  is  often  accom- 
panied by  nausea  and  vomiting  (10). 
These  women  are  toxemic  by  defini- 
tion, but  the  symptoms  of  liver  dam- 
age may  rarely  precede  those  of 
preeclampsia.  A palpable  mass  may 
indicate  a subcapsular  hematoma. 
Sudden  hypotension  would  indicate 
rupture  of  the  hematoma  and  bleed- 
ing from  the  hepatic  parenchyma. 
Placental  abruption  has  often  been 
considered  at  this  point  (11). 

Diagnosis 

The  most  expedient  method  of  diag- 
nosis, second  only  to  clinical  aware- 
ness in  the  acute  situation,  is  sono- 
graphic examination  of  the  liver 
(12).  Sonography  is  often  used  be- 
cause the  symptoms  suggest  gall- 
bladder disease,  as  in  our  four  pa- 
tients. A subcapsular  hematoma  or 
an  abnormal  mottled  appearance  of 
the  liver  may  be  thus  detected.  Con- 
currently, ultrasound  evaluation  of 
the  fetus  is  conducted.  Computed 
tomographic  evaluation  of  the  liver 
better  defines  the  liver  aberration 
but  may  not  be  applicable  during 
the  acute  phase  of  the  illness.  Com- 
puted tomography  is  most  often 
used  postpartum,  but  claim  is  made 
for  its  safety  with  proper  shielding 
after  7 weeks  gestation  (13).  Ra- 
dionuclide scanning  with  technetium 
99m  or  hepatobiliary  iminodiacetic 
acid  (HIDA)  may  be  useful  in  the 
postpartum  patient  (13,14). 

The  hematocrit  may  be  expected 
to  drop  some  from  intrahepatic 
hemorrhage  or  hemolysis  (microan- 
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giopathic  hemolytic  anemia),  but  a 
precipitous  drop  may  indicate  hepat- 
ic rupture  (15,16).  In  traumatic  liver 
injuries,  the  rupture  is  the  cause  of 
the  hemorrhage.  In  these  cases,  the 
hemorrhage  is  the  cause  of  the  rup- 
ture (5).  The  coagulation  profile  of- 
ten shows  thrombocytopenia  and 
prolonged  prothrombin  time.  Some- 
times hypofibrinogenemia  and  ele- 
vated fibrin  split  products  evidence 
disseminated  intravascular  coagula- 
tion. These  abnormalities  usually  re- 
turn to  normal  soon  after  delivery. 
The  serum  liver  profile  shows  char- 
acteristic changes.  Values  for  AST 
and  ALT  are  usually  elevated  from 
200  U/L  to  over  2000  U/L  and  are 
felt  to  be  the  most  sensitive  tests. 
Lactate  dehydrogenase  elevation  of- 
ten mimics  the  transaminases,  and 
total  bilirubin  elevations  are  mild 
(up  to  51  pmol/L)  (10). 

Peritoneal  lavage  has  been  used 
to  detect  hepatic  ruptures  (14).  Per- 
cutaneous liver  biopsy  is  not  often 
performed  because  of  the  associated 
coagulopathy  and  would  probably 
not  provide  information  to  help 
with  immediate  treatment.  Open  liv- 
er biopsy  may  be  needed  to  exclude 
other  problems  not  related  to  preg- 
nancy. Amebic  abscess,  hepatoma, 
hemangioma,  and  hepatic  adenoma 
have  all  been  reported  and  should  be 
considered  in  the  differential  diagno- 
sis of  hepatic  rupture  during  preg- 
nancy (17).  The  HELLP  Syndrome 
(Hemolysis,  Elevated  Liver  En- 
zymes, and  Low  Platelet  count)  de- 
scribed by  Weinstein  in  1982  is  con- 
sidered a symptom  of  severe 
preeclampsia  and  is  probably  closely 
related  to  those  patients  with 
preeclamptic  hemorrhagic  infarction 
(15,16).  Similarly,  acute  fatty  liver 
of  pregnancy  must  be  considered  as 
another  liver  disorder  probably  re- 
lated to  preeclampsia  (15,18,19).  A 
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spectrum  of  liver  disease  seems  to  be 
associated  with  toxemia  (20). 

Pathophysiology 

The  mechanisms  of  liver  injury  asso- 
ciated with  preeclampsia  have  been 
studied  extensively,  but  the  precise 
etiology  remains  unknown  (3). 
Histopathologic  examination  of  the 
liver  reveals  periportal  sinusoidal 
fibrin  thrombi  with  varying  degrees 
of  associated  necrosis  of  hepatocytes 
(2).  These  thrombi  may  result  in 
hemorrhagic  infarction  at  multiple 
sites.  If  allowed  to  progress,  they 
may  coalesce  and  lead  to  subcapsu- 
lar hematoma  and,  possibly,  rupture 
of  Glisson’s  capsule  (8).  These 
hematomas  usually  occur  on  the  an- 
terior-superior surface  of  the  right 
lobe  with  rupture  at  the  anterior-in- 
ferior margin.  Minor  trauma,  such 
as  transferring  a patient,  labor,  vom- 
iting, convulsions,  or  that  induced 
by  Abercrombie’s  patient,  has  often 
been  implicated  in  the  etiology  of 
liver  rupture.  That  these  events 
would  not  damage  a normal  liver 
but  might  well  rupture  a diseased 
liver  has  been  suggested  (8). 

McKay  feels  that  liver  disease  in 
toxemia  is  secondary  to  disseminat- 
ed intravascular  coagulation.  He 
supports  his  findings  by  pointing  out 
the  histologic  findings  described 
above,  consumptive  coagulopathy, 
signs  and  symptoms,  microangio- 
pathic hemolysis,  and  a favorable  re- 
sponse to  heparin  (21).  Some  investi- 
gators think  that  the  hepatic 
reticuloendothelial  system  may  have 
been  sensitized  by  a prior  pregnancy 
and  is  thus  blocked  from  phagocy- 
tizing  fibrin  (22).  The  liver  lesion  has 
been  compared  to  the  Schwartzman 
phenomenon  and  has  been  repro- 
duced as  an  experimental  model 
(21,23,24). 

In  1986,  Rolfes  and  Ishak  from 
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the  Armed  Forces  Institute  of 
Pathology  published  the  most  com- 
prehensive pathologic  review  of  this 
condition  to  date  (3).  They  propose 
that  it  is  most  likely  secondary  to 
segmental  vasospasm.  This  would 
result  in  arteriolar  endothelial  dam- 
age, platelet  and  fibrin  deposition, 
and  a consumptive  coagulopathy.  Is- 
chemic liver  cell  necrosis  and  in- 
creased vascular  pressure  behind  the 
vascular  obstruction  would  lead  to 
hemorrhage  (3,18). 

Treatment 

The  most  critical  aspect  of  treatment 
in  this  condition  is  termination  of 
the  pregnancy.  Only  then  can  the 
toxemic  damage  to  the  liver  be  re- 
versed. Whether  to  terminate  by 
vaginal  delivery  or  cesarean  section 
depends  upon  the  judgment  of  the 
attending  obstetrician  and  the  acute- 
ness of  the  situation.  Approximately 
15%  of  cases  of  liver  rupture  occur 
in  the  puerperium  (5). 

Selected  cases  may  not  require  la- 
parotomy and  the  liver  changes  will 
resolve  as  documented  by  liver  func- 
tion tests  and  radiography  (7,13). 
Close  attention  must  be  given  to 
controlling  the  hypertension  both 
before  and  after  delivery  (19).  The 
coagulopathy  should  be  corrected 
usually  with  fresh  frozen  plasma  and 
platelets  (8).  Blood  replacement  may 
be  necessary  to  correct  hypovolemia 
and  anemia  (7).  Transcatheter 
embolotherapy  or  arteriographic 
embolization  with  absorbable 
gelatin  sponge  (Gelfoam)  for  treat- 
ment of  a ruptured  toxemic  liver  has 
been  used  successfully  (14).  The  first 
surviving  patient  after  nonoperative 
treatment  of  liver  rupture  involved 
the  use  of  a gravity  suit  (8). 

Many  cases  of  preeclamptic  liver 
damage  may  require  cesarean  sec- 
tion, as  did  our  last  three  patients. 


At  the  time  of  laparotomy,  the  liver 
may  be  inspected  by  a general  sur- 
geon. In  early  cases  without  rupture, 
careful  monitoring  may  be  indicated 
as  in  our  patients  2 and  4.  Evidence 
of  rupture  with  free  intraperitoneal 
bleeding  would  call  for  evacuation 
of  the  hematoma  (8).  Hemostasis 
should  call  for  the  simplest  treat- 
ment possible,  rarely  necessitating 
debridement  or  resection  as  in  pa- 
tient 1 (5).  Bleeding  points  may  be 
controlled  with  suture  ligation  or 
metal  clips  (25).  In  some  patients, 
the  consistency  of  the  liver  is  such 
that  large  mattress  sutures  would  be 
ineffective  (11).  Hemostatic  agents 
such  as  oxidized  regenerated  cellu- 
lose (Surgicel)  or  Avitene  may  be 
helpful  (6,22).  Digital  compression 
of  the  hepatic  artery  and  portal  vein 
via  the  Pringle  maneuver  may  pro- 
vide temporary  relief  from  heavy 
bleeding.  Compression  of  the  liver 
or  even  packing  of  the  liver  with 
subsequent  reexploration  may  be  re- 
quired (6,26).  The  omentum  may 
serve  as  a pack  and  an  internal  drain 
(11).  Hepatic  artery  ligation  has 
been  used  successfully  (26). 

Prognosis 

In  1976,  Bis  and  Waxman  reported 
a maternal  and  fetal  mortality  rate 
of  about  60%  (5).  Since  that  time, 
better  awareness  and  treatment  seem 
to  have  markedly  improved  the 
prognosis.  Our  review  of  eight  re- 
cent case  reports  shows  only  a 5% 
maternal  and  25%  fetal  mortality 
rate  (6,7,12-14,22,25,26).  In  our 
four  cases,  all  of  the  mothers  lived 
and  only  one  of  the  neonates  died. 

The  question  of  the  danger  of 
subsequent  pregnancy  must  be  indi- 
vidualized. Obstetricians  do  not  con- 
sider toxemia  to  be  a contraindica- 
tion to  further  pregnancy  in  general 
(9,19).  However,  some  authorities 
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do  not  agree  (18).  Multiparous 
women  with  eclampsia  have  been 
shown  to  have  a higher  fatality  rate 
with  subsequent  pregnancies,  as  op- 
posed to  the  usual  patient  (9).  Pa- 
tients who  have  repeated  or  continu- 
ing problems,  such  as  our  patient  4, 
with  prior  preeclampsia  and  persis- 
tent hypertension,  would  be  wise 
not  to  become  pregnant  again.  The 
life-threatening  experiences  of  a rup- 
tured liver  would  surely  affect  a cou- 
ple’s decision  regarding  future  preg- 
nancies. Three  of  our  patients  have 
elected  sterilization  procedures  after 
recovery.  Patient  3 is  our  mildest 
case,  and  her  obstetrician  feels  that 
future  pregnancies  would  be  reason- 
able. She  is  now  1-year  postpartum 
and  has  not  become  pregnant  again. 
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HealthFind  lets  you 
sashay  through  up  to  50 
practice  opportunities  in 
the  prettiest  parts  of  the 
state,  all  in  one  weekend. 
Each  practice  opportunity 
is  unique,  and  each  one 
needs  your  good  primary 
care.  If  you’re  interested 
in  partnering  with  a rural 
community,  give  us  a call. 

Sat.  & Sun.,  April  24  & 25 
Stouffer  Hotel,  Austin 
Register  by  Friday,  April  9 
by  calling  (512)  479-8891 


Fee:  $30  for  resident  physicians 
$75  for  practicing  physicians 
Includes  hotel  room,  most  meals 
for  two  days,  and  child  care 

HealthFind  is  a program  of  the 

Center  for  Rural 


Optimizing  invest- 
ment returns 
and  minimizing 
administrative  costs 
of  professional 
retirement  plans. 

Dyer,  Robertson  & 
Lamme  provides  a 
customized  portfolio 
to  fit  your  invest- 
ment objectives, 
and  counsel  to 
reduce  costs  through 
simplified  admin- 
istration. For  an 
assessment  of  your 
plan,  call  us. 


DYER, 

ROBERTSON 
& LAMME 

An  Independent  Trust 
Company  and 
Investment  Advisor 

1001  Fannin,  Suite  4400 
Houston,  Texas  77002 
71  3-951  -9399 


TEXAS  MEDICAL  ASSOCIATION 


Texas  Vkysicians’ 
Directory 


Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual, 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  sumatriptine,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


WILLIAM  C.  GRATER  M.D.  ASSOCIATED 

DIAGNOSIS  & TREATMENT  OF  ALLERGIC  AND  IMMUNOLOGIC  DISEASES 
Our  39th  year  Preston  Center 

8226  Douglas  Avenue,  Suite  520,  Dallas  Texas  75225  (214)  363-5231 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Intra-Spinal  Opiates 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

Alan  Tonnesen,  MD 
Acting  Director 

ROBERTA.  FINNEGAN,  MD 
Coordinator,  Outpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Carmine  U.  lacono,  Ph.D 

Assistant  Director  Assistant  Director 

Medical  Services  Psychological  & Related  Services 


Dermatology 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


General  Surgery 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 

Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 
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Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas,  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 


Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 

2001  N.  MacArthur  Boulevard, 


Donald  M.  Mauldin,  MD 
James  B,  Montgomery,  MD 
Charles  E,  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders.  MD 
Marvin  E.  Van  Hal,  MD 


i,  Irving,  TX  75061,  214-254-8000 


Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD 


4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 


Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 


9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 
Charles  Mitchell,  MD  L.  T.  Johnson,  MD 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1-800-44REHAB 


Psychiatry 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 

WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  inpatient  and  outpatient  rehabilitation  and 
electrodiagnostic  evaluation  for  adults  and  children. 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800-792-9276,  210-672-6592 

Larry  Browne,  MD,  Medical  Director 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229 
800-741-6321,  210-616-0100 

Alex  Willingham,  MD,  Medical  Director 

Corpus  Christi:  2606  Hospital  Blvd,  8th  Floor 
Corpus  Christi,  Texas  78405  512-888-4458 

Joel  Joselevitz,  MD,  Medical  Director 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 

3450  Wheatland  Road,  Suite  110,  Dallas,  Texas  75237;  (214)  296-6371 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 
EDWARD  M.  BENDER,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246:  214  827-3890 
Hours  by  Appointment 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


84 


TEXAS  MEDICINE 


VOLUME  89  NO.  3 


MARCH  1993 


TWCC  MEDICAL  EVALUATION  FORMS 

SOFTWARE  NOW  AVAILABLE 

MSS  Forms  Generator  Software 


• Includes  Forms  61,  64,  69 

• Easy  to  learn  and  use 

• Compatible  with  pre-printed  Forms 


• Maintain  a database  of  information 

• Retrieve,  edit,  delete,  and  print  any 
of  the  stored  information 


SAVE  TIME,  REDUCE  ERRORS,  SIMPLIFY  YOUR  REPORTING  TASKS. 
AND  DO  IT  FOR  THE  UNBELIEVABLE  PRICE  OF 


$99.00 

NEED  WE  SAY  MORE? 


CREDIT  CARD  ORDERS  CALL: 
Medical  Software  Strategies.  Inc. 
(617)599-9887 

Master  Card  and  VISA  card  accepted 


MAIL  ORDERS: 

Personal  or  Company  check 
Medical  Software  Strategies,  Inc. 
154  Lynn  way.  Suite  02C 
Lynn,  Massachusetts  01902  -3446 


The  Physician  Oncology  Education  Program 

The  Texas  Medical  Association's  Physician  Oncology  Education  Program  is  designed  to  enhance  the 
role  of  primary-care  physicians  in  communicating  cancer  prevention,  screening  and  early  detection. 
The  P.O.E.P.  is  funded  by  the  Texas  Cancer  Council,  all  materials  and  services  are  FREE  OF 
CHARGE  to  Texas  physicians. 

^ Speakers  Bureau 

Provides  speakers  on  cancer  education. 

Funding 

Provides  funding  for  cancer  education  programs. 

Provides  funding  for  physician  scholarships. 

♦ Resources 

Cancer  education  modules:  breast,  cervical,  colorectal,  head  & neck,  lung,  prostate 
and  skin  cancers. 

Core  Curriculm  Objectives 
Smoking  Cessation  Counseling 
Core  Cancer  Library 
Kids  'N  Docs  Talk 

Breast  and  cervical  screening  pocket  guide 
Smoking  cessation  pocket  guide 


For  an  order  form  or  information: 


P.O.E.P. 

401  W.  15th  Street 
Austin,  TX  78701-1680 
1*800»880*1300  Ext  1672 


Funded  by 
The  Texas  Cancer  Council 


TEXAS  MEDICAL  ASSOCIATION 


Classified  Directory 


OPPORTUNITIES 

AVAILABTE 

Anesthesiology 

Anesthesiology  Residency  — Busy,  academically  oriented 
department  with  positions  available.  Good  academic 
credentials  and  must  have  completed  clinical  base  year 
requirements.  Effective  July  1,  1993,  at  the  CA-1  level. 
Delightful  community  within  driving  distance  of  skiing, 
etc.  Contact  Edward  Wilson,  MD,  Residency  Program 
Coordinator,  or  Gabor  Racz,  MD,  Professor  and  Chair- 
man, Department  of  Anesthesiology,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79430,  (806) 
743-3112,  FAX  (806)  743-2984.  Texas  Tech  University 
and  Texas  Tech  University  HSC  are  equal 
opportunity/affirmative  action  employers. 

Blood  Banking 

American  Red  Cross  Southwest  Region 
Blood  and  Tissue  Services 

Professional  opportunity  in  fastpaced/pro- 
gressive environment.  Multi-state  operation, 
headquartered  in  Tulsa,  OK.  Graduate  of 
LOME  approved  medical  school;  certification/ 
eligibility  in  Hematology,  Pathology  or  Blood 
Banking. 

Paid  Malpractice  ♦ Full  Service  Support  Staff 
Competitive  Compensation  ♦ Relocation  Assistance 

Fax  CV  to  Human  Resources  Manager 

(918)  831-1134;  call  (918)  831-1165. 

EOE  M/F/H/V 


Cardiology 

Non-invasive  cardiologist  with  or  without  Internal 
Medicine  needed  to  join  similar  practice  located  45 
miles  from  Dallas  on  Interstate  30.  Excellent  benefits 
with  easy  terms  and  early  partnership.  Send  CV  c/o 
Texas  Medicine,  Ad  Box  801,  401  W.  15th  St,  Austin, 
TX  78701. 


Emergency  Medicine 


Colorado  Springs,  Colorado 


Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  net- 
work located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part- 
time  BC/BE  MD's  to  come  enjoy  the  good  life. 
Four  days  per  week-NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  ben- 
efits package,  including:  Malpractice  insurance, 
CME  benefits,  vacation,  and  health  benefits  plan. 
Please  send  CV  to  Robert  S.  Hamilton,  MD, 
4520  Northpark  Dr.,  Colorado  Springs,  CO 
80918,  or  call  Susie  Pearce  at  719/527-2959. 


Needed;  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


EMERGENCY  CARE 


Emergency  Physician  Practice  Opportunities 
Available  in  The  Following  Area & 

♦ Houston  t Dallas  » Lufkin,  Texas 

» Pasadena,  Texas  * Corpus  Christ!,  Texas 

t Cleveland,  Texas-  * Jonesboro  I searey*  Arkansas 

Medical  Networks  has  exeeilefit  career  and  papMlrne  ppae- 
tiee  opportunities  available  for  physicians  experieftced  in 
emergency  medicine.  In  addition  to  paid  tiM/SjM  prefer 
sionai  liability  insurance,  our  attractive  compensation 
packages  range  up  to  $250,000  plus  annually  . Hourly  rate 
plus  incentive  packages  available. 

Set  our  classified1  ads  in  this  issue  for  more  details,,  or 
contact: 

Physician  Resources  Department 
Medical  Networks,  Inc. 

P.O;  Box  4448 
Houston,  Texas  772104448 


In  Houston  call:  Outside  Houston 

(715)  446-9696  (800)  231-0225 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


Emergency  Medicine 


Texas,  Lubbock:  Career  Emergency  Medicine 
Opportunity  The  University  Medical  Center,  a 
Level  I trauma  center,  needs  emergency  physicians 
to  provide  services  in  the  45,000  annual  patient 
volume  ED.  This  300-bed  teachmg  facility  has  an 
outstanding  in-house  resident  back-up  There  is 
double  and  triple  coverage,  including  12  hours  of 
pediatnc  coverage  The  nursing  staff  is  ACLS 
certified  EMS  base  station  with  Helipad  Enjoy 
the  quality  of  life  in  this  relaxed  academic 
community  Lucrative  remuneration  Malpractice 
insurance  can  be  procured  for  you  For  additional 
information,  call  or  send  CV  to:  Susan  Yarbro, 
Coastal  Emergency  Services  of  Dallas,  PA,  3010 
LBJ  Freeway,  Suite  500,  LBS43,  Dept.  SM,  Dallas, 
TX  75234  1-800-745-5402  or  214-484-5400. 


EMERGENCY 
MEDICINE 

Full  or  Part-time  Opportunities 

• Houston  - Dallas  • Hill  Country 

• Gulf  Coast  Area  • East  Texas 

Medicus  offers  to  qualified  physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• RELOCATION  ASSISTANCE 

• DIRECTORSHIPS 

TEXAS  MEDICUS,  P.A. 

10210  N.  Central  Expressway,  #310 
Dallas,  TX  75231 

1-800-755-3763  FAX  (214)  890-7846 


Family/General  Practice 


AUSTIN  AREA  OUT-PATIENT  CLINIC 

Enjoy  a country  practice  with  down-to 
earth,  loyal  patients  in  a practice 
with  strictly  controlled  hours.  Two 
well-established  family  practitioners, 
located  25  minutes  from  UT,  are 
seeking  a third  physician  for  out-patient 
practice.  Full  or  part-time  available, 
leading  to  a partnership  in  two  years  if 
desired.  Send  resume  to  209  E Second 
St,  Elgin,  TX  78621  or  call  512-285-3315, 
W.T.  Biel,  MD,  or  Ken  Sherman,  MD. 


HOUSTON,  TEXAS  -long  established  general  practice, 
including  free-standing  building,  7200  square  feet, 
adjacent  3.3  acre  lot,  X-Ray  and  lab,  in  northern 
outskirts  of  metropolis.  Serving  (3)  three  growing, 
small  towns  as  well  as  metropolitan  Houston;  35  miles 
from  cultural  amenities.  Excellent,  independent 
practice  opportunity  with  minimal  competition,  flexible 
terms  and  minimal  financial  layout,  for  an  all  round 
experienced,  energetic  physician  to  reorganize  this 
underutilized  facility.  Call  or  write:  DOCTOR  at  (713) 
781-9062,  P.O.  Box  772003,  Houston,  Texas  77215. 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part- 
time,  weekdays,  weekends  to  staff  a free  standing  ur- 
gent care  center.  Remuneration  commensurate  with  ex- 
perience. Send  CV  and  application  to  Austin  Medicenter, 
c/o  Matthew  Zail,  M.D,  Medical  Director,  6343  Cameron 
Rd,  Austin,  TX  78723  or  call  512-467-2052. 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc.,  a fed- 
erally funded  community  health  center,  located  at  3 10 
W.  Oaklawn,  Pleasanton,  Texas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  at  512-569-2527. 
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Family  Practice  Opportunities 

Beaumont  - Two  practice  options  are  currently  available  in  Beaumont:  (1) 
Family  Practice  Associates  is  seeking  an  additional  member  for  their  extended 
hours,  walk-in  clinic  and  private  practice  or  (2)  a solo  Family  Practice  physician, 
who  will  provide  a generous  income  guarantee,  seeks  an  associate.  The  primary 
hospital  affiliation  is  with  a 250-bed  facility. 

Clear  Lake  - Practice  options  include:  (1)  The  Bay  Area  Family  Medicine 
Associates,  a five  physician  group,  is  seeking  a sixth  to  assist  with  their  second 
office  in  LaPorte;  (2)  a three  physician  group  in  League  City  is  seeking  to  add  an 
associate;  and,  (3)  a two  physician  group  in  Alvin  is  seeking  an  additional 
member.  The  Clear  Lake  area,  is  just  30  minutes  from  downtown  Houston.  The 
hospital  in  this  community  is  a 459-bed  full  service,  acute  care  hospital. 

Corpus  Christi  - A four  physician  group  of  Family  Physicians  is  seeking  an 
addition.  The  successful  candidate  will  receive  a competitive  first  year  salary 
with  partnership  negotiated  after  the  first  year.  Opportunities  are  also  available 
for  solo  practices  with  coverage  and  financial  assistance  available.  Serving  the 
community  is  a 271-bed  acute  care  facility. 

San  Antonio  - Practice  options  in  San  Antonio  include:  (1)  joining  a two 
physician  group  seeking  a third  for  their  busy  private  practice  or,  (2)  joining 
either  of  three  local  physician  groups  contracted  to  provide  physician  coverage 
for  Health  Plan  patients.  In  option  (2)  each  group  will  offer  different  contracts 
but  each  will  include  a base  salary,  incentive  compensation,  malpractice  and 
other  fringe  benefits.  In  option  (1)  hospital  affiliation  is  a 112-bed  facility. 

Dallas  - A board  certified  Family  Physician  practicing  in  the  north  Dallas  area  of 
Richardson  seeks  an  associate.  Primary  hospital  affiliation  is  a 555-bed  facility 
with  900  medical  staff  members  representing  over  60  specialties  and  located  in 
the  heart  of  Dallas’  fastest  growing  residential  and  commercial  area. 

Bryan-College  Station  - Practice  options  in  this  area  include:  (1)  to  join 
another  Family  Physician  in  a practice  which  will  provide  a salary  guarantee  and 
office  space  to  include  laboratory.  X-ray,  EKG  and  minor  procedures  room;  or 
(2)  to  work  with  a well-established  case  management  program  staffed  with  RN’s 
for  Occupation/Industrial  Medicine.  The  primary  hospital  affiliation  is  a 100- 
bed  facility. 

Please  forward  a copy  of  your  CV  to: 

Rita  Mullins 
Resource  Factor,  Inc. 

500  West  Main  Street,  P.O.  Box  740003 
Louisville,  KY  40201-7403 
Or  call  800/626-1590 
Fax  # (502)  580-1727 

There’s  no  fee  or  obligation  for  our  services.  EOE 


Houston  — Hospital-sponsored  purchase  of  retiring 
physician’s  practice.  Located  in  suburban  west.  For 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082:  800-933-0911. 

Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibilities 
optional.  $100,000+  per  year  including  salary  and  bene- 
fits. Please  send  CV  to  Gregg  Barfield,  PO  Box  10801, 
College  Station,  TX  77842,  or  call  409-696-6388. 


Exceptional  Family  Practice  Opportunities 


Excellent  financial  opportunity  exists  in 
Nacogdoches.  Texas  to  open  a solo  practice 
or  Join  an  existing  busy  practice.  A commu- 
nity of  over  30,000  with  a medical  service 
area  in  excess  of  80,000. 

ft  Excellent  net  income  guarantee  to  assist 
physician  with  start  up. 
ft  Opportunity  to  practice  full  range  of  family 
practice  skills  with  all  necessary  special- 
ists available  for  assistance, 
ft  Active  community  with  Stephen  F.  Austin 
State  University  as  a focal  point, 
ft  Diversified  economy  enables  the  commu- 
nity to  be  stable  and  economically  sound, 
ft  Exceptional  environment  to  raise  a family 
and  enjoy  the  out  doors. 

IJ Interested  please  contact  Kenneth  E.  Worley, 
FACHE.  Associate  Administrator  at 

(409)568-8582 

M 


Dallas  suburb  — Join  single  specialty  group  or  set  up 
solo  and  share  call.  Young,  fast-growing  community.  For 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082:  800-933-0911  or  713- 
531-0911. 

San  Antonio  — Primary  Care  group  needs  additional 
FP's  and  IM’s.  Compensation  includes  salary,  incentive 
pay,  and  full  benefits.  For  details,  contact  Practice  Dy- 
namics, 11222  Richmond,  Suite  125,  Houston,  TX 
77082;  800-933-0911  or  713-531-0911. 

Family  Practice  Physician  for  North  Central  Texas  commu- 
nity. Associate  with  board-certified  physicians  — mod- 
ern clinic  building  -70-bed  hospital.  Salary  guarantee 
— $120,000.  Obstetrics  not  required.  Contact:  Stan 
Schuermann,  800-332-8663. 

Family  Physician  needed  to  join  busy  solo  doctor  in  thriv- 
ing practice  very  near  San  Antonio.  Call  every  eight 
nights  at  modern  community  hospital  with  no  OB.  Area 
is  near  enough  to  city  to  enjoy  benefits  without  the 
problems.  Great  recreational  opportunities  nearby. 
Quality  schools  and  strong  family  lifestyle.  Send  CV  to 
Family  Physician,  7131  Woodhollow,  Suite  172,  Austin, 
Texas  78731.  (Not  a recruiter). 


NACOGDOCHES 

MEMORIAL  HOSPITAL 

YOUR  HOSPITAL  FOR  LIFE 


Family  Practice  — BE/BC  family  physician  needed  to  join 
with  4 other  family  practitioners  in  a thriving  practice  in 
Beaumont,  Texas.  Modern,  full-service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont.  TX  77707. 


Breckenridge  Family  Clinic  P.A.  is  looking  for  a new  asso- 
ciate immediately.  Terms  are  negotiable.  Prefer  board- 
certified  practitioner  with  dedication  to  and  interest  in 
rural  medicine.  Contact  W.E.  Prater,  MD,  at  817-559- 
7475  (Grad  UTMB  '84,  John  Peter  Smith  '87)  or  send 
CV  to  103  S Hartford,  Breckenridge,  TX  76424. 
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Internal  Medicine 


Locum  Tenens 


Fort  Worth , Texas 

BE/BC  Internist  — American  Trained  — Stable  10 
MDGroup  — Adding  7th  Internist  -Downtown  lo- 
cation - Salary  + Bonus  + Paid  Expenses  — Fee  for 
service  practice  — Mail  CV:  Administrator,  The 
Fort  Worth  Clinic,  1221  West  Lancaster  Av- 
enue, Fort  Worth,  TX  76102 


Gold  Mine  for  Internist  — Wanted,  aggressive  and  ener- 
getic physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures. 
Very  competitive  fee  for  service  income  available,  in- 
cluding benefits.  Salary  is  based  on  percentage  of  col- 
lections with  a base  salary  guarantee.  Send  CV  to  Nan- 
cy Bloomfield,  4010  College  St,  Suite  200,  Beaumont, 
TX  77707. 


INTERNAL  MEDICINE 


Aggressive,  energetic  internal  medicine  specialist 
needed  to  join  the  busy  practice  of  a general 
mtemist  with  subspecialty  in  HIV+/AIDS  Located 
on  The  Woman's  Center  Hospital  campus  in 
Houston,  the  practice  offers  a competitive  income 
and  benefits  package  with  outstanding  potential  for 
professional  growth  Partnership  potential 
Excellent  support  staff  Preferred  candidate  should 
be  BE/BC,  and  have  Texas  license  or  applied 
Submit  C V to  Physician  Support  Services,  HCA 
Medical  Center  Hospital,  8081  Greenbriar, 
Houston,  TX  777054  or  call  713-890-8144 


DALLAS,  TEXAS,  INTERNAL  MEDICINE  — Opportunity  for 
BC/BE  General  Internist  to  join  Dallas  Internal  Medicine 
Associates,  P.A.  New  offices  are  located  on  the  cam- 
pus of  Methodist  Medical  Center,  a tertiary  care  teach- 
ing hospital  with  IM  residency  program.  Offer  includes 
very  competitive  salary,  attractive  benefits,  liberal  vaca- 
tion and  educational  leave.  Call  Kurt  Schussler  at  1- 
800-727-6131  for  more  information. 


INTERNAL  MEDICINE 

Excellent  opportunity  for  BC/BE  internal  medicine  specialist 
to  join  the  practice  of  a solo  mtemist  located  on  The  Woman's 
Hospital  of  Texas  and  Medical  Center  Hospital  campus  in 
Houston.  Competitive  financial  package,  excellent  cross  cov- 
erage and  outstanding  referral  base,  Applicants  preferred  to 
have  Texas  license  or  applied.  Please  send  C V.  to  Physician 
Support  Services,  HCA  Medical  Center  Hospital,  8081 
Greenbriar,  Houston,  TX  77054  or  call  713-890-8144 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed  physicians 
and  allied  health  care  providers  from  more  than  40 
fields  ol  specialization  available  to  provide  locum 
tenens,  or  temporary,  stalling  assistance  when  and 
where  you  need  it. 

Plus,  we  have  the  standards  and  experience  to 
guarantee  your  satisfaction  each  time  we  place  a 
member  of  our  medical  staff  in  your  practice  or 
facility.  It’s  the  closest  thing  you ’ll  find  to  a risk-free 
way  to  cover  tor  absent  staff  members,  "try  out”  a 
potential  new  recruit,  or  take  care  of  your  patients 
while  you  search  for  a new  full-time  associate.  Call  us 
today  to  arrange  for  quality  locum  tenens  coverage, 
or  to  discuss  your  permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 
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More  Outstanding  Opportunities 
from  The 


>♦♦♦ 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  cardiologist  for  associate 
practice  in  NE  Texas  community.  Referral  area  of 
200,000.  Modern  medical  facilities  in  town  with  more 
than  100  physicians.  Progressive,  family-oriented 
community  with  strong  diversified  economy,  excellent 
schools.  Many  social  and  recreational  opportunities. 
Generous  compensation  and  benefits  to  high  caliber 
physician.  Contact:  Vicki  Truitt 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex,  this 
16  year-old  dermatology  practice  averages  30  to  50 
patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical  building 
designed  to  accommodate  two  dermatologists.  Current 
physician  plans  early  retirement  and  offers  practice  for 
sale.  Building  available  for  sale  or  lease. 

Contact:  Barry  Strittmatter 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise!  Need  two  more 
FPs  to  offer  full  range  of  family  medicine  in  town  of 
21,000;  easy  access  to  Dallas/Fort  Worth.  OB  optional. 
Ultra-modern,  200-bed  hospital.  Excellent  referral  base 
and  backup.  Generous  incentive  package.  This 
opportunity  has  it  all!  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

i EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great  life 
style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous  incentive 
package  from  community  hospital  to  qualified  doctor. 
Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt 

EAST  TEXAS 

A financially  sound.  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing  and 
coverage  is  available  from  other  family  physicians  in  the 
community.  This  beautiful  rural  community  is  a 
recreational  mecca;  hunting,  fishing,  water  sports, 
camping,  etc.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Barry  Strittmatter. 


CENTRAL  TEXAS 

Established  group  of  young  FPs  and  well-equipped, 
financially  sound,  JCAHO-accredited  hospital  seek  two 
BC  FPs  to  accommodate  increasing  patient  volume. 
Full  scope  of  family  medicine.  Shared  call  and 
competitive  incentive  package  to  qualified  doctor.  Major 
lake,  18-hole  golf  course.  Contact:  Barry  Strittmatter 

SOUTH  CENTRAL  TEXAS 

Within  one  hour  of  San  Antonio  - South  Central  Texas 
hospital  seeks  additional  BE/BC  family  practitioner  for 
service  area  of  20,000.  OB  is  available,  but  not 
required,  blunting  and  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound  Generous 
incentive  package  to  qualified  candidate 
Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in  El 
Paso  (population  approximately  500,000),  wishes  to 
retire.  Fie  and  the  hospital  with  whom  he  is  associated 
seek  a board  certified  (or  board  eligible  pursuing 
certification)  family  physician  to  join  him  and  begin  to 
assume  his  large  practice.  Competitive  benefit  package 
to  qualified  candidate.  Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Popular  location,  great  lifestyle.  Three  busy  internists 
seek  fourth  to  join  practice.  Excellent  hospital  facilities 
and  equipment.  Outstanding  referral  base  and  backup. 
Community  of  21,000  with  easy  access  to  Dallas/Fort 
Worth.  Recreational  opportunities  abound  - and  the 
coverage  will  allow  you  time  to  enjoy  it!  Generous 
incentive  package.  Contact:  Vicki  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunity  available. 
Work  with  specialized  health  care  team  (including 
two  other  full  time  physicians  and  a host  of  other 
professionals)  in  new,  fully-equipped  comprehensive 
medical  unit.  Pligh  incidence  of  diabetes  and 
hypertension.  Regular  hours,  limited  call;  excellent 
income  and  benefits.  Contact:  Vicki  Truitt. 


NEUROSURGERY 


NORTH  CENTRAL  TEXAS 

Recently  trained  neurological  surgeon  seeks  associate 
for  regional  neurosurgical  group.  Well-established  and 
growing  practice  in  attractive  north  central  Texas  location. 
Easily  accessible  to  D/FW  Metroplex.  Modern  hospital 
facilities.  Good  income/benefits.  Many  desirable 
features.  Call  for  details.  Contact:  Barry  Strittmatter. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  BE/BC 
OB/GYN  for  private  practice  (to  share  call  with  three 
other  OB/GYNs).  Construction  of  New  Women's  Center 
underway.  Progressive,  family  oriented  community  with 
strong,  diversified  economy;  excellent  schools.  Many 
social  and  recreational  opportunities.  Comprehensive 
incentive  package  to  qualified  physician. 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

BE/BC  OB/GYN  needed  for  associate  practice  in  north 
central  Texas  community  of  approximately  21,000 


Please  call  for  additional  listings. 


(serving  referral  area  of  206,000).  Regional  medical 
center  with  ultra-modern  OB  facilities  and  equipment. 
Good  neonatal  support.  Area  renown  for  recreational 
facilities.  Easy  access  to  Dallas/Fort  Worth  metropolitan 
area.  Contact:  Vicki  Truitt. 


OTOLARYNGOLOGY 


NORTH  CENTRAL  TEXAS 

Regional  medical  center  in  community  of  approximately 
21,000  (serving  referral  area  of  206,000)  seeks  BC 
otolaryngologist.  Associate  or  solo  practice  possibilities. 
Ultra-modern  hospital  facilities.  Area  renown  for 
recreational  facilities;  easy  access  to  D/FW  Metroplex. 
Competitive  incentive  package  to  qualified  physician. 
Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000+  seeks 
additional  otolaryngologist  for  private  practice 
opportunity  Share  call  with  recently  trained  BC  ENT. 
Progressive,  family  oriented  community  with  strong, 
diversified  economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Competitive  incentive 
package  to  qualified  physician.  Contact  Jim  Truitt 


OPHTHALMOLOGY 


NORTH  CENTRAL  TEXAS 
Outstanding  opportunity  for  ophthalmologist(s)  to 
assume  practice  of  departing  physicians.  Regional 
medical  center  in  community  of  approximately  21 ,000 
(serving  referral  area  of  206,000)  will  offer 
competitive  incentive  package  for  qualified 
physician(s).  Ultra-modern  hospital,  200-bed 
hospital.  Area  renown  for  recreational  facilities;  easy 
access  to  D/FW  Metroplex.  Contact:  Vicki  Truitt 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediatricians 
seek  fourth  associate  for  group  practice  in  attractive 
community  of  27,000  (referral  area  of  200,000). 
Progressive,  family-oriented  community  with  strong, 
diversified  economy;  excellent  schools.  Social  and 
recreational  opportunities  abound.  Modern  hospital  with 
Level  II  nursery  and  designated  pediatric  care  unit 
Shared  call;  excellent  income  and  benefits;  early 
partnership.  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network, 


1342  Johnson  Road 
Keller,  Texas  76248-4205 
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"In  Texas  since  1982" 


San  Antonio 
FPr  IM  and  Ped 


MDA  represents  two  dynamic  primary 
care  practices  in  north  San  Antonio  with 
continuous  needs  to  add  Family  Physicians, 
Internists  and  Pediatricians.  1:4  call  coverage, 
high  income  (to  $160K),  generous  benefits  and 
time  off.  No  administrative  or  billing  hassles. 
For  more  information  call  Don  Gustavson: 

1-800-780-3500  ext.  255 

Or  fax  a CV  to  him  at  (404)  246-9191. 


MQjA 

Medical  Doctor  Associates,  Inc. 

Locum  Tenens  • Permanent  Search 

3495  Holcomb  Bridge  Road  • Norcross,  GA  30092 « (404)  246-9191 


Otolaryngology 

Houston  — Join  single  specialty  group  on  west  side  of 
town.  For  details,  contact  Practice  Dynamics,  11222 
Richmond,  Suite  125,  Houston,  TX  77082;  800-933- 
0911  or  713-531-0911. 


Pediatrics 


General  Pediatrician 


Director  for  Hospital 
Based  Pediatric  Service 

o 

TEXAS  --  Cook- Fort  Worth  Children's  Medical  Center,  a 
regional  tertiary  pediatric  referral  center  for  North  Cen- 
tral and  West  Texas  Is  seeking  candidates  for  the  posi- 
tion of  Director  of  Hospital- Based  Physician  Services.  Ap- 
plicants must  be  BC/BE,  PALS  certified,  have  strong 
clinical  skills,  and  an  Interest  In  administrative  respon- 
sibilities. The  HBP  service,  which  Is  now  being  estab- 
lished, will  provide  ln-patlent  care  for  patients  admitted 
through  the  Emergency  Room  who  do  not  have  a primary 
care  physician.  This  service  will  also  provide  consultative 
assistance  when  requested  by  primary  care  physicians, 
pediatric  subspedalty  physicians  and  surgeons. 

Send  CV  to:  Ramiro  Cavazos,  MD.  c/o  Administration, 
Cook-Fort  Worth  Children's  Medical  Center,  801  Seventh 
Ave„  Ft.  Worth.  Texas  76104,  or  contact  Dr.  Cavazos  at 
(81 7)  885-4338. 


Psychiatry 

Austin  private  psychiatry  practice  seeks  general  or  child 
and  adolescent  psychiatrist  for  full  or  part-time  posi- 
tion. Contact  Barry  K.  Herman,  MD,  512-454-9955. 

NORTHEAST  TEXAS  PSYCHIATRIST  retiring  July  1993 
seeks  sole  proprietor  to  buy  general  psychiatric  prac- 
tice. I am  willing  to  work  for/with  the  buyer  to  get  set- 
tled. Please  reply  telephone  (903)  793-6191. 


Radiology 


Board  Certified  Radiologist? 


RADIOLOGY 

lildMtllltMsM 


Recruiting  Assistance 
Exclusively  for  Radiology 


Locum  Tenens 
Permanent  Recruiting 


800-523-9955 


Diagnostic  Radiologist  with  CT,  MR,  Interventional,  US, 
Nuclear  Medicine  skills  to  join  group  of  seven  Board 
Certified  Radiologists.  Two  hospitals,  private  offices, 
service  to  nearby  communities.  Centrally  located  to 
San  Antonio,  Austin,  Houston,  Corpus  Christi.  Good 
family  environment.  Contact  James  Neumann,  MD,  Box 
3610,  Victoria,  TX  77903;  512-578-0317. 

Other  Opportunities 


PHYSICIANS 


Earn  $ I 50,000/year 
+ benefits 

Dallas! Ft.  Worth  area 

Family  Practitioners,  Inter- 
nists, and  Gerontologists,  (BE/ 
BC)  for  full  time  career 
opportunities  in  group 
practice.  Management  oppor- 
tunities available,  as  well  as 
some  part-time  positions.  For 
more  information,  please 
contact: 

June  Dorothy 
214-570-5505 


MEDICAL  GROUP 


3626  North  MacArthur  Blvd. 
Suite  200 

Irving,  Texas  75062 


DERMATOLOGY,  NEUROSURGERY,  OCCUPATIONAL  MEDICINE, 
ONCOLOGY,  ORTHOPEDICS,  ORTHOPEDICS-HAND,  UROLOGY 

— Strelcheck  & Associates,  Inc.,  an  extension  of  our 
clients  recruiting  departments,  has  positions  available 
in  Wisconsin  and  Michigan.  We  would  be  happy  to  pro- 
vide you  with  further  information.  Please  call  1-800- 
243-4353  or  send  your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC.;  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 


Research  Physicians  Needed 

research  For  Health,  a private-practice  research 
organization,  is  seeking  recent  graduates  in  General 
Practice  or  Internal  Medicine  for  a part-time/full- 
time research  position.  Direct  patient  care  Please 
send  curriculum  vitaes  to:  Kathleen  M.  Murphy, 
MD,  research  for  Health,  Inc.,  902  Frostwood, 
Suite  315,  Houston,  TX  77024 
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PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

PO  Box  423 14  D , • 

Houston,  TX  77242-23 1 4 Bronstein 

FAX  713-784-9260  & Associates 


Physicians  for  Nationwide  Travel  — Health  research  orga- 
nization seeks  physician  for  National  Health  & Nutrition 
Examination  Survey  sponsored  by  the  US  Public  Health 
Service.  Individual  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  government  mobile 
exam  centers  traveling  to  88  areas  of  the  US  through 
Fall  of  1994.  Must  be  licensed  in  one  state.  One  year 
minimum  commitment  and  FULL-TIME  CONTINUOUS 
TRAVEL  REQUIRED.  Competitive  salary,  paid  malprac- 
tice, per  diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insurance  of- 
fered. Call  Beverly  Geline,  1-800-937-8281,  ext  8248. 
WESTAT,  INC,  Rockville,  MD  EOE/MF/V/H. 

Corpus  Christi,  Texas  — Humana  Hospital  of  Corpus 
Christi,  Texas,  is  currently  seeking  BE/BC  physicians  in- 
tersted  in  joining  established  physician  practices.  Inter- 
ested candidates  in  the  following  areas:  Pulmonology, 
Neurology,  OB/GYN,  Family  Practice,  should  contact  or 
send  CV  to:  Linda  Biediger,  3315  S Alameda,  Corpus 
Christi,  TX  78411;  512-857-1501. 

Escape  to  Wisconsin,  the  fastest  growing  state  in  the 
Midwest!  Quality  group  practices,  many  qualifying  for 
state  sponsored  loan  forgiveness  program  for  family  practi- 
tioners, internists,  pediatiicians,  and  OB/GYN's  await 
your  inquiry.  Communities  range  from  rural  to  metropoli- 
tan to  fit  your  lifestyle  needs.  Live  and  work  in  a state 
which  boasts  a highly  ranked  school  system,  stable  and 
diverse  economy,  quality  year-round  recreation,  and 
moderate  four-seasons  climate.  Call  1-800-272-2777  or 
send  curriculum  vitae  to  PRM,  15850  W.  Bluemound 
Road,  Suite  300,  Brookfield,  Wl  53005. 

Practice  without  the  hassle  of  overhead,  office  management, 

and  marketing  in  multi-discipline  setting  near  two  major 
hospitals.  Great  opportunity  for  the  right  doctor.  (817) 
283-4200. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRACTICE  — 

Strelcheck  & Associates,  Inc.  currently  represents  FAM- 
ILY PRACTICE  positions  in  Nebraska,  Kansas,  Texas,  Illi- 
nois, and  Wisconsin  — some  near  the  Minnesota  bor- 
der; INTERNAL  MEDICINE  positions  in  Wisconsin  and 
Ohio;  OB/GYN  positions  in  southeastern  Wisconsin.  We 
would  be  happy  to  provide  you  with  further  information. 
Please  call  toll-free,  1-800-243-4353  or  send  your  CV 
to  STRELCHECK  & ASSOCIATES,  INC.;  10624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 

FULL-TIME  PHYSICIAN  needed  by  residential  school  with 
2,200  enrollment.  32-bed  infirmary  with  full  staff,  in- 
cluding PA,  RN,  LVN  and  Med  Tech.  Patients  requiring 
hospitalization  are  referred  to  local  physicians.  Must  be 
currently  licensed  to  practice  in  the  state  of  Texas.  Ex- 
perience in  adolescent  medicine  is  desirable.  Total  ben- 
efits package.  Salary  open.  Send  resume  to:  Executive 
Director,  P.O.  Box  1108,  San  Marcos,  Texas  78667. 

FOR  SALE  OR  LEASE 

Medical  Equipment 

Abodia  Lighted  Slide  Store  and  View  — Store  1,000  to 
10,000  on  lighted  racks.  Organize  your  slides  and  use 
them!  For  catalog,  call  1-800-950-7775  or  write  Elden 
Enterprises,  Inc,  Box  3201,  Charleston,  W V 25332. 

For  Sale  — Complete  turnkey  office  XMA  300  MA  125 
KVP  x-ray  system,  low  prior  usage,  installation  and  on- 
site instruction  for  office  staff,  includes  QX70  proces- 
sor and  accessories.  Contact  817-759-4298. 
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For  Sale  — 1987  Bennett  P-325-AT  Auto-Tech  x-ray  sys- 
tem, 300  MA,  125  KVP  with  a 1800M4F  free-floating 
medical  table.  S82RM  tubestand  assembly  and  AFP 
14XL  x-ray  film  processor.  System  has  seen  very  little 
use  and  is  in  mint  condition.  Package  price  includes 
manuals,  cassettes,  view  box,  darkroom  accessories, 
and  all  necessary  equipment  to  begin  taking  x-rays. 
$11,500  firm.  Contact  D.C.  Currier,  MD  at  P.O.  Box  98, 
Stockdale,  Texas  or  call  (210)  996-3188. 

Office  Space 

For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 
806-383-3377. 

For  Sale  — Medical  science  center  office  at  711  West 
38th,  Austin,  Texas.  Approximately  1,170  square  feet. 
$129,900.  Contact  Clarke  Witt,  MD,  at  817-481-0012. 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  PRACTICE  DYNAMICS, 
Dept  T,  11222  Richmond,  Ste  125,  Houston,  TX 
77082;  713-531-0911. 

Family  practice  in  community  near  Houston.  Enjoy  small 
town  atmosphere  near  city  amenities.  Well-established 
with  offices  adjacent  to  hospital.  Transition  available. 
For  information  package,  contact  Business  & Profes- 
sional Associates  at  713-782-8888.  TMH-1422. 

FOR  SALE  — Two  physician  partnership  — retiring,  Ur- 
ban DFW,  No  HMO,  98%  collections.  Two  open  staff 
hospitals  within  seven  mile  radius.  Good  growth  area, 
excellent  public  and  private  school  systems,  five  major 
universities,  major  sport  franchises,  eight  lakes  within 
40  mile  radius,  terms  and  financial  help  available.  Re- 
spond AD  box  805. 

PRACTICE  FOR  SALE,  SUBURBAN  HOUSTON:  Busy  pediatri- 
cian leaving  to  take  full-time  teaching  position.  Hospital 
has  Pedi  unit,  Level  II  Nursery  with  Neo.  Excellent  after- 
hours  coverage.  James  L.  Lukefahr,  MD,  3219  Plain 
view  St.,  Pasadena,  Texas  77504.  (713)  947-0530. 

RADIOLOGY  OFFICE  PRACTICE  FOR  SALE.  New  building 
equipped  with  CT,  ultrasound,  mammogram  and  fluoro 
rooms.  In  well-located  area  close  to  doctors  offices  and 
hospital.  Respond  AD  Box  807. 

DERMATOLOGY  PRACTICE  FOR  SALE.  Well-equipped  office, 
lucrative  solo  practice  in  suburban  Dallas.  Gross  rev- 
enue $300K/year.  Price  negotiable.  Available  immedi- 
ately. Call  214-462-1414  for  details. 

Radiology  office  practice  with  contemporary  1-story 
building,  including  2 R & F rooms,  1 clinical  room.  Well- 
located  in  stable  neighborhood  near  clinics  and  modern 
acute-care  hospital.  Historic  city,  coastal  bend  area  of 
Texas.  Older  records  microfilmed.  Immediate  partner- 
ship leading  to  practice  purchase,  or  direct  outright 
sale.  Full  resume  with  first  inquiry  to  TMA,  AD  Box  806, 
401  W 1th  St,  Austin,  TX  78701. 

Vacation  Homes 

Cayman  Islands  — Private  — One-bedroom  condo,  ocean- 
front,  7-mile  beach,  fully  equipped,  walking  distance  to 
restaurants,  shopping,  etc.  Low:  $1,090;  High:  $1,300 
US  per  week/2  persons.  416-737-7667. 


BUSINESS  AND 
FINANCIAL  SERVICES 


Ambulatory  S u rgical 
Center  Consultants 


Team  of  physician,  architect  and  medical  consultant 
will  help  you  develop  your  own  Medicare  approved 
Ambulatory  Surgical  or  Specialty  Facility. 

Contact  Connie  Burk  817-335-5421. 


Physician's  signature  loans  to  550,600.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous 
service.  Competitive  fixed  rate.  Physicians  Service  As- 
sociation, Atlanta.  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Medical  Accounts  Receivables  — Includes  Personal  Injury 
Claims.  PLACEMENT/MANAGEMENT  SERVICES  also 
available.  For  information  call:  210-497-7574. 

Conferences 

April  17:  The  Mind-Brain  Connection:  Integrated  Treat- 
ment of  Anxiety  Disorders.  Location:  Fairmont  Hotel, 
Dallas,  Texas.  CE  Credit:  6 hours.  Cost:  $50.  Contact: 
The  Menninger  Clinic,  800/288-7377.  (This  program  is 
also  offered  April  24  — Atlanta,  Ga.) 

Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Denise  Kotson, 
Classified  Manager,  TEXAS  MEDICINE,  401  West  15th, 
Austin,  Texas  78701. 
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Texas  Medical  Association 


Annual 


MAY  13-16 

HOUSTON 


"Physicians  must  remain  vigilant  in  the  face  of 
newly  emerging  medical  ethics.  This  program 
is  designed  to  keep  physicians  pro-active  - 
benefiting  both  their  patients  and 
their  practice." 


Nancy  W.  Dickey,  MD  - Keynote  speaker 

Former  Chairman,  AMA  Council  on  Ethical  and  Judicial  Affairs 


Program  Highlights: 


AIDS:  who  to  test,  who  to  tell 
HIV-positive  minors 
Hospital  ethics  committees 
Legal  and  insurance  concerns  of  psychiatric  care 
Disclosure,  discrimination  and  testing  aspects  of  genetics 
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Publication  of  an  advertisement  in  Texas 
Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  As- 
sociation of  the  product  or  service  involved. 


WANTED! 

GENERAL 
INTERNISTS 
In  Central  Texas 

The  Scott  & White  Clinic,  a multispecialty  clinic  of  350 
physicians,  has  several  opportunities  for  general  internists. 

One  internist  is  needed  to  join  the  growing  8-physician 
staff  in  its  Taylor  facility.  The  Taylor  community  has  a 
population  of  11,000  and  is  located  north  of  Austin. 

An  internist  is  needed  for  the  clinic  in  College  Station. 
This  multispecialty  clinic  has  30  staff  members,  including  4 
internists.  Bryan/College  Station  is  the  home  of  Texas 
A&M  University  and  has  a 100,000  population. 

The  Gatesville  Clinic  also  needs  an  internist  to  join  its 
10  physician  staff.  Gatesville  has  a population  of  7,000. 

Scott  & White  offers  an  excellent  benefit  and  salary 
package.  Excellent  educational  opportunities.  Medical 
school  affiliation  available. 

Send  CV  to: 

Physician  Recruitment 
Scott  & White 
2401  South  31st  Street 
Temple,  TX  76508 

For  more  information,  please  call  (817)  774-5650  or 
(800)  725-3627. 

SCOTT  & WHITE 


TEXAS  MEDICAL  ASSOCIATION 


C ME  / Continuing 
education  Directory 


Courses 


APRIL 

Cardiology 

Apr  29-May  2,  1993 

Clinical  Electrocardiography:  Basic  Con- 
cepts and  Interpretation.  Philadelphia. 
Contact  Eastern  Virginia  Medical  School, 
Continuing  Medical  Education,  PO  Box 
1980,  Norfolk,  VA  23501  (804)  446-6143 

Emergency  Medicine 

Apr  19-21,  1993 

ACEP  Clinical  Forum:  Current  Concepts, 
Emerging  Trends.  Kansas  City,  Mo.  Con- 
tact American  College  of  Emergency  Physi- 
cians, PO  Box  61991 1,  Dallas,  TX  75261- 
991  1 (800)  798-1822  or  (214)  550-0911 

Apr  22-24,  1993 

Cardiology  Fiesta.  San  Antonio.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  PO  Box  79231,  Baltimore, 
MD  21279-0231  (800)  257-4739 

Apr  23-27,  1993 

Essential  Topics  for  Emergency  Medicine: 
An  Accelerated  Review.  Denver.  Contact 
American  College  of  Emergency  Physi- 
cians, PO  Box  619911,  Dallas,  TX  75261- 
991 1 (800)  798-1822  or  (214)  550-091 1 

Apr  24-25,  1993 

Effective  Procedure  Coding  for  Emergency 
Medicine.  Boston.  Contact  American  Col- 
lege of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-991  1 (800) 
798-1822  or  (214)  550-091 1 

Family  Practice 

Apr  19-23,  1993 

Annual  Review  Course  in  Family  Medicine. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Apr  21-25,  1993 

Family  Medicine  Review.  Austin.  Contact 
Scott  & White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Internal  Medicine 

Apr  23,  1993 

Thrombolysis:  Its  Role  in  Peripheral , Arte- 
rial and  Venous  Disorders.  Norfolk,  Va. 
Contact  Eastern  Virginia  Medical  School, 


Continuing  Medical  Education,  PO  Box 
1980,  Norfolk,  VA  23501  (804)  446-6143 

Obstetrics  and  Gynecology 

Apr  2-3,  1993 

Urogynecology  & Disorders  of  the  Female 
Pelvic  Floor.  Phoenix.  Contact  Mayo  Clin- 
ic Scottsdale,  13400  E Shea  Blvd,  Scotts- 
dale, AZ  85259  (602)  391-7447 

Apr  8-9,  1993 

Hands-On  Workshop  on  Advanced  Diag- 
nostic Methods  in  Andrology.  Norfolk,  Va. 
Contact  Eastern  Virginia  Medical  School, 
Continuing  Medical  Education,  PO  Box 
1980,  Norfolk,  VA  23501  (804)  446-6143 

Apr  22-24,  1993 

Controversies  of  Bone  Marrow  Transplan- 
tation. San  Antonio.  Contact  Methodist 
Hospital,  7700  Floyd  Curl  Dr,  San  Anto- 
nio, TX  78229  (512)  692-4884 

Oncology 

Apr  21-24,  1993 

The  Medically  Underserved  & Cancer. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Orthopedic  Surgery 

Apr  2-4,  1993 

Southwestern  Orthopaedic  Surgery.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Apr  22-23,  1993 

Brandon  Carrell  Visiting  Professorship. 
Dallas.  Contact  Texas  Scottish  Rite  Hospi- 
tal for  Children,  2222  Welborn,  Dallas, 
TX  75219  (214)  559-7604 

Apr  23,  1993 

Diagnosis  & Treatment  of  Diseases  of  the 
Cervical  Spine.  Houston.  Contact  St  Luke’s 
Episcopal  Hospital,  Texas  Medical  Center, 
6900  Fannin,  Ste  555,  Houston,  TX  77030 
(713)791-4200 

Pathology 

Apr  24,  1993 

Update  in  Pulmonary  Pathology.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 


Pediatrics 

Apr  15-17,  1993 

National  Pediatric  Diseases  Seminar.  New 
Orleans.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Apr  16-17,  1993 

Pediatric  Postgraduate  Symposium.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Apr  23-24,  1993 

Pediatrics  & All  That  Jazz:  Current  Prac- 
tice and  Recent  Advances.  New  Orleans. 
Contact  Alton  Ochsner  Medical  Founda- 
tion, 1516  Jefferson  Hwy,  New  Orleans, 
LA  70121  (504)  842-3702 

Plastic  and  Reconstructive  Surgery 

Apr  12-16,  1993 

Symposium  on  Reconstructive  Surgery  for 
Cancer  Patients.  Keystone,  Colo.  Contact 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Psychiatry 

Apr  3,  1993 

Diagnosis  & Management  of  Obsessive 
Compulsive  Disorder.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Apr  17,  1993 

Women  and  Psychiatric  Disorders.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Risk  Management 

Apr  17,  1993 

Streetwise!  Risk  Management  Workshop. 
San  Antonio.  Contact  Medical  Risk  Man- 
agement, Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

Apr  23-24,  1993 

Streetwise!  Risk  Management  Workshop. 
Houston.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 
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Sports  Medicine 

Apr  23-24,  1993 

Colloquia  on  Applied  Science  in  Sports 
Medicine.  Houston.  Contact  Joe  W.  King 
Orthopedic  Institute,  6560  Fannin  #2100, 
Houston,  TX  77030  (713)  790-2960 

Surgery,  General 

Apr  15-17,  1993 

Postgraduate  Course  in  General  Surgery. 
San  Francisco.  Contact  University  of  Cali- 
fornia at  San  Francisco,  Extended  Programs 
in  Medical  Education,  Rm  LS-105,  San 
Francisco,  CA  94143-0742  (415)  476-4251 

MAY 

AIDS 

May  3-7,  1993 

HIV/ AIDS  Conference.  New  Orleans. 
Contact  Delta  Region  AIDS  Education  and 
Training  Center,  1542  Tulane  Ave,  New 
Orleans,  LA  70112  (504)  568-3855 

Cardiology 

May  7-8,  1993 

Newer  Applications  in  Echocardiography. 
Dallas.  Contact  Presbyterian  Healthcare 
System,  Office  of  CME,  8160  Walnut  Hill 
Ln,  Dallas,  TX  75231  (214)  891-2323 

May  12-14,  1993 

Clinical  Auscultation  of  the  Heart.  Wash- 
ington, DC.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Dermatology 

May  6-9,  1993 

Practical  Dermatology  for  the  Primary 
Care  Physician.  Pentagon  City,  Va.  Contact 
Eastern  Virginia  Medical  School,  Continu- 
ing Medical  Education,  PO  Box  1980, 
Norfolk,  VA  23501  (804)  446-6143 

Emergency  Medicine 

May  21-23,  1993 

Diagnostic  Ultrasound  for  Emergency 
Medicine.  St  Louis,  Mo.  Contact  American 
College  of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-9911  (800) 
798-1822  or  (214)  550-091 1 

Genetics 

May  14-16,  1993 

Genetics  Board  Review  Course.  Houston. 
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Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Oncology 

May  20-21,  1993 

Intracranial  Tumors:  Modern  Management. 
San  Francisco.  Contact  University  of  Cali- 
fornia at  San  Francisco,  Extended  Programs 
in  Medical  Education,  Rm  LS-105,  San 
Francisco,  CA  94143-0742  (415)  476-4251 

Pathology 

May  13-15,  1993 

Current  Issues  in  Surgical  Pathology.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Pediatrics 

May  13-15,  1993 

Advances  & Controversies  in  Clinical  Pe- 
diatrics. San  Francisco.  Contact  University 
of  California  at  San  Francisco,  Extended 
Programs  in  Medical  Education,  Rm  LS- 
105,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Surgery,  General 

May  3-5,  1993 

Current  Topics  in  General  Surgery.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

May  26-28,  1993 

Current  Issues  in  Anatomic  Pathology.  San 
Francisco.  Contact  University  of  California 
at  San  Francisco,  Extended  Programs  in 
Medical  Education,  Rm  LS-105,  San  Fran- 
cisco, CA  94143-0742  (415)  476-4251 

JUNE 

Emergency  Medicine 

Jun  9-10,  1993 

Emergency  Care  Update.  Arlington,  Tex. 
Contact  CareFlite  Fort  Worth,  1301  Penn- 
sylvania Ave,  Ft  Worth,  TX  76104  (800) 
772-5840,  or  CareFlite  Dallas,  PO  Box 
225344,  Dallas,  TX  (214)  944-8143 

Family  Practice 

Jun  6-11,  1993 

Family  Medicine  Review  Course.  Virginia 
MARCH  1993 


Beach,  Va.  Contact  Eastern  Virginia  Medi- 
cal School,  Continuing  Medical  Education, 
PO  Box  1980,  Norfolk,  VA  23501  (804) 
446-6143 

Jun  14-18,  1993 

Family  Practice  Workshop.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Internal  Medicine 

Jun  25-27,  1993 

Symposium  in  Internal  Medicine . 
Williamsburg,  Va.  Contact  Eastern  Vir- 
ginia Medical  School,  Continuing  Medical 
Education,  PO  Box  1980,  Norfolk,  VA 
23501  (804) 446-6143 

Obstetrics  and  Gynecology 

Jun  9-13,  1993 

The  Female  Patient.  S Padre  Island.  Con- 
tact Scott  & White  Memorial  Hosp,  Office 
of  CME,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083  Oncology 

Jun  4-5,  1993 

Cancer  in  Men.  Austin.  Contact  Scott  & 
White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Otolaryngology 

Jun  23-25,  1993 

International  Conference  on  Cochlear  Im- 
plants. San  Francisco.  Contact  University 
of  California  at  San  Francisco,  Extended 
Programs  in  Medical  Education,  Rm  LS- 
105,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Pediatrics 

Jun  14-18,  1993 

Acute  Care  Pediatrics:  Review  and  Update. 
Hilton  Head  Island,  SC.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-4941 

Risk  Management 

Jun  17,  1993 

Streetwise!  Risk  Management  Workshop. 
S Padre  Island.  Contact  Medical  Risk  Man- 
agement, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 
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Calendar  of  Meetings 

• Denotes  Texas  meeting 


April 

Apr  2-4,  1993,  Scottsdale,  Ariz 
American  Society  of  Cytology  Meeting 
Contact  Yener  S.  Erozan,  MD,  1015 
Chestnut  St,  Ste  1518,  Philadelphia,  PA 
(215) 922-3880 

May 

May  13-16,  1993,  Houston 

• TMA  Annual  Session 

Contact  Dale  Willimack,  Dept  of  Annual 
Session  and  Meeting  Management,  401  W 
15th  St,  Austin,  TX  78701  (800)  880-1300 

June 

Jun  17-18,  1993,  Austin 

• TMA  Conference  for  CME  Sponsors 

Contact  Carrie  Laymon,  Medical  Educa- 
tion Dept,  TMA,  401  W 15th  St,  Austin, 
TX  78701  (512)  370-1446 


I DC 


AMBULATORY/ 
PRIMARY  CARE 

Opportunities  Available  in: 
Killeen,  Texas 

• Full  Time  or  Part  Time 

• Paid  CME/Malpractice 

• No  Nights/No  Call 

• No  Hospital  Responsibility 

• MD  or  DO 

• BC  or  Residency 
Completion 

• State  License 

• ACLS/BCLS 

For  further  information  please 
contact  Susan  Bray  or 
Susan  Mamakos  at 

1-800-966-2811 


PL 

Healthcare  Corporation 

10227  Wincopin  Circle, 
Suite  400 

Columbia,  Maryland  21044 
1-410-964-2811 

An  Equal  Opportunity  Employer 


MEDICAL  CROSSWORD  NO.  6 


ACROSS 

I . Limping  or  lameness  (12) 

8.  The  back  of  the  neck  (4) 

1 0.  The  musculomembranous  passage 
extending  from  the  pharynx  to  the 
stomach  (9) 

1 2.  Severe  inflammation  of  the  eye  ( 10) 

1 4.  Salt,  Latin  (3) 

1 7.  An  institute  for  the  treatment  of 
the  sick  (8) 

1 8.  International  system  of  units, 
abbrev (2) 

1 9.  A temporary  eruption  on  the  skin  (4) 

2 I . Clavulanate  - potentiated 

amoxycillin  (9) 

22.  A mental  disorder  characterized  by 
delusions  of  grandeur,  persecution  or 
jealousy  (8) 

24.  Over  the  counter,  drugs  not  required 
by  law  to  be  sold  on  prescription 
only,  abbrev  (3) 

26.  Computerized  axial  tomography, 
abbrev  (3) 

27.  A solution  used  for  cleansing  or 
bathing  a part  such  as  an  eye  or  the 
mouth  (4) 

28.  Becotide  may  be  used  to  treat  this 
condition  (6) 


DOWN 

1 . Treatment  of  disease  by  chemical 
agents  ( 1 2) 

2.  Any  outgrowth  or  swelling, 
especially  of  bone,  such  as  a process, 
tubercle  or  tuberosity  (9) 

3.  Disordered  action  of  the  heart, 
abbrev  (3) 

4.  Cough  (6) 

5 and  23.  Word  element,  tumor, 
swelling,  mass  (4) 

6.  Chemical  symbol,  sodium  (2) 

7.  Chemical  symbol,  iron  (2) 

9.  Loss  of  sensation  and  the  power  of 
movement  of  any  part  (9) 

1 1 . Congenital  absence  of  one  or  both 
mammary  glands  (7) 

1 3.  A term  applied  to  any  disease  of  a 
virulent  and  fatal  nature  (9) 

16.  Mitral  incompetence,  abbrev  (2) 

1 8.  Narrowing  or  contraction  of  a body 
passage  or  opening  (8) 

20.  A state  of  physical,  mental,  and 
social  well-being  (6) 

23.  Same  clue  as  5 Down  (4) 

25 . White,  Latin  (4) 

Solution  on  p 26.  cow  publishing  © 1992 
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it’s  all  relative 

For  many,  the  medical  profession 
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What  are  your  rights  when  a nosyuai  proposes  an  exclusive  contract ? / 29  • Sexuality  issues: 
how  to  talk  to  teens  / 57  • Sharpen  your  pencil  — the  Hassle  Factor  Log  is  hack  / 22 


To  get  a great  deal 
on  this  little  number. . . 


. . . just  call  this  little  number 
1-800-634-1234 


Getting  a new  car  can  be  a bumpy  road. 
Shopping  for  the  best  deal  and  dickering 
on  your  trade-in  is  a real  hassle,  but 
Autoflex  Leasing  makes  it  easy. 

Let  Autoflex  leasing  do  the  shopping  for 
you.  We  get  you  the  car,  truck,  or  van 
you  want,  the  options  you  want,  and  the 
payment  you  want.  Plus,  we'll  take  your 
old  car  in  on  trade,  handle  all  the  paper- 
work, and  even  deliver  your  new  car  to 
your  door.  You  never  have  to  set  foot  on 
a car  lot  or  talk  to  a salesman. 


Best  of  all,  we  can  save  you  money!  We 
lease  all  domestic  and  import  models 
including  Lincoln,  Cadillac,  Mercedes, 
BMW,  Porsche,  Infiniti,  Acura,  Lexus, 
Toyota,  Nissan,  Mazda,  Ford,  Chevy, 
Jeep,  Honda,  Jaguar,  and  more! 

Call  Louis  Murad,  John  Welch,  or  A1 
Couvillon  today  for  more  information  or 
a free  phone  quote:  1-800-634-1234. 

Now  that  you've  got  the  number  to  call, 
let  us  get  the  little  number  you  want! 


Antoflex 

(l  e a s i n g) 


^ Tex 

It 


TexasMedical 

Association 


Contact:  Louis  Murad,  John  Welch,  or  A1  Couvillon 

1-800-634-1234 


GROUP  PLUS 


FOR  GROUPS  AND  CLINICS 
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YOCON 

YOHIMBINE  HCI 


Description:  Yotiimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkyiamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3 4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Michael  M.  Warren,  M.  D. 
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(Dear  Physician: 
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‘U‘TM‘3.  In  the  coming  months  ive  ivill  dispel  these  myths  and  e?(plain  the 
facts  in  b lackland ivhite.  Thus , you  zvill  realize  our  commitment  to  you,  the 
referring  physician. 

Sincerely, 


A physician-to-physician  telephone  resource  for  information,  consultation  and  referral. 

1-800-FACULTY 
(1-800-322-8589) 
or  locally  1 (409)  772-5000 

A service  of 

UT-MED,  The  Group  Practice  of  Medicine 


The  University  of  Texas  Medical  Branch  at  Galveston 
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Computer  article  just 
scratched  the  surface 

Mark  richardson  did 
an  excellent  job  with  a com- 
plex subject  in  “Digitized 
doctoring:  a healthy  mix  of  medicine 
and  computers”  (Texas  Medicine , 
February  1993,  pp  34-41).  Howev- 
er, the  article  was  oriented  toward 
the  business  side  of  medicine  and 
only  touched  on  the  development  of 
a “global  medical  village.” 

I suggest  a series  of  articles  begin- 
ning with  one  on  how  to  access  the 
national  medical  database.  This 
would  include  using  programs  such 
as  Grateful  Med  and  more  special- 
ized databases  such  as  PDQ,  which 
is  the  National  Cancer  Institute’s  on- 
line cancer  database  that  provides 
articles  for  patients  and  physicians 
as  well  as  literature  searches  and 
protocols  for  both  standard  and  ex- 
perimental cancer  treatment. 

Only  slightly  beyond  this  and  be- 
coming more  accessible  because  of 
the  development  of  easy-to-use  soft- 
ware (most  of  which  is  free)  is  the 
land  of  Internet.  With  a little  train- 
ing and  experience,  any  physician 
may  request  files  internationally  and 
post  messages  and  questions  to  an 
international  audience  composed  of 
various  medical  special-interest 
groups.  It  is  also  possible  for  a 
physician  to  see  what  patients  with 
various  disorders  ask  each  other! 
And  physicians  can  and  do  provide 
answers  to  the  patients’  questions. 

By  accessing  the  Usenet  system,  a 
physician  can  look  in  on  various 
news  groups  about  general  medicine 
or  specific  parts  of  it.  In  addition  to 
the  message  exchange  and  news- 
reading functions,  the  file-request 
function  is  huge.  With  one  Internet 
message,  a physician  can  subscribe 
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to  a computerized  medical  news  ser- 
vice on  a particular  topic  and  there- 
after automatically  receive  “mailed” 
articles  with  a high  degree  of  special- 
ization on  this  subject. 

Finally,  the  series  might  discuss 
the  use  of  physician  bulletin  board 
systems  as  an  extension  of  the  office 
practice.  At  my  office,  patients  with 
computers  can  access  (via  a special 
office  telephone  number)  patient  in- 
structions, handouts,  clinical  re- 
views, and  other  information  I pro- 
vide. When  they  “log  on,”  they  can 
select  from  the  different  areas  dis- 
played on  a menu  and  download 
various  files  or  upload  their  ques- 
tions. This  greatly  simplifies  one 
area  of  patient  care:  providing  infor- 
mation and  answering  questions.  It 
also  reduces  the  message  flow 
through  the  office,  as  the  physician 
can  answer  his  mail  at  his  conve- 
nience and  can  access  his  bulletin 
board  to  look  at  patients’  questions 
from  almost  anywhere  in  the  world. 

Robert  Ira  Lewy,  MD 

7580  Fannin,  Suite  220 
Houston,  TX  77054-1919 


Gun  control  policy  need 
not  be  all  or  nothing 

I BELIEVE  THAT  DR  GROS 
has  misunderstood  the  motive  be- 
hind the  Texas  Medical  Associa- 
tion Council  on  Legislation’s  recom- 
mendations on  responsible  gun 
ownership  (See  “Gun  control  should 
not  be  TMA  issue,”  by  Albert  T.  Gros, 
MD,  Texas  Medicine , January  1993, 
pp  7-8).  Violation  of  Second  Amend- 
ment rights  was  not  the  motive. 

I helped  write  the  original  resolu- 
tion that  has  led  to  this  debate.  I am 
not  opposed  to  guns  or  to  ammuni- 
tion, just  to  the  wounds  these  cause, 
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which  have  become  a significant 
public  health  problem  (1).  In  Texas, 
the  number  of  deaths  resulting  from 
gunshot  wounds  in  1990  exceeded 
the  number  of  deaths  from  automo- 
bile accidents  (2).  This  trend  contin- 
ued in  1991  and  1992.  When  motor 
vehicle  accidents  led  the  list,  TMA 
supported  legislation  for  mandatory 
seat  belt  use,  mandatory  child  re- 
straints, mandatory  helmets  for  mo- 
torcycles, and  stiffer  penalties  for 
open  containers  and  DWI.  TMA 
supported  these  new  laws  out  of 
concern  for  preventable  conditions 
that  cause  death  and  disability  in 
Texans.  Now,  TMA  should  have  a 
policy  on  the  irresponsible  and  crim- 
inal use  of  firearms. 

The  matter  was  referred  to  the 
Council  on  Legislation  last  Novem- 
ber and  may  appear  before  the 
House  of  Delegates  again  later  this 
year.  Any  TMA  member  may  testify 
before  the  reference  committee  at 
that  time  and  1 urge  all  readers  to 
make  their  wills  known. 

While  the  Council  on  Legislation 
has  not  yet  decided  what  it  will  rec- 
ommend to  the  House,  I urge  all 
TMA  members  to  consider  the  fol- 
lowing 10  items  and  to  voice  their 
opinions  about  them.  If  you  feel  that 
some  of  these  violate  your  Second 
Amendment  rights,  then  let  that  be 
known.  Some  are  just  good  public 
health  policy  and  some  encourage 
stiffer  penalties  for  the  criminal  use  of 
guns.  Let  us  not  throw  out  the  baby 
with  the  bath  water!  The  items  are: 

1.  Primary  prevention.  T M A 
should  support  primary  preven- 
tion of  firearm  morbidity  and 
mortality  through  comprehen- 
sive school  health  education  to 
inform  children  and  adolescents 
about  gun  safety  and  responsi- 
ble gun  ownership. 
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2.  Violence  on  television.  TMA 
should  encourage  efforts  to  de- 
crease the  depiction  of  violence 
on  television. 

3.  Physician  guidance.  TMA 
should  encourage  physicians  to 
include  firearm  injury  preven- 
tion questions  in  medical  histo- 
ry-taking to  identify  high-risk 
patients.  Questions  such  as  “Do 
you  own  a gun?  Do  you  keep  it 
loaded?  Can  your  children  get 
to  it?  Do  you  think  about  killing 
someone  or  yourself  with  it?” 
might  be  appropriate. 

4.  Weapon  design.  TMA  should 
support  modification  of  weapons 
design  to  make  guns  inoperable 
by  children  and  to  prevent  acci- 
dental shootings. 

5.  Handguns  in  public.  TMA 
should  support  vigorous  enforce- 
ment of  current  laws  banning 
handguns  in  public. 

6.  Ban  on  “assault”  weapons. 
TMA  should  support  a ban  on 
all  automatic  weapons  using  pis- 
tol or  rifle  ammunition,  or  semi- 
automatic weapons  that  can  eas- 
ily be  converted  to  automatic. 

7.  Excise  tax  on  weapons  and  am- 
munition. TMA  should  support 
an  excise  tax  on  guns  and  am- 
munition that  will  generate  rev- 
enue to  enforce  existing  laws 
and  to  fund  the  Victim’s  Assis- 
tance Program. 

8.  Gun  owner’s  license.  TMA  should 
recommend  that  prospective  gun 
owners  he  licensed  after  an  educa- 
tional course  and  an  examination 
similar  to  the  driver’s  license.  A li- 
cense should  be  required  in  order 
to  purchase  a handgun. 

9.  Mandatory  jail  sentence.  Judges 
should  he  encouraged  to  impose 
maximal  sentences  for  criminal 
use  of  firearms.  Legislation 
should  be  supported  that  will 


mandate  jail  sentences  for  the 
criminal  use  of  firearms. 

10.  Firearms  seized  by  police.  TMA 
should  support  destruction  of 
firearms  seized  in  criminal  cases 
according  to  law. 

A.H.  Giesecke,  MD 

605  N Durango  Circle 
Irving,  TX  75062 
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Gun  control:  education 
is  the  best  control 

I AGREE  COMPLETELY  WITH 
the  views  expressed  by  Albert  T. 
Gros,  MD,  in  his  letter  in  the  Jan- 
uary 1993  issue  of  Texas  Medicine 
(p  8)  in  which  he  states,  “If  the 
TMA  cannot  support  the  Second 
Amendment  it  should  remain 
silent.”  1 also  agree  with  R.  Anders 
Rosendahl,  MD,  of  Houston,  Tex, 
who  wrote  in  the  October  1992  is- 
sue (p  8)  that  gun  control  and  abor- 
tion are  private  issues  and  that  the 
TMA  should  not,  as  an  organiza- 
tion, be  involved. 

1 also  am  a member  of  the  NRA 
and  after  raising  three  children  to 
the  age  of  adulthood  I know  that 
one  can  teach  children,  at  an  early 
age  (a)  to  leave  firearms  alone  unless 
there  is  a responsible  adult  in  atten- 
dance, (b)  to  assume  that  all 
firearms  are  loaded  until  inspection 
proves  otherwise,  and  (c)  never  to 
point  a firearm  at  anyone  or  any- 
thing that  is  not  the  intended  target. 
Moderate  supervision  of  children  is 


all  that  is  necessary  along  with 
prompt  application  of  the  “board  of 
education”  to  the  “seat  of  knowl- 
edge” when  rules  are  broken. 

Recently  l heard  TV  weathercast- 
er  Willard  Scott  say  that  drowning  in 
backyard  swimming  pools  is  the  sec- 
ond most  frequent  cause  of  acciden- 
tal death  in  children.  If  the  number 
of  outdoor  swimming  pools  were  as 
great  as  the  number  of  guns  in  the 
United  States,  I have  no  doubt  that 
swimming  pools  would  heat  guns  as 
the  first  cause  of  accidental  death  in 
children  by  a large  margin.  Where  is 
the  hue  and  cry  for  a waiting  period 
on  building  new  pools  or  for  laws 
banning  children’s  access  to  pools? 

I also  read  recently  that  physicians 
kill  three  times  more  people  annually 
by  medical  misadventure  than  are 
killed  by  guns  (homicide  — 
justifiable  and  otherwise,  suicide,  and 
accidental)  as  reported  in  the  1990 
Harvard  Medical  Practice  Study. 
Having  been  a physician  for  35  years 
I can  temper  such  a statement  with 
experience  but  it  does  look  like  we 
physicians  need  to  clean  up  our  own 
act  before  we  start  messing  with  oth- 
er people’s  business,  ie,  their  Second 
Amendment  rights. 

Finally,  I think  the  TMA  would 
be  well  advised  to  do  a better  job  of 
getting  the  government  (mainly  fed- 
eral) off  our  backs  and  the  plaintiffs’ 
lawyers  out  of  our  pockets.  The 
20,000  or  so  anti-gun  laws  (federal, 
state,  local)  are  obeyed  only  by  the 
law-abiding,  which  makes  it  easier 
for  the  crooks  to  wreak  havoc  on 
the  rest  of  us. 

J.P.  Jones,  MD 

6203  Turtle  Creek  Dr 
Texarkana,  TX  75501-2107 
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Guns  don’t  kill;  people  do 

I WAS  SURPRISED  AND  UPSET 
to  read  the  recent  statement  pre- 
sented to  the  Texas  Medical  As- 
sociation from  the  Reference  Com- 
mittee on  Public  Health  and 
Scientific  Affairs.  (See  “Delegates 
speak  out  on  host  of  'hot’  public 
health  issues,”  Texas  Medicine , Jan- 
uary 1993,  p 58.)  I think  the  TMA 
would  have  more  effect  curbing  the 
abuse  of  motor  vehicles  by  drunken 
drivers  than  expending  effort  for 
gun  control.  A firearm  is  no  differ- 
ent from  a motor  vehicle.  They  both 
are  inanimate  objects  and  are  com- 
pletely harmless.  It  is  only  with  their 
misuse  that  problems  occur. 

The  problems  of  homicides, 
armed  robberies,  and  firearm  injuries 
reflect  deteriorating  social  structure, 
loss  of  our  family  units,  and  wanton 
disregard  for  human  life.  As  a society 
we  are  guaranteed  basic  freedoms  as 
outlined  in  the  Bill  of  Rights.  The 
Second  Amendment  sanctions  and 
guarantees  this  freedom.  I agree  with 
Dr  Gros  (Texas  Medicine,  January 
1993,  p 8)  when  he  states  that  “ade- 
quate and  accessible  health  care  for 
all  is  meaningless  if  we  no  longer  live 
in  a free  society.” 

J.E.  Martin,  ir,  MD 

2310  North  Ed  Carey  Dr,  Suite  IB 
Harlingen,  TX  78550 

Family  physicians  are  key 
to  health  access  problems 

PHYSICIANS  IN  VARIOUS 
specialties  and  subspecialties 
deliver  some  primary  care,  but 
only  one  discipline  provides  training 
in  all  areas  of  medicine  and  treats 
patients  of  all  ages  and  genders:  the 
family  physician. 


The  idea  that  obstetricians,  pedi- 
atricians, internists,  and  surgeons 
all  are  needed  to  deliver  primary 
care  is  outdated,  expensive,  and  ex- 
tremely inefficient. 

In  other  countries  that  have  uni- 
versal access  to  health  care,  the  pri- 
mary care  doctor  is  a family  physi- 
cian and  not  a group  of  physicians 
(pediatrician,  obstetrician,  internist, 
and  surgeon)  in  addition  to  a general 
practitioner. 

In  America,  we  have  too  many 
underemployed,  underpaid  pediatri- 
cians, and  too  many  underemployed, 
overpaid  obstetricians  who  overuse 
surgical  and  invasive  procedures  to 
manage  naturally  occurring  phe- 
nomena. There  is  an  oversupply  of 
surgeons  who  provide  primary  care 
to  support  themselves  but  who  are 
no  longer  trained  in  the  discipline. 
The  internist  has  a broader  training 
in  medicine,  but  few  can  deal  with 
pediatric  or  gynecological  problems. 

The  problem  of  access  to  health 
care  will  not  be  answered  until  we 
graduate  more  family  doctors  and 
enact  tort  reforms  that  will  allow  the 
family  physician  to  manage  and  de- 
liver a low-risk  pregnancy  without 
undue  fear  of  litigation. 

Providing  incentives  to  medical 
schools  and  medical  students  to  in- 
crease primary  care  doctors  will  fail 
unless  proper  emphasis  is  put  on 
family  medicine.  This  will  allow  the 
family  physician  to  provide  the  ma- 
jority of  primary  care  with  appropri- 
ate reimbursement  for  the  additional 
responsibility  and  time  associated 
with  that  role  and  will  encourage  pe- 
diatricians, obstetricians,  and  general 
surgeons  to  work  as  consultants. 

As  government  becomes  more  in- 
volved in  financing  health  care,  the 
taxpayer  in  the  small  urban  commu- 
nity will  demand  through  his  elected 
representative  the  same  medical  ser- 


vices that  are  available  in  a large  ur- 
ban center.  There  will  be  consider- 
able pressure  on  our  elected  repre- 
sentatives to  provide  uniform 
services  throughout  the  country. 

If  the  issue  of  who  should  pro- 
vide primary  care  is  not  settled  with- 
in the  family  of  medicine,  we  will  be 
unable  to  defend  ourselves  when 
nonphysician  practitioners  try  to 
take  over  the  primary  care  role. 

While  1 am  sure  organized 
medicine  will  protest  loudly,  our  en- 
ergies would  be  better  employed  in 
finding  solutions  to  the  problem  and 
helping  our  elected  representatives 
identify  positions  and  goals  that  can 
be  defended  and  supported  in  a pub- 
lic forum. 

Stanley  B.  Cassin,  MD 

305  Sandy  Corner  Rd 
El  Campo,  TX  77437 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editori- 
al advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
policies  of  the  Texas  Medical  Association. 
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More  than  80,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  75  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  electronic  remit- 
tance; UB  billing;  custom  report  writing  and  a hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701. 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


Contact  your  local  dealer 
for  more  information 

Independent  Consulting 
Experts 

Alvin,  Tx  713/585-4767 

Management  Solutions 

Arlington,  Tx  800/275-5266 

Medical  Design  & Images 

Austin,  Tx  512/454-6774 

Unisource  Computer 
Systems,  Inc. 

Corpus  Christi,  Tx  512/855-4462 

BMI 

Dallas,  Tx  214/423-3101 

Medical  Systems,  Inc. 

Dallas,  Tx  214/342-0789 

Texas  Medical 
Systems,  Inc. 

Dallas,  Tx  800/551-4588 

Compatible  Micro 
Solutions,  Inc. 

El  Paso,  Tx  915/833-7011 

Health-Tech 
Systems,  Inc. 

El  Paso,  Tx  915/833-0686 

Advanced  Medical 
Management,  Inc. 

Houston,  Tx  713/789-0030 

Healthcare  Computers,  Inc. 

Houston,  Tx  713/465-9956 

Management  Integrated 
Solutions,  Inc./CCMS,  Inc. 
Houston,  Tx  713/580-6717 

Computerland  Medical 
Consulting 

Lubbock,  Tx  806/792-3835 

DRG  Associates 

San  Antonio,  Tx  210/336-2188 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus,  Inc.  and  its  logo  are 
registered  trademarks  of  Systems  Plus,  Inc.  ©1992  Systems  Plus,  Inc 
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Annual  session 
packs  abundance  of 
opportunities 

Running  the  gamut 
from  excellent  clinical  pro- 
gramming to  social  and  sport- 
ing activities,  the  Texas  Medical  As- 
sociation 126th  Annual  Session, 
May  13-16,  1993,  in  Houston  is  de- 
signed to  appeal. 


At  right  is  a partial  calendar  of 
events  for  the  meeting,  which  in- 
cludes sessions  of  the  TMA  House 
of  Delegates.  The  exhibit  hall  is 
open  Thursday  and  Friday  from  8 
am  to  5:30  pm  and  Saturday  from  8 
am  to  2:30  pm.  An  article  about  the 
general  session  on  medical  ethical 
dilemmas  appears  on  p 34. 

For  additional  information,  con- 
tact TMA’s  Annual  Session  and 
Meeting  Management  Department  at 
(800)  880-1300  or  (512)  370-1452. 

Burka  highlights  TMA 
Alliance  convention 

AS  HE  READIES  HIS  BIENNIAL 
article  on  the  “Ten  Best  and  Ten 
Worst”  of  Texas  legislators, 
Paul  Burka,  executive  editor  of  Texas 
Monthly , will  take  time  to  speak  at 
the  closing  brunch  of  the  75th  An- 
niversary Convention  of  the  Texas 
Medical  Association  Alliance.  Officers 
for  1993-1994  will  be  installed  at  the 


Thursday,  May  13 

8-9:30  am 
House  of  Delegates 

8 am-noon 

Basic  Cardiac  Life  Support 
8 am-5  pm 

Texas  Society  of  Plastic  Surgeons  seminars 

8 am-5  pm 

Texas  Academy  of  Family  Physicians 
10  am-1  pm 

House  of  Delegates  reference  committees 

9 am-1  pm 

Emergency  medicine  symposium 
2-5  pm 

General  session 
1-5  pm 

Advanced  Cardiac  Life  Support  (ACLS) 

5-6:30  pm 

Hello  Houston  party 

Friday,  May  14 

8 am-5  pm 
ACLS  (cont’d) 

9 am-noon;  2-5  pm 
House  of  Delegates 

Specialty  societies 

Texas  Dermatological  Society  (4-6) 

Scientific  sections  (9  am-noon;  2-5  pm) 
Digestive  diseases 
Diseases  of  the  chest 
Endocrinology/internal  medicine 
Family  practice  (8-4:30) 

Neurological  surgery  (8:30-5) 
Neurology 

Obstetrics  and  gynecology 
Occupational  medicine  (2-5) 
Ophthalmology  (8-5) 

Otolaryngology 

Plastic,  reconstructive,  and  maxillofacial 
surgery  (8-3) 

Psychiatry 
Public  health 
Surgery 

Symposia 

Access  to  health  care  (2:30-5) 
Rheumatic  diseases  (1:30-5) 

Blood  banking/blood  transfusion  (2:30-5) 
Pain  (2:30-5:15) 

Medical  family  and  stress  (2:30-5:30) 
Medicine  and  the  law  (1:30-5) 

Risk  management  seminar  (2-5) 


Sports  medicine  (9-noon) 

Texas  Orthopaedic  Association/Sports 
medicine  (1:30-  5) 

Public  policy  and  domestic  violence:  the 
physician’s  role  (2:30-5:15) 

Update  on  occupational  illness  (8:30-noon) 

9 pm 

TMA/TMA  Alliance  50’s  Party 

Saturday,  May  15 

8 am-  noon  ACLS  (cont’d) 

Specialty  societies 

Flying  Physicians  Association,  SW 
Region  (9-noon) 

Texas  Orthopaedic  Association  (8-5) 
Texas  Society  of  Anesthesiologists  (8-5) 
Texas  Dermatological  Society  (8:30-5) 

Scientific  sections 
(9  am-noon;  2:30-5  pm) 

Allergy,  asthma,  and  clinical  immunology 
Colon  and  rectal  surgery  (9-noon) 
Neurological  surgery  (8-noon) 

Nuclear  medicine 
Occupational  medicine  (9-noon) 
Oncology  (9-noon) 
Ophthalmology(8-noon) 

Otolaryngology  (9-noon) 

Pathology  (8:30-noon) 

Pediatrics  (9-noon;2-5) 

Physical  medicine  and  rehabilitation 
(9-3:30) 

Plastic,  reconstructive,  and  maxillofacial 
surgery  (8-noon) 

Symposia  (9  am-noon;  2:30-5  pm) 

Addictions 

Cardiovascular  diseases 
Geriatrics 

9 am-noon 

Physician-patient  communication  workshop 

12:15-2:15  pm 

Annual  membership  luncheon 

House  of  Delegates  sections 

Hospital  Medical  Staff  (8-noon) 

Medical  Student  (2-5) 

Resident  Physician  (2-5) 

Young  Physician  (9-noon) 

Sunday,  May  16 

Specialty  societies 

Texas  Society  of  Anesthesiologists  (9-noon) 
Texas  Dermatological  Society  (9-noon) 
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event,  11  am  Saturday,  May  15,  at 
Houston’s  Four  Seasons  Hotel. 

A Diamond  Jubilee  reception  will 
be  held  Friday,  May  14,  6 to  8 pm, 
in  the  grand  ballroom  of  the  Four 
Seasons  Hotel. 

Other  convention  highlights 
include: 

• Anne  Colby,  PhD,  and  William 
Damon,  PhD,  coauthors  of 
“Some  Do  Care,”  a study  of  vol- 
unteers and  the  forces  that  drive 
them,  at  the  Friday  luncheon 
honoring  county  presidents; 

• Dadie  Perlov,  Consensus  Man- 
agement, Inc,  New  York,  semi- 
nars on  membership  marketing 
and  strategic  planning,  Thursday; 

• Sharon  Obregon  of  The  Family 
Place  in  Dallas,  on  family  vio- 
lence, Friday; 

• Ron  Traxler,  Dallas  gemologist, 
the  myth  and  lore  of  diamonds 
and  other  precious  stones,  Friday; 

• a dessert  preparation  session  by 
Edward  Thompson,  Four  Seasons 
pastry  chef,  Thursday; 

• Friday  and  Saturday  tours  of 
Houston’s  museum  district  and 
Space  Center  Houston;  and 

• a political/legislative  action  ses- 
sion, Friday. 

Awards  for  county  chapter  ac- 
complishments will  be  presented  at  a 
Thursday  night  awards  dinner,  with 
county  projects  displayed  at  a recep- 
tion preceding. 

For  registration  and  ticket  infor- 
mation, see  TMA’s  Advance  Pro- 
gram or  contact  TMAA  at  (800) 
880-1300,  ext  1328/1329/1331. 


TEXAS  PHYSICIANS  GIVE  THUMBS  UP 
TO  TEXAS  MEDICINE 

Now  and  then  taking  a step  back  from  your  work  and  asking  read- 
ers for  an  honest  appraisal  is  a good  idea.  Recently,  Texas  Medicine  did 
just  that. 

In  October  1992,  EGS  Research  and  Consulting,  an  Austin-based  survey 
research  firm,  conducted  telephone  interviews  with  a random  sample  of  600 
Texas  Medical  Association  members  to  find  out  what  readers  like  and  don’t 
like  about  Texas  Medicine  and  Action,  the  association’s  newsletter. 

The  final  results  are  very  positive.  Both  publications  are  read  by  more 
than  80%  of  TMA  members.  Only  the  specialty  journals,  among  medical 
publications,  are  read  by  a larger  percentage  of  members.  Furthermore,  86% 
of  the  readers  of  Texas  Medicine  expressed  satisfaction  with  the  publication. 
(Took  for  survey  results  about  readership  of  Action  in  its  April  issue.) 

Infrequent  and  nonreaders  cited  lack  of  time  as  the  chief  reason  for  their 
lack  of  involvement  with  Texas  Medicine , but  some  readers  also  regretted 
that  the  publication  could  not  focus  on  more  issues  of  particular  interest  to 
their  medical  specialties. 

Readers  of  Texas  Medicine  attributed  most  value,  considered  the  publica- 
tion most  effective,  and  regarded  most  useful  Texas  Medicine's  coverage  of 
the  following  topics: 

• Legislative  affairs 
• Medical-legal  issues 
• Medical  economics 
• Public  health 

• TMA  programs,  initiatives,  and  member  services. 

Moreover,  more  than  70%  of  the  readers  found  the  publication  “timely, 
informative,  accurate,  and  attractive.” 

However,  the  inclusion  of  clinical  and  scientific  articles  in  Texas  Medicine 
is  controversial  among  TMA  members.  Readers  are  evenly  split  over  whether 
the  publication  should  continue  to  publish  clinical  material. 

In  the  past  few  years,  the  TMA  board  of  trustees,  which  serves  as  Texas 
Medicine's  board  of  publication,  and  the  editorial  committee  for  Texas 
Medicine  have  shifted  the  focus  for  the  publication  toward  news  and  feature 
articles  on  legislative,  legal,  and  economics  topics,  with  a Journal  section 
containing  scientific  articles.  The  Journal  articles  are  selected  for  their  clarity, 
accuracy,  and  clinical  usefulness  to  a wide  assortment  of  Texas  physicians. 
Authors  interested  in  submitting  articles  for . upcoming  Journal  sections 
should  consult  the  instructions  on  p 71. 

Results  from  the  readership  study  will  be  used  in  coming  months  to  further 
enhance  the  content  and  appearance  of  Texas  Medicine  and  Action. 
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JOURNAL  SECTION  FEATURES 
NEW  MUSCULOSKELETAL  INJURY  SERIES 

An  article  in  the  Journal  section  of  this  issue  of  Texas  Medicine 
marks  the  start  of  a Musculoskeletal  Injury  Series.  “Pathologic  fracture  of 
the  femur,”  by  Philip  M.  Jacobs,  MD,  is  on  pp  69-70. 

This  new  occasional  series  will  present  selected  cases  from  conferences  on 
musculoskeletal  injuries  presented  by  the  department  of  orthopaedics  at  The 
University  of  Texas  Health  Science  Center  at  San  Antonio  (UTHSCSA).  The 
cases  are  selected  from  outpatient  clinics  and  affiliated  teaching  hospitals,  in- 
cluding the  Bexar  County  Hospital  District,  the  Andie  Murphy  Veterans  Ad- 
ministration Hospital,  and  the  Santa  Rosa  Children’s  Hospital. 

The  series  will  present  diverse  musculoskeletal  injuries  that  may  be  encoun- 
tered in  pediatric  and  adult  clinical  practice.  The  focus  of  the  series  is  the 
more  subtle  musculoskeletal  injury  that  is  commonly  overlooked  or  neglected. 

The  series  is  edited  by  Peter  L.J.  McGanity,  MD,  associate  professor  of 
orthopaedics  at  UTHSCSA. 


County  society  leaders 
outline  challenges  to 
Texas  physicians 

WITH  THE  MEDICAL. 

profession  facing  tremen- 
dous challenges  from  the 
push  for  health  system  reform,  it  is 
only  natural  that  medical  leaders 
reflect  on  the  issues  when  speaking 
to  their  peers.  In  recent  ceremonies, 
both  incoming  and  outgoing  county 
society  presidents  took  the  opportu- 
nity to  outline  those  challenges  and 
encourage  their  colleagues  to  meet 
them  head-on. 

Bohn  D.  Allen,  MD,  the  newly 
elected  president  of  the  Tarrant 
County  Medical  Society,  reflected  on 
the  struggle  to  preserve  medicine  as 
it  is  practiced  today  in  an  atmo- 
sphere of  change  in  Austin  and 
Washington. 

“The  public  today  seems  to  want 
a change,  regardless  of  the 
consequences,”  Dr  Allen  said  in  his 
acceptance  speech.  “They  perceive 
that  they  want  more  health  care  at  a 
lower  cost.  Our  job  will  be  to  deliv- 
er the  health  care  they  need  at  a 
price  they  are  willing  to  pay.  That 
will  not  be  easy.” 

Dr  Allen,  an  Arlington  general 
surgeon,  said  there  is  danger  in 
those  who  do  not  practice  medicine 
becoming  the  sole  determiners  of 
health-care  policy. 

“Central  planners,  public  or  pri- 
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vate,  forget  that  human  services  de- 
pend as  much  on  the  skill  and  honor 
of  those  who  render  them  as  on  the 
administrative  structure  that  pays  the 
bill,”  he  said.  “No  amount  of  rules 
and  regulations  can  replace  the  moral 
and  ethical  character  of  the  physi- 
cian. This  is  the  human  quality  that 
sets  physicians  apart  from  other  pro- 
fessionals in  dealing  with  people.” 

Efforts  to  constrain  medicine  for 
the  sole  purpose  of  cost-containment 
are  doomed  to  failure,  he  said. 

“They  (government  regulators) 
don’t  understand  that  medicine, 
practiced  for  the  benefit  of  the  pa- 
tient, cannot  he  constantly  scruti- 
nized for  efficiency,  cost,  or  project- 
ed savings  at  the  expense  of  the 
patient’s  health,”  Dr  Allen  said. 
“Until  patients,  employers,  and  third 
parties  realize  that  freedom  is  the 
key  to  quality  medical  care,  regula- 
tors will  continue  to  threaten  the 
physician-patient  relationship  to  the 
detriment  of  the  entire  US  health 
care  system.” 

Ladon  Homer,  MD,  the  outgoing 
president  of  the  Tarrant  County  so- 
ciety, reminded  its  members  that  in 
face  of  change,  now  is  the  time  for 
organized  medicine  to  speak  with 
one  voice  and  for  its  members  to 
speak  out  on  its  behalf. 

“We,  as  a fraternity  of  medicine, 
must  come  to  grips  with  the  reality  of 
our  own  reaction  to  these  winds  of 
change,”  he  said.  “With  certain 
change  about  to  take  place  ...  we  can 
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either  dance  to  the  tune  of  others,  sit 
out  the  remainder  of  the  program,  or 
help  compose  the  piece  ourselves.  The 
latter  certainly  seems  preferable.” 

He  said  that  the  image  of  the 
physician  as  a healer  is  becoming 
overshadowed  by  society’s  material- 
ism and  the  “business  of  medicine.” 

“It  is  the  solemn  duty  of  every 
physician  to  become  involved  in  our 
community  affairs  as  well  as  support- 
ing the  profession  at  all  levels,”  said 
Dr  Homer,  a Fort  Worth  pathologist. 
“If  we  breach  the  faith  of  those  who 
have  gone  before,  who  have  fought 
so  long  and  hard  to  perpetuate  the 
profession  and  professionalism,  we 
will  have  betrayed  their  solemn  trust. 
Our  generation  must  not  be  guilty  of 
breaking  the  chain  of  centuries  of 
professional  advancement.” 

He  warned  his  colleagues  to  be 
prepared  for  what  is  to  come. 

“Whatever  nonsense  may  come  our 
way  in  the  coming  months  with  regard 
to  health-care  delivery,  keep  in  mind 
our  ‘ace  in  the  hole,’”  he  said.  “No 
one,  not  government  bureaucrats,  not 
even  health-care  entrepreneurs,  can 
steal  away  the  confidence  we 
experience  with  those  we  serve.  When 
the  curtain  closes  behind  us  in  the 
exam  room,  it  becomes  our  world  and 
ours  only.  Use  it  wisely.” 

Charles  W.  Bailey,  MD,  the  in- 
coming president  of  the  Harris 
County  Medical  Society,  warned  his 
colleagues  that  many  forces  will  at- 
tempt to  tear  apart  the  cohesiveness 
of  organized  medicine’s  message. 

“Our  strategy  must  include  pro- 
moting unity  among  our  own  and 
dampening  the  divisive  forces  that 
have  been  brought  to  bear  on  us 
over  the  past  several  years,”  he  said 
in  bis  acceptance  speech.  “We  must 
remember  that  we  all  had  a common 
goal  early  in  our  lives  to  become 
doctors.  We  pursued  different  cours- 
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es  as  we  progressed  through  our  ed- 
ucation and  training,  and  we  chose 
our  respective  roles  in  medicine. 

“Promises  of  benefits  for  one 
group  at  the  expense  of  another 
based  on  differences  in  intellect  are 
ludicrous,  and  it  appears  that 
benefits  to  anyone  would  be  fleeting, 
at  best,”  said  Dr  Bailey,  a Houston 
plastic  surgeon.  “The  tragedy  is  that 
patients  will  ultimately  bear  the  bur- 
den of  any  mistakes  made  in  the 
process.” 

He  warned  that  those  intent  on 
changing  the  health-care  system  seek 
to  make  a big  splash  but  seldom  real- 
ize the  ripple  effects  of  their  actions. 

“Potentially,  the  most  significant 
effect  could  be  raising  doubts  in  the 
minds  of  our  gifted  students  as  to 
whether  they  should  direct  their  ed- 
ucation towards  a medical  career,” 
he  said.  “It  is  not  likely  that  a bright 
young  person  would  enter  a profes- 
sion in  which  he  or  she  would  be 
subject  to  arbitrary  or  inappropriate 
interference  that  might  adversely  af- 
fect the  lives  of  others.  Certainly, 
other  professions  with  less  onerous 
intrusions  would  be  infinitely  more 
appealing.” 

His  concern,  however,  isn’t  just 
for  future  physicians,  but  also  for 
future  patients. 

“1  want  my  grandchildren  to 
have  the  benefit  of  being  cared  for 
by  the  quality  of  individuals  who 
comprise  our  membership,”  he  said. 

TMA’s  Anson  Jones 
Awards  honor  excellence 
in  health  reporting 

The  Texas  Medical. 
Association  has  honored  writ- 
ers and  reporters  from  14  Texas 
publications  and  broadcast  stations 


for  excellence  in  reporting  on  medi- 
cal and  health  issues  in  the  1993  An- 
son Jones  Award  competition. 

The  annual  event  honors  excel- 
lence in  communicating  health  infor- 
mation to  the  public.  Awards  con- 
sisting of  a framed  certificate  and  a 
$500  cash  prize  will  be  presented  to 
the  winners  during  the  TMA  Annual 
Session  in  Houston  on  May  15. 
Eighteen  journalists  will  receive  Ci- 
tations of  Merit. 

Judging  of  81  entries  in  16  cate- 
gories was  conducted  February  16, 
1993,  at  the  Texas  Medical  Associa- 
tion building  in  Austin.  Awards 
were  divided  into  two  main  cate- 
gories, with  several  divisions  in  each 
category.  Judging  the  entries  were 
three  panels  of  communication  pro- 
fessionals, plus  one  member  of  the 
Council  on  Communication,  Karin 
Montero,  MD,  Austin,  as  medical 
advisor. 

The  1993  Anson  Jones  Awards 
are: 

Science  of  medicine 

Daily  newspapers  with  100,000+  circula- 
tion — Fort  Worth  Star-Telegram  (seven 
reporters);  “The  Hidden  Violence:  When 
ELome  is  Where  the  Hurt  Is.” 

Daily  newspapers  with  circulation  be- 
tween 24,000  and  99,999  — Beaumont 
Enterprise  (six  reporters);  “AIDS:  Every- 
body’s Problem.” 

Daily  newspapers  with  circulation  below 
24,000  — Texas  City  Sun-,  John  Simsen, 
managing  editor;  “Back  Erom  the  Deep.” 

Weekly,  biweekly,  or  semiweekly  newspa- 
pers — Arlington  News;  Sarah  Normand 
Kerner,  lifestyle  editor;  “A  Shock  to  the 
System.” 

Magazines/newsletters  (company,  employ- 
ee, chamber,  trade,  or  association)  — 
ATPE  News  (Association  of  Texas  Profes- 
sional Educators);  Nora  Sheppard  Bender, 
editor;  “Are  Today’s  Students  Falling  Be- 
hind in  the  Quest  for  Physical  Fitness?” 


Magazines/newsletters  (consumer  or  gen- 
eral interest)  — D,  Dallas;  Rod  Davis,  se- 
nior writer;  “Someone  Else’s  Disease.” 

Magazines  (Sunday)  — The  Dallas  Morn- 
ing News;  Susan  L.evine,  assistant 
metropolitan  editor;  “Head  First.” 

Television  (major  market)  — KHOU-TV, 
Houston;  Susan  Starnes,  health  reporter 
and  Dave  Westerhaus,  photographer/edi- 
tor; “The  Changing  Face  of  AIDS.” 

Television  (all  other  locations)  — KCBD- 
TV,  Fubbock;  Karin  McKay,  anchor,  med- 
ical reporter;  “The  Decade  of  the  Brain.” 

Radio  (major  market)  — WOAI-AM,  San 
Antonio;  Jim  Forsyth,  medical  reporter; 
“A  Change  of  Heart.” 

Radio  (all  other  locations)  — KTEP-FM, 
FI  Paso;  l.ouie  Saenz,  news  and  public  af- 
fairs director;  “Cholera.” 

Socioeconomics  of  medicine 

Print  (major  market)  — Houston  Chroni- 
cle, (three  reporters);  “A  Sickly  System.” 

Print  (all  other  locations)  — Corpus 
Christi  Caller-Times;  Vivienne  Heines, 
staff  writer;  “Life  and  Love  and  AIDS.” 

Broadcast  (major  market)  — KTXH-TV, 
Houston;  Terri  Bailey,  community  affairs 
director;  “Lone  Star  Notebook:  Who  Pays 
for  AIDS?” 

The  Anson  Jones  Award  is  named 
for  the  pioneer  Texas  physician  who 
served  the  Republic  of  Texas  with 
distinction  as  a member  of 
Congress,  secretary  of  state,  and  its 
last  president.  He  was  responsible 
for  establishing  the  first  regulations 
concerning  the  practice  of  medicine 
in  Texas. 

Given  since  1957,  the  award  rec- 
ognizes journalism  that  contributes 
to  a better  public  understanding  of 
medicine  and  health  in  Texas.  ★ 
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Relive  A By-Gone  Era 

. . . with  this  distinctive  form  of  expression.  The 

LS  53  will  be  your  American  dream  car.  Enjoy  the  Cflll  NOW 

perfect  combination  of  authentic  styling  and 
modern  technology. 

Call  today  for  details  on  how  you  can  create  this  1-800-888-426 1 

modern  classic. 

Lone  Star  Classics  Inc.  • 1805  W.  Airport  Fwy.  • Bedford,  Texas  76021 


DOES  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  TfflS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 

✓ Automatically  fills  out  insurance  claim  forms  / Increases  cash  flow 


✓ Prints  patient  billing  and  statements 

✓ Ask  about  our  $1,000  cash  rebate  offer 


✓ Decreases  need  for  additional  staff 
/ Analyzes  practice  income  and  expenses 


/ Tracks  all  insurance  and  patient  / Nearly  $10,000  less  expensive  than  a 

receivables  comparable  system 

Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  Installed  and  ready  to  run.  Prices  start  at  $3495,  or  financing  as  low  as  $ 1 69  per  monthl  1 1 Price  Includes 
k.  the  FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  Information  packet  and  speak 
with  one  of  our  solutions  experts.  _ QQQ  _ 

FOXMED  PRO.  Available  from  Practice  Management  Innovations. 

The  computer  system  the  competition  doesn't  want  you  to  hear  about. 


Meet 

Howard  M.  Rochestie, 
Chairman  of  the  Board 


You  will  learn  steps 
you  can  take  to  prosper 
during  this  critical 
transition  time.  Each 
participant  will  receive 
a copy  of 

"What  They 
Won't  Tell  You 
on  Wall  Street." 
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Texas  Medical  Association 
introduces 

a new  member  service... 


The  Physicians' 
Economic 

Advantage  Program 

Tma  is  pleased  to  announce  the  endorsement 
of  Mercer,  the  nation's  largest  fee-only  financial 
and  management  advisory  firm.  Mercer  special- 
izes in  providing  financial  planning,  investment 
management  and  practice  management  services 
to  physicians.  They  use  a unique,  multi-disciplin- 
ary advisory  approach.  Mercer's  staff  includes 
specialists  in: 

❖ Financial  planning 

❖ Investment  management-using  Nobel  Prize 
base  strategy 

❖ Retirement  plan  design  and  implementation 

❖ Practice  profitability 

❖ Practice  transition 

❖ Estate  and  asset  protection  education 

❖ Personal  and  business  tax  planning 

❖ Corporate  documentation 

These  specialists  are  extensively  trained  in  devel- 
oping coordinated  business  plans  to  assist  clients 
in  achieving  economic  freedom.  Mercer  has  spe- 
cialized in  working  with  physicians  for  over  30 
years  and  has  offices  in  Houston,  Santa  Barbara 
and  Lansing.  Currently  they  have  over  $500  mil- 
lion under  advisement. 

The  Physicians'  Economic  Advantage  Program, 
presented  by  Mercer,  is  endorsed  by  the  TMA  to 
provide  financial  planning,  investment  manage- 
ment and  practice  management  programs  as  an 
added  member  benefit.  TMA  members  will  re- 
ceive discounts  on  all  Mercer  services. 


Mercer  has  an  office  located  in  Houston,  Texas.  Their  phone  number  is 
(713)  6 21-3700  or  (800)  825-5152.  It  is  the  TMA  member's  responsibility 
to  observe  and  monitor  the  performance  of  his/her  investments.  TMA  can- 
not and  will  not  guarantee  fund  performance  or  income  to  those  joining  the 
Mercer  program. 
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TexasMedical 

Association 


Securing 
Your  Future: 

How  to 

Make  Your  Money 
Work  as  Hard 
as  You  Do 


Workshop  Schedule 


Austin 

May  25 

Dallas 

June  1 

San  Antonio 

June  3 

Fort  Worth 

June  22 

Houston 

June  24 

Houston 

September  9 

Dallas 

September  14 

Amarillo 

September  21 

Tyler 

September  28 

Abilene 

September  30 

Beaumont 

October  5 

Dallas 

October  12 

Lubbock 

October  19 

Houston 

October  26 

Corpus  Christi 

November  4 

Los  Colinas 

November  9 

Austin 

November  11 

El  Paso 

November  16 

San  Antonio 

November  30 

Houston 

December  2 

Dallas 

December  7 

To  receive  a copy  of 

the  workshop  brochure, 
call 

TMA  Department  of 
Practice  Management 
Services: 

(800)  880-1300, 
Ext.  1431. 
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The  Houston  Livestock  Show  and 
Rodeo  has  established  the  Joseph  T. 
Ainsworth,  MD,  Country  Doctor  En- 
dowed Scholarships  to  be  used  for 
outstanding  medical  students  who 
are  expected  to  practice  family 
medicine  in  rural  areas  of  Texas  af- 
ter graduation.  Dr  Ainsworth  is  a 
former  president  and  chairman  of 
the  rodeo  board  and  a current  exec- 
utive committee  member.  He  is  a 
past  vice  president  for  patient  care 
at  The  University  of  Texas  System 
Cancer  Center. 

Houston  plastic  surgeon  Charles  W. 
Bailey,  Jr,  MD,  was  installed  as  the 
1993  president  of  the  Harris  County 
Medical  Society.  Other  officers  for 
1993  include  orthopedic  surgeon 
Charles  T.  Stephenson,  MD,  president- 
elect; urologist  Paul  B.  Handel,  MD, 
vice  president;  and  dermatologist 
Robert  S.  Tausend,  MD,  secretary/trea- 
surer. Also  installed  was  neurologist 
Harris  M.  Hauser,  MD,  as  president  of 
the  Houston  Academy  of  Medicine. 

The  Cardiology  Fund,  Inc,  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas  has  created 
the  Fouad  Bashour,  MD,  Fund  for  Re- 
search in  Physiology  and  Cardiolo- 
gy. The  fund  recognizes  Dr  Bashour 
as  a distinguished  teacher,  re- 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
401  W 15th  St,  Austin,  TX  78701. 


searcher,  and  clinical  cardiologist. 

Ian  John  Butler,  MD,  was  appointed  the 
first  holder  of  the  Adriana  Blood 
Chair  in  Neurology  at  the  UT  Medi- 
cal School  in  Houston. 

Robert  M.  Campbell,  Jr,  MD,  an  assis- 
tant professor  of  orthopedics  at  The 
University  of  Texas  Health  Science 
Center  in  San  Antonio  and  a pedi- 
atric orthopedic  surgeon,  received 
the  1992  Imagineer  Award  from  the 
Mind  Science  Foundation.  The 
award  was  created  to  recognize  the 
importance  of  imagination  in  prob- 
lem-solving. Dr  Campbell  is  the  in- 
ventor of  the  expandable  titanium 
rib  prosthesis  for  children  with  pul- 
monary, spinal,  or  congenital  de- 
fects; he  is  currently  exploring  the 
potential  use  of  this  device  for  cor- 
recting scoliosis  deformities. 

Gary  Cunningham,  MD,  obstetrics  and 
gynecology  department  chairman  at 
The  University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas,  was 
named  Jack  A.  Pritchard  Professor 
of  Obstetrics  and  Gynecology. 

Neurosurgeon  Robert  G.  Grossman,  MD, 

Houston,  was  appointed  to  the  Na- 
tional Advisory  Neurological  Disor- 
ders and  Stroke  Council  of  the  Na- 
tional Institutes  of  Health  for  a 4-year 
term.  Dr  Grossman  serves  as  chief  of 
the  neurological  service  at  The 
Methodist  Hospital  and  chairman  of 
the  department  of  neurosurgery  at 
Baylor  College  of  Medicine. 

Head  and  neck  surgeon  Gilchrist  L. 
Jackson,  MD,  received  a 3-year  ap- 
pointment as  Cancer  Liaison  Physi- 
cian for  the  Hospital  Cancer 
Program  at  Kelsey-Seybold  Clinic  in 
Houston. 


Officers  of  the  Texas  Division  of  the 
US  Section,  International  College  of 
Surgeons,  include  Houston  otolaryn- 
gologist Jerome  Kosoy,  MD,  president, 
and  Dallas  plastic  surgeon  James 
Gilmore,  MD,  regent. 


C.L.  Montgomery,  MD 


C.L.  Montgomery,  MD,  a family  practi- 
tioner and  associate  dean  for  contin- 
uing medical  education  at  Texas  Tech 
University  Health  Sciences  Center  in 
Lubbock,  was  elected  chairman  of 
the  American  Medical  Political  Ac- 
tion Committee  (AMPAC). 

Plastic  surgeon  Linda  G.  Phillips,  MD,  as- 
sociate professor  of  surgery  at  The 
University  of  Texas  Medical  Branch  at 
Galveston,  was  elected  president  of 
the  Association  of  Women  Surgeons. 

Endocrinologist  Veronica  Piziak,  MD, 

was  named  president  of  the  Bell 
County  Medical  Society.  Other  1993 
officers  include  general  surgeon  John 
Hendricks,  MD,  vice  president,  and  ob- 
stetrician/gynecologist Lurry  Leavelle, 
MD,  secretary-treasurer.  These  physi- 
cians are  associated  with  the  Scott 
and  White  Hospital  and  Clinic  sys- 
tem in  Temple. 
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Martin  N.  Raber,  MD 


Martin  N.  Raber,  MD,  oncologist  and 
chairman  of  the  department  of  clini- 
cal investigation  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Cen- 
ter, has  been  named  an  editor  of  the 
cancer  center’s  official  journal,  The 
Cancer  Bulletin. 

Pedro  Rubio,  MD,  PhD,  a Houston  gen- 
eral surgeon,  has  been  elected  world 
president-elect  of  the  International 
College  of  Surgeons  and  will  serve 
as  world  president  during 
1995-1996. 

The  Galveston  County  Medical  Soci- 
ety installed  psychiatrist  Albert  0.  Sin- 
gleton III,  MD,  as  the  group’s  1 993 
president.  Other  Galvestonians  in- 
stalled were  pediatrician  Ben  G. 
Rainier,  MD,  president-elect;  hematolo- 
gist Jack  B.  Alperin,  MD,  vice  president; 
and  family  practitioner  William  H.  Pe- 
terek,  MD,  secretary-treasurer.  Honor- 
ing its  members  who  have  practiced 
medicine  more  than  40  years,  the  so- 
ciety presented  distinguished  service 
awards  to  obstetrician/gynecologist 
Leonard  A.  Charpentier,  MD;  internist 
William  Kelly  George,  MD;  pediatrician 
Virgil  M.  Howie,  MD;  and  dermatologist 
Charles  J.  Wilson,  MD,  all  of  Galveston, 
and  pathologist  Walter  D.  Moore,  Jr, 
MD,  of  League  City. 


Lane  F.  Smith,  MD,  The  University  of 
Texas  Medical  Branch  at  Galveston, 
won  first  place  in  the  section  on  oto- 
laryngology-head and  neck  surgery 
division  of  the  Southern  Medical  As- 
sociation’s 1992  Physicians-In- 
Training  competition  for  his  re- 
search paper. 

Baytown  urologist  Aristides  A.  Trifilio, 

MD,  was  elected  president  of  the 
Harris  County  Medical  Society’s 
east  branch. 


Barry  W.  Ubr,  MD 


The  Texas  House  of  Representatives 
honored  Dallas  ophthalmologist  and 
immediate  past  president  of  the  Dal- 
las County  Medical  Society,  Barry  W. 
Uhr,  MD.  In  a resolution  commending 
Dr  LJhr’s  election  to  the  board  of 
trustees  in  the  American  Academy  of 
Ophthalmology,  the  citation 
specifically  mentions  his  distin- 
guished professional  career  and  ex- 
cellence in  patient  care. 

Retired  family  physician  C.E.  Wood- 
son,  MD,  and  his  family  received  a 
Distinguished  Service  Award  from 
the  Wharton  Chamber  of  Commerce 
and  Agriculture. 


DEATHS 


Clifford  R.  Galley,  MD,  69;  Tyler;  Baylor 
College  of  Medicine,  1947;  died  Jan- 
uary 21,  1993. 

Eli  R.  Cox,  Sr,  MD,  76;  Dallas;  Baylor 
College  of  Medicine-Dallas,  1942; 
died  January  11,  1993. 

Horace  E.  Cromer,  Jr,  MD,  75;  Austin; 
Medical  College  of  Virginia-Rich- 
mond,  1942;  died  December  24,  1992. 

Douglas  M.  Dennis,  MD,  58;  Goldth- 
waite;  Baylor  College  of  Medicine, 
1960;  died  January  2 1,  1993. 

Steven  Robert  Findlay,  MD,  45;  Austin; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1973;  died 
January  3,  1 993. 

Arthur  P.  Gottlieb,  MD,  79;  Dallas;  Bay- 
lor College  of  Medicine-Dallas, 
1937;  died  December  22,  1992. 

Redie  W.  Lemons,  Jr,  MD,  56;  Houston; 
Meharry  Medical  College,  1962; 
died  December  21,  1992. 

F.  Scott  O’Neil,  MD,  60;  Houston;  The 
University  of  Tennessee  School  of 
Medicine-Nashville,  1956;  died  Jan- 
uary 11,  1993. 

Claude  Pollard,  Jr,  MD,  80;  Austin;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1937;  died  February  2, 
1993. 

Frank  Thomas  Smith,  Jr,  MD,  74;  Sealy; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1945;  died 
November  9,  1992. 
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3 seconds  from  now  his  hands  will  touch  the  water. 


4 seconds  from  now  his  head  will  hit  the  bottom. 


2 years  from  now  he  will  have  re-iearned  enough  words 


to  tell  you  how  it  felt 


Half  a million  young  lives  are  destroyed  each  year  when  simple  fun  turns  into  a traumatic 
brain  or  spinal  injury.  We  need  your  help.  Call  MMRC  today  at  1-800-223-6672.  Ask  about 
our  safety  awareness  program.  It  only  takes  a few  minutes  for  us  to  tell  M MMRC 

a j • ■ i J rr  • • , • 1 J 11  1 Fl  MISSISSIPPI  METHODIST 

you  more.  And  you  just  might  spend  a lifetime  wishing  you  had  called.  H rehabilitation  center 

1350  East  Woodrow  Wilson,  Jackson,  MS  39216 
(601)  981-2611  or  1-800-223-6672 


TEXAS  MEDICAL  ASSOCIATION 


Me< dical  Economics 
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Mean  value  of  uncompensated  care  per  physician  by  specialty. 


$76,220 


$57,640 

$49,924 


5237010  Radiology 
Surgery 
Pediatrics 
Psychiatry 
Internal  Medicine 
Obstetrics/Gynecology 
General/Family  Practice 


1991 


1989 


Mean  number  of  charity  care  patients  per  physician  by  specialty. 


252.8 


358.5 


Radiology 


277.7 


344  5 

■ 359.3  Gen/Family  Practice 
Obstetrics/Gynecology 
Internal  Medicine 
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Pediatrics 
Surgery 


1991 


1989 


Charity  care  by  Texas 
physicians  jumps  47% 


T A TIME  WHEN  SOME 
proponents  of  health-care  re- 
form are  pointing  accusing 
fingers  at  physicians  for  the  spiraling 
cost  of  American  health  care,  newly 
released  statistics  show  that  Texas 
physicians  are  providing  uncompen- 
sated care  to  patients  at  a rate  al- 
most double  that  of  just  2 years  ago. 

According  to  information  calculat- 
ed from  TMA’s  1992  Physician  Survey,  j 
Texas  doctors  provided  just  under  $3.6 
billion  in  uncompensated  care  in  1991. 
That  represents  a 47%  increase  over 
the  $2.45  billion  in  uncompensated 
care  provided  in  1989,  according  to 
David  Marcus,  PhD,  TMA’s  director  of 
health  care  financing. 

“It’s  an  age-old  tradition  among 
physicians  that  they  treat  patients 
regardless  of  their  ability  to  pay,” 
said  Dr  Marcus.  “But  1 think  we  can 
attribute  this  large  increase  in  un- 
compensated care  to  the  effects  of 
the  recession.” 

A large  number  of  people  have 
lost  jobs  or  have  had  their  health  in- 
surance benefits  cut  back  or  can- 
celed, he  said. 

“Physicians  usually  continue  to 
care  for  a patient  who  has  been  a 
‘paying  customer'  after  they  have  lost 
insurance  coverage,”  Dr  Marcus 
said.  “Another  reason  for  the  in- 
crease is  that  emergency  rooms  have 
become  the  clinics  of  the  uninsured.” 

According  to  Fred  Merian,  MD, 
a family  practice  physician  in  Victo- 
ria who  chairs  TMA’s  Council  on 
Socioeconomics,  the  increase  in  un- 
compensated care  shows  that  much 
of  the  blame  for  high  health-care 


Mark  Richardson,  associate  editor , writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


costs  pointed  at 
physicians  is  mis- 
directed. 

“Texas  physi- 
cians are  seeing 
the  patients 
whether  or  not 
they  are  getting 
compensated  for 
it,”  he  said. 

“There’s  a lot 
more  to  driving 
up  the  cost  of 
medicine  than 
doctors’  fees.  De- 
fensive medicine, 
whether  it’s  com- 
pensated or  not, 
is  driving  up 
costs  and  that’s 
the  type  of  thing 
they  should  be 
addressing.” 

The  figures 
for  uncompen- 
sated care  in- 
clude both  chari- 
ty care  (services 
provided  with 
the  understand- 
ing that  the 
physician  will  not  be  reimbursed) 
and  bad  debt  (unforeseen  uncom- 
pensated care). 

The  survey  shows  that: 

• Each  Texas  physician  treated  an 
average  of  251  charity  care  pa- 
tients in  1991. 

• Charity  care  provided  by  Texas 
physicians  in  1991  totaled  $2.14 
billion. 

• Bad  debts  for  Texas  physicians  in 
1991  totaled  $1.46  billion. 

Of  the  specialties,  radiologists  and 
general  or  family  practice  physicians 
saw  the  most  charity  care  patients, 
with  radiologists  providing  the  most 
charity  care  in  terms  of  value. 

Surgeons  and  psychiatrists  carried 


the  largest  amount  of  bad  debt, 
though  surgeons  actually  saw  a re- 
duction in  the  overall  dollar  amount 
of  bad  debt  between  1989  and  1991. 

“There  is  certainly  more  than 
enough  uncompensated  care  being 
provided,”  Dr  Merian  said.  “Obvi- 
ously, Texas  doctors  are  providing  the 
same  care  and  practicing  the  same 
kind  of  medicine  for  people  whether 
they  get  compensated  or  not.” 

According  to  Dr  Marcus,  the 
numbers  counter  the  popular  notion 
that  physicians  are  making  a dispro- 
portionately large  share  of  the  avail- 
able pool  of  health-care  dollars. 

“This  demonstrates  that  even  in 
the  face  of  severe  economic  pressures 
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Mean  value  of  charity  care  per  physician  by  specialty. 

8185620  Radiology 
Pediatrics 
Surgery 
Psychiatry 
Internal  Medicine 
General/Family  Practice 
Obstetrics/Gynecology 


I $25,390 
I $24,692 

I $25,150 
$22,487 


1991 


1989 


Mean  value  of  bad  debt  per  physician  by  specialty. 


$67,860 

$74,943 


Surgery 


■■  1991  M 1989 

to  be  more  ‘business-like’  in  their  ap- 
proach to  practicing  medicine,  pro- 
fessionalism and  a duty  to  their  pa- 
tients remain  top  priorities  among 
physicians,”  he  said.  “I  think  this 
shows  that  among  the  takers  and 
givers  in  our  society,  physicians  fall 
squarely  among  the  givers.” 

Workers’  Comp 
issues  new  instructions 
for  claim  forms 

The  texas  workers’ 
Compensation  Commission 
(TWCC)  has  issued  a revised 
set  of  instructions  for  filling  out  its 

TEXAS  MEDICINE  VOLUME  89  NO.  4 


standard  claim 
form,  the  HCFA- 
1500  (12/90). 

According  to 
Julie  Shank,  RN, 
director  of 
TWCC’s  medical 
review  division, 
the  new  instruc- 
tions are  de- 
signed to  elimi- 
nate a series  of 
problems  involv- 
ing the  signature 
line  that  has 
caused  a large 
number  of  claims 
to  be  returned. 

All  claims 
filed  after  April 
15,  1993,  must 
be  filled  out  us- 
ing the  new  in- 
structions, ac- 
cording to  Ms 
Shank. 

Below  are 
line-by-line  in- 
structions on 
filling  out  the 
workers’  com- 
pensation claim  form.  Lines  marked 
with  an  asterisk  (*)  require  different 
information  in  these  boxes  than  is 
asked  for  on  the  HCFA  1500  form. 

Place  insurance  carrier's  name  and  address  in 
the  upper  margin  of  form  above  name: 
HEALTH  INSURANCE  CLAIM  FORM. 
la'1  Injured  worker’s  Social  Security  number. 
2“  Injured  worker’s  name  (last,  first,  MI) 

3 Injured  worker’s  birth  date  and  sex  (if 
known,  otherwise  insert  N/A) 

4“  Employer’s  business  name 
5“  Injured  worker’s  address,  city,  state,  ZIP 
7*  Employer’s  current  business  address 
10  Is  worker’s  condition  related  to:  (check 
a,  b,  or  c) 

11“'  TWCC  number  (if  available,  otherwise 
insert  N/A) 

14  Date  of  injury 

15“  Date  injured  worker  was  first  seen  for 
APRIL  1993 


Psychiatry 
Radiology 
Obstetrics/Gynecology 
Internal  Medicine 
Pediatrics 
General/Family  Practice 


this  injury  (if  available,  otherwise  insert 
N/A) 

21  Diagnosis  of  nature  of  illness  or  injury 
Note:  The  diagnosis  code(s)  must 
be  correct  and  include  the  decimal. 
(l=primary/2,  3,  4=secondary, 
whenever  applicable) 

22“  Leave  blank,  carrier  use  only 

24  a.  Dates  of  service,  if  service  begins 

and  ends  on  the  same  date,  enter 
the  date  in  “from”  and  “to”  blocks, 
b.  Place  of  service  (See  Code  Defini- 
tion below) 

d. “  Fee  Guideline  Code(s)  with 

modifier(s)  (eg,  CPT-4,  DME) 

e.  Diagnosis  Code  (Relate  item  num- 
bers 1,  2,  3,  and/or  4 from  Box  21 
to  appropriate  treatment  code) 

f.  Charge  (for  each  service  or  treatment) 

g.  Days  or  units  (quantity  for  each 
procedure) 

j. “  Leave  blank,  carrier  use  only 

k. “  Leave  blank,  carrier  use  only 

25  Federal  tax  ID  number 
28  Total  charge 

29“  Leave  blank,  carrier  use  only 
31  Name  of  physician  or  supplier,  including 
degrees  or  credentials  if  applicable  (MD, 
DC,  LPT,  etc)  and  date  submitted  to  carrier 
33“  Physician’s,  supplier’s,  billing  name,  ad- 
dress, ZIP  code,  phone  number  and  pro- 
fessional license  number  with  prefix,  no 
spaces  or  hyphens  (eg,  MDG1440, 
PT 1 46484)  or  hospital  billing  name,  ad- 
dress, ZIP  code,  and  phone  number 

For  more  information,  contact  the 
TWCC  and  ask  for  Form  TWCC  67. 
For  questions,  contact  Steve  Huskey, 
planning  analyst  for  the  medical  re- 
view division  at  (512)  440-3542,  or 
write: 

Texas  Workers’  Compensation  Commission 

Medical  Review  Division 

Southfield  Building 

4000  South  IH  35 

Austin,  TX  78704-7491 
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Medicare  Maze  2 guides  physicians 
through  labyrinth  of  regulations 

IN  A FOLLOW-UP  TO  o N E of  its  best-selling  publications,  TMA’s  prac- 
tice management  services  department  is  offering  Medicare  Maze  2:  A Sur- 
vival Guide  for  Texas  Physicians , a book  designed  to  give  physicians  and 
their  staff  members  the  survival  skills  they  need  to  succeed  under  RBRVS,  a 
radically  revised  CPT  coding  system,  and  a host  of  new  and  old  bureaucratic 
hassles  imposed  by  Medicare. 

Maze  2 deals  in  practical,  comprehensible  terms  with  the  challenges  of 
physician  payment  reform  and  stringent  emphasis  on  cost  containment.  The 
book  emphasizes  ways  in  which  everyday  tasks — coding,  claims  filing,  and 
payment  determinations — have  changed  as  a result  of  national  policy  deci- 
sions on  Medicare  priorities. 

Highlights  include: 

• Accurate  coding  of  evaluation  and  management  services; 

• The  global  surgical  package:  what’s  in  and  what’s  out; 

• Electronic  claims  transmission:  a range  of  choices  for  physicians; 

• Keeping  a step  ahead  of  the  hasslers:  education,  information,  and  automation; 

• Medicare’s  new  telephone  claims  appeal  system; 

• The  new  economics  of  participation; 

• Coping  with  PRO;  and 

• Specialty-specific  issues:  psychiatry  coding,  endoscopy  payment,  Medi- 
care’s exceptions  to  the  global  surgery  package. 

Maze  2’s  design  stresses  user-friendliness:  the  book  is  in  loose-leaf  form  so 
it  will  lay  flat  for  easy  reference  and  so  staff  members  can  add  notes  to  the 
text.  A detailed  table  of  contents  and  index  make  it  easy  to  locate  topics  of 
particular  interest. 

The  cost  is  $89  for  TMA  members,  $178  for  nonmembers.  For  credit  card 
orders,  call  (800)  880-1300  or  (512)  370-1421,  or  send  a check  to: 

Medicare  Maze  2 
Texas  Medical  Association 
401  W 15th  St 
Austin,  TX  78701 


TMA  updates  Hassle 
Factor  Log  Form 

IN  THE  ONGOING  STRUGGLE 
over  third-party  payment  prob- 
lems, accurate  documentation  has 
proved  to  be  the  most  useful  weapon 
with  which  to  confront  insurers,  gov- 
ernment agencies,  review  firms,  and 
managed  care  plans  about  the  hassles 
visited  upon  Texas  physicians. 

Since  1990,  TMA’s  health  care 
financing  department  has  distributed 
copies  of  its  “Hassle  Factor  Form” 
and  compiled  data  from  them  to  use 
in  meetings  with  Medicare,  major 
managed  care  groups,  and  others  to 
help  resolve  physicians’  problems. 

Citing  a need  to  make  the  form 
easier  for  physicians  to  use  and  to 
gather  more  specific  information, 
TMA  has  issued  an  updated  version 
of  the  form.  (See  facing  page.) 

David  Marcus,  PhD,  director  of 
TMA’s  health  care  financing  depart- 
ment, said  physicians  using  the 
forms  will  only  notice  minor 
changes,  but  it  may  make  a big  dif- 
ference in  how  TMA  is  able  to  use 
the  information. 

“We  didn’t  really  change  very 
much  on  the  form.  It  was  more  a 
matter  of  refining  it  to  make  it  sim- 
pler to  fill  out  and  to  give  us  a little 
clearer  picture  of  how  the  physician 
is  being  hassled,”  he  said.  “It  will 
give  us  a chance  to  sit  down  with  a 
third  party  and  in  a concrete  way 
tell  them:  ‘Here  are  the  problems. 
Here’s  what  our  doctors  tell  us.’” 

The  form  also  allows  TMA  to  chart 
trends,  where  either  several  physicians 
are  having  the  same  problem  with  one 
insurer  or  several  insurers  are  causing 
the  same  type  of  hassle. 

Through  February  1993,  TMA 
had  received  1,375  forms,  detailing 
more  than  2,100  hassles. 


The  most  common  problem  cited 
was  “denial  of  payment,”  followed 
by  “request  for  information  about  a 
patient,”  “reduction  of  billed  ser- 
vices,” “medical  necessity  review,” 
and  “precertification  of  services.” 

Typically,  due  to  the  hassles,  med- 
ical offices  were  most  often  forced  to 
make  telephone  calls;  write  a letter  or 
narrative  report;  retrieve,  review, 
and/or  copy  medical  records;  or  seek 
outside  assistance  with  the  problem. 


Physicians  spent  more  than  1,500 
hours  and  their  office  staff  members 
spent  more  than  4,500  hours  dealing 
with  third-party  hassles,  according  to 
information  provided  on  the  forms. 
That  adds  up  to  a lot  of  time  and 
money  spent  on  things  other  than  pa- 
tient care,  emphasized  Dr  Marcus. 

The  third  party  most  often  cited 
as  a hassler  was  Medicare,  followed 
by  Blue  Cross  and  Blue  Shield  of 
Texas,  Aetna,  Travelers,  and  the 
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TMA  Hassle  Factor  Log 

Instructions 

Please  fill  out  every  section  on  this  form.  We  would  appreciate  your  including  as  much  specific  information  as  possible.  Please  print. 


Physician  name 

Specialty 

Address 

City 

Zip 

Phone  number 

Details  of  Hassle 


Name  of  Hassler  (please  give  name  of  insurance  carrier,  review  firm,  government  agency,  or  managed  care  plan) 

Is  this  the  first  time  this  problem  has  occurred  or  is  it  a recurring  problem?  First  Time  Recurring  Problem 


Subject  of  Hassle  (Check  all  that  apply) 

Denial  or  reduction  of  payment 

Repeat  request  for  information  about  a patient 

[ Medical  necessity  review 

I Recoding  or  downcoding  of  billed  services 

1 Precertification  of  services 

Carrier  has  lost  claim 

i Claim  documentation 

Id  Length  of  stay  dispute 

□ Managed  care  plan  problem 
I d Quality  of  care  review 

□ Prepayment  review 

, Postpayment  review 
C 1 Other* 

Please  estimate  the  total  time 

Staff  time 


Actions  Taken  by  Physician  or  Staff  (Check  all  that  apply) 

i I Make  telephone  call(s)  How  many? 

I I Write  letter  and/or  narrative  report 

Resubmit  claims 
i Review  office  medical  records 

□ Copy  and  send  medical  records 
D Seek  outside  assistance 

□ Consult  with  colleagues 

Retrieve,  review,  and  send  hospital  medical  records 
! Other* 

* Please  include  description  of  “other”  hassles  or  actions  in  the 
space  below. 

IN  HOURS)  spent  on  this  hassle. 

Physician  time 


Description  of  Hassle 

Please  add  information  you  think  would  be  helpful  in  documenting  the  nature  of  this  hassle  and/or  its  impact  on  your  medical  practice  or  on  your 
patients.  Include  any  relevant  documents  (copies  only). 


Please  return  completed  form  to:  TMA  Health  Care  Financing  Department,  401  W 15th  St,  Austin,  TX  78701-1680. 
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Texas  Workers’  Compensation 
Commission.  Others  high  on  the  list 
were  Metropolitan,  CIGNA,  Medi- 
caid, Prudential,  and  Sanus. 

About  one  third  of  the  problems 
brought  to  TMA’s  attention  through 
the  forms  were  first-time  hassles  ex- 
perienced by  the  physician,  but  al- 
most two  thirds  (65.9%)  were  cited 
as  a recurring  problem. 

“The  Hassle  Factor  Form  gives  us 
an  extra  set  of  eyes  and  ears  out  in  the 
physician’s  offices,  so  we  know  what 
types  of  problems  we  need  to  help 
them  with,”  Dr  Marcus  said.  “We  re- 
ally appreciate  physicians  taking  a 
few  minutes  to  fill  out  these  forms  to 
let  us  know  who’s  hassling  them.  It 
helps  us  do  a better  job  of  helping 
them  clear  up  the  problems.” 

TMA  actions  prompt 
Railroad  Medicare 
reimbursements 

Following  numerous 
complaints  front  members 
about  underpayment,  TMA  in- 
vestigated and  confirmed  late  last 
year  that  Railroad  Medicare  (some- 
times known  as  Travelers’  Medicare, 
for  the  carrier)  was  reimbursing 
many  participating  Texas  physicians 
at  the  non-par  rate. 

Following  extensive  discussions 
with  TMA  physicians  and  staff.  Rail- 
road Medicare  has  agreed  to  pay  Texas 
physicians  the  money  they  are  owed. 

The  problem,  according  to  a letter 
from  TMA  President  William  G. 
Gamel,  MD,  to  Medicare,  appeared 
to  stem  from  delays  in  updating  Rail- 
road Medicare’s  files  annually,  cost- 
ing participating  physicians  thou- 
sands of  dollars  in  reimbursement. 

Railroad  Medicare  is  an  offshoot 
of  the  Medicare  program  that  pro- 


HCFA  suspends  deadline  for  CLIA  claims  registration 

Saying  THAT  ITS  CLAIMS  processing  requirements  are  in  need  of 
“further  analysis,”  the  Health  Care  Financing  Administration  (HCFA)  an- 
nounced March  3 it  has  indefinitely  suspended  the  deadline  for  denying 
Medicare  claims  for  office  laboratory  work  due  to  lack  of  a registration  number 
under  the  Clinical  Laboratory  Improvement  Amendments  (CLIA)  program. 

Both  TMA  and  AMA,  asserting  that  the  government  has  badly  mishan- 
dled the  implementation  of  CLIA,  had  requested  that  HCFA  delay  or  suspend 
the  deadline  until  key  elements  of  the  program  were  in  place.  TMA  President 
William  G.  Gamel,  MD,  in  a September  1992  letter  to  Joseph  T.  Painter,  MD, 
AMA  president-elect,  strongly  urged  AMA  to  seek  a delay  “so  that  the  major 
administrative  problems  that  plague  CLIA  can  be  resolved.” 

The  original  deadline,  September  1,  1992,  was  extended  twice  — first  to 
December  1,  1992,  and  then  to  March  1,  1993. 

David  Marcus,  PhD,  TMA’s  director  of  health  care  financing,  said  the  sus- 
pension is  an  indication  the  program  still  has  problems. 

“They  have  yet  to  figure  out  how  to  match  up  Medicare  claims  with  CLIA 
numbers,”  he  said.  “This  has  been  the  most  poorly  handled  government  pro- 
gram I have  ever  seen.” 

HCFA  has  agreed  to  notify  physicians  through  their  medical  societies  in 
advance  of  a decision  to  begin  denying  claims  for  lack  of  a CLIA  number. 


vides  benefits  for  railroad  retirees. 
Travelers’  incorrect  payments  to 
physicians  resulted  from  the  compa- 
ny’s use  of  paper  records  to  update 
its  files.  When  the  new  system  of 
physician  payments  (RBRVS)  began 
in  January  1992,  the  enormous 
changes  overwhelmed  a system  be- 
ing updated  one  physician  at  a time. 

As  a result  of  TMA’s  action.  Rail- 
road Medicare  now  uses  an  auto- 
mated system  based  on  computer 
tapes  furnished  by  Blue  Cross  and 
Blue  Shield  of  Texas. 

If  you  filed  Railroad  Medicare 
claims  for  1992  and  feel  you  have 
been  underpaid,  write  a letter  re- 
questing that  Medicare  review  its 
1992  records  and  make  additional 
payments  on  all  underpaid  claims. 

Send  your  letter  to: 

Travelers  Insurance  Company 

Railroad  Medicare  Services  Center- West 

Attn:  Provider  Unit 

PO  Box  30050 

Salt  Lake  City,  LIT  84130-0050 

It  is  not  necessary  to  resubmit 
claims  or  to  provide  a list  of  specific 
claims.  If  you  do  not  receive  a prop- 
er adjustment,  call  Pat  Coffey  or 
Bradley  Reiner  in  TMA’s  health  care 
financing  department  at  (800)  880- 
1300  or  (512)  370-1407.  ★ 


Crossword  puzzle  on  p 88. 
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(800)  880-1395 

Get  the  latest  news 
on  health  and 
medical  legislation 
before  the  Texas 
Legislature.  The 
brief  recorded 
message  is  updated 
each  weekday  at 
10:30  a.m. 

A service  of  the 
Texas  Medical 
Association  Public 
Relations 
Department,  in 
cooperation  with  the 
Division  of  Public 
Affairs. 
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Dyer,  Robertson  & 
Larmme  provides  a 
customized  portfolio 
to  fit  your  invest- 
ment objectives, 
and  counsel  to 
reduce  costs  through 
simplified  admin- 
istration. For  an 
assessment  of  your 
plan,  call  us. 


DYER, 

ROBERTSON 

&LAMME 

An  Independent  Trust 
Company  and 
Investment  Advisor 

1001  Fannin,  Suite  4400 
Houston,  Texas  77002 
71  3-951-9399 


Optimizing  invest- 
ment returns 
and  minimizing 
administrative  costs 
of  professional 
retirement  plans. 


Do  You  Make  These  Mistakes  in  Investing? 
It  Could  Cost  You  $681,813  over  25  Years! 


Most  doctors  make  their  share  of 
investment  mistakes.  But  the  key  to 
successful  investing  is  minimizing 
errors.  Check  the  box  if  you  would 
answer  "Yes"  to  any  of  the  following 
questions: 

D You’ve  ignored  the  real  likelihood 
of  higher  taxes  in  retirement? 

□ You  expect  social  security  to 
contribute  significantly  to  your 
retirement  income? 

n You  don’t  really  know  how  well 
your  investments  have  done  over 
the  last  five  years? 

□ You’re  not  really  sure  how 
much  of  a market  downturn  you 
could  stand  before  you  would  want 
to  sell  out? 

n You  pay  commissions  for  advice? 
n You  haven’t  factored  inflation 
into  your  retirement  income 

needs? 

o You  feel  less  competent  in 
investing  than  in  your 

profession? 

a You  follow  the  investment  re- 
commendations of  a major 
brokerage  house  even  though  you 


don’t  understand  their  philosophy 
of  selection? 

□ You  select  mutual  funds  on  the 
basis  of  how  well  they  have  done 
in  the  previous  couple  of  years? 

□ You’ve  failed  to  lay  out  an  explicit 
retirement  plan  to  which  you 
periodically  measure  your  progress 
against? 

If  you  answered  "Yes"  to  any  of 
the  above  boxes,  you’re  making 
serious  mistakes  which  may  cost  you 
big  money! 

If  you’re  making  the  maximum 
contributions  each  year  to  your 
pension,  can  avoid  these  mistakes 
and  do  only  5%  per  year  better,  your 
wealth  in  25  years  would  be  a 

minimum  of  $681,813  higher! 

May  we  suggest  that  you 
immediately  send  for  our  FREE 
report  "The  TEN  Fatal  Mistakes 
Doctors  Make  in  Investing  and  How  to 
Survive  Them"  by  calling  1-800-775- 
9733,  24  hours  for  a recorded 
message.  Please  ask  for  report  No 
36.  It  may  save  you  a fortune! 


"Physicians  must  remain  vigilant  in  the  face  of  newly  emerging  medical  ethics. 
This  program  is  designed  to  keep  physicians  pro-active  --  benefiting  both  their 
patients  and  their  practice." 

Nancy  W.  Dickey,  MI),  Keynote  speaker 
Former  Chairman,  AMA  Council 
on  Ethical  and  Judicial  Affairs 


n 1992,  two  new  tests  were 
added  to  those  performed  on 
donor  blood  for  transfusion. 

Please  be  alert  to: 

"Second-Generation"  test  for 
the  hepatitis  C antibody.  The 
hepatitis  C virus  causes  most 
cases  of  non-A,  non-B  hepatitis. 

Combination  test  for  the 
antibodies  to  the  HIV-1  and 
HTV-2  viruses.  The  new  test 
for  HTV-2  antibody  detects 
another  AIDS  virus  which  has 
not  yet  significantly  spread  to 
the  United  States.  Significant 
numbers  have  been  reported 
in  Africa  and  Europe.  Since 
these  tests  are  very  sensitive, 
false-positive  tests  may  be  seen, 
particularly  when  performed 
on  a low-risk  population  such 
as  blood  donors. 

For  further  information, 
contact  the  Medical  Director 
at  your  regional  blood  center 
or  hospital  transfusion  service. 
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Committee  on  Blood  Blinking  anil  Blood  Transfusion 


Medicare 
Maze 

X Accurate  coding  of  evaluation  and 
management  services 

X The  global  surgical  package:  what's 
in  and  what's  out 

X Electronic  claims  transmission:  a 
range  of  choices  for  physicians 

X Keeping  a step  ahead  of  the 
hasslers:  education,  information 
and  automation 

X Medicare's  new  telephone  claims 
appeal  system 

X The  new  economics  of  participation 

X Coping  with  PRO 

X Specialty  specific  issues:  psychiatry 
coding,  endoscopy  payment, 
Medicare's  exceptions  to  the  global 
surgery  package 


The  new,  updated  TMA  Medicare  Maze  2'  A Survival  Guide 
for  Texas  Physicians  gives  physicians  and  their  staff  the  sur- 
vival skills  they  need  to  succeed  under  RBRVS,  a radically 
revised  CPT  coding  system  and  a host  of  new  and  old 
bureaucratic  hassles  that  Medicare  imposes  on  physician 
offices.  Maze 2 deals  in  practical,  comprehensible  terms  with 
the  challenges  that  physician  payment  reform  and  a stringent 
emphasis  on  cost  containment  raise  for  medical  practices. 

The  book  emphasizes  the  ways  in  which  everyday  tasks  -- 
coding,  claims  filing,  and  payment  determinations  - have 
changed  as  a result  of  national  policy  decisions  on  Medicare 
priorities. 

The  design  of  Maze  2 places  a premium  on  user  friendliness. 
The  book  is  provided  in  a looseleaf  format  so  that  it  will  lie 
flat  for  easy  reference  and  so  that  medical  offices  can  add 
their  own  notes  to  the  text.  A detailed  table  of  contents  and 
index  make  topics  of  particular  interest  easily  locatable. 
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Medicare 

Maze 

2 


ORDER  FORM 


1 

Medicare  Maze  ^ i 

Please  fill  out  this  order  form  and  mail,  along  with  a check  or  credit  card 
information  to:  Texas  Medical  Association,  Publications,  401  West  15th  Street,  i 

Austin,  Texas  78701  I 

Name I 


Pricing  (includes  shipping) 

TMA  Member $89 

Nonmember $178 


Mail  to: 

lexas  Medical  Association 
Publications 
401  West  15th  Street 
Austin,  Texas  78701 
(800)  880-1300  Ext,  1411  or  1423 


Practice  Name 

Address 

C i ty State Zip 

Phone  ( ) TMA  Member  □ Yes  QNo 

Check  enclosed  payable  for  TMA  Credit  Card:  QVisa  Q MasterCard 

Card  No Exp.  Date 

Cardholder 

Signature 


For  TMA  Office  Use  Only 
Check# Amount 
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Hospice  case  illustrates 
problems  in  appealing 
terminations 

A RECENT  CASE  ILLUSTRATES 
the  tremendous  power  federal 
and  state  employees  have  in 
terminating  hospitals  and  home 
health  programs  from  Medicare  and 
Medicaid,  without  the  providers  re- 
ally having  much  recourse,  accord- 
ing to  Donald  P.  Wilcox,  JD,  TMA 
general  counsel. 

“We  are  really  behind  the  eight 
ball  in  trying  to  stop  terminations,” 
Mr  Wilcox  explains,  “even  in 
justifiable  cases.  In  the  typical  sce- 
nario, there  will  be  a hearing  a year 
later,  and  the  provider  will  win,  but 
so  what?  The  facility  closed  because 
it  couldn’t  stay  in  business.” 

A recent  challenge  by  Heart  of  the 
Valley  Hospice  of  an  unfair  termina- 
tion will  be  used  by  the  Texas  Medi- 
cal Association  to  improve  the  process 
by  which  good  providers  can  appeal 
bad  decisions,  says  Mr  Wilcox. 

“The  goal  is  for  some  sort  of  hear- 
ing before  there  is  a termination  from 
the  Medicare  program,  like  there  is 
for  physicians,”  Mr  Wilcox  says.  “We 
fixed  that  for  physicians.  Hospitals, 
nursing  homes,  and  hospices  deserve 
the  same  consideration.” 

Seeking  a fair  survey 

All  Rebecca  Hernandez,  RN,  wanted 
was  a fair  survey  to  determine 
whether  the  hospice  she  runs  was  in 
compliance  with  federal  guidelines 
for  receiving  Medicare  and  Medicaid. 

As  executive  director  of  Heart  of 
the  Valley  Hospice,  she  discovered 
she  had  to  go  to  great  lengths  to  get 
that  in  a system  that  makes  little 


Beth  Graddy,  assistant  editor,  writes  and  edits  the 
Law  section  of  Texas  Medicine. 


Law 


provision  for  the  fallibility  of  its 
own  surveyors. 

During  Heart  of  the  Valley’s  first 
year,  Ms  Hernandez  remembers,  she 
and  her  staff  followed  the  advice 
and  example  of  what  many  consider 
the  state’s  best  hospice.  Heart  of  the 
Hills  in  Kerrville.  They  had  been  ad- 
vised by  the  state  that  in  doing  so 
they  would  develop  a 
high-quality  program, 
and  by  November  1991, 
when  she  expected  her 
first  annual  inspection, 
they  were  prepared. 

The  inspection  didn’t 
come  until  June,  which 
surprised  her.  Another 
surprise  came  when  she 
recognized  one  of  the  sur- 
veyors from  a previous 
incident  that  had  caused 
bad  blood  between  them. 

Ms  Hernandez  wasn’t 
surprised,  however,  by  the 
two  13-  and  22-page  neg- 
ative reports  and  the  rec- 
ommendation for  termi- 
nation that  resulted  from 
three  visits  by  the  survey- 
ors — she  was  shocked. 

“We  listened,  and  we  just  couldn’t 
believe  our  ears,”  Ms  Hernandez  re- 
calls. “The  minute  she  started  read- 
ing those  deficiencies  to  me,  I felt  like 
my  blood  had  curdled.” 

If  she  had  known  then  about 
Landmark  Medical  Center,  a 300- 
bed  El  Paso  hospital  inspected  by 
the  same  surveyor,  wrongfully  termi- 
nated from  Medicare  in  1988  and 
reinstated  a year  later  — after  the 
hospital  had  been  forced  by  financial 
loss  to  close  — she  might  have  given 
up  right  then. 

Instead,  she  said  to  the  surveyor, 
“Well,  I can’t  believe  that  you  alone 
can  come  down  here  and  be  the  detec- 
tive, the  policeman,  the  judge,  and  the 


jury.  I have  to  address  this.”  Ms  Her- 
nandez tried  to  correct  the  deficien- 
cies, she  says,  despite  believing  they 
were  nonexistent,  and  she  began  an 
administrative  appeals  process  by 
contacting  the  surveyors’  supervisors 
and  administrators  at  the  Health  Care 
Financing  Administration,  which  had 
contracted  with  the  state  surveyors  to 
review  for  compliance. 

Ed  Lessard,  HCFA 
deputy  regional  adminis- 
trator, says  HCFA  ques- 
tioned the  Texas  Depart- 
ment of  Health  and 
learned  from  administra- 
tors there  that  the  hospice 
had  been  surveyed  three 
times  and  given  two 
chances  to  correct  deficien- 
cies before  termination. 
The  state  surveyors  acted 
properly,  and  the  system 
worked  as  it  should,  ac- 
cording to  Mr  Lessard. 

Abel  Marino,  program 
administrator  for  home 
health  at  the  Texas  De- 
partment of  Health,  says 
he  is  legally  unable  to 
comment  on  the  case. 

Injunctive  relief: 

“Play  the  cards  you  were  dealt” 

Frustrated  with  her  inability  to  ap- 
peal the  surveyors’  reports  and  tired 
of  being  told  to  clean  up  her  act,  Ms 
Hernandez  decided  to  sue. 

“They  were  going  to  lose  their 
ability  to  participate  in  Medicare,” 
explains  Mr  Wilcox.  “This  means 
that  they  would  have  had  to  close, 
because  almost  all  their  patients  are 
covered  by  a federal  program.  So 
they  filed  a lawsuit,  saying,  ‘Judge, 
stop  this  termination  because  we 
don’t  think  they’ve  treated  us  fairly.’” 

Austin  attorney  Ron  Eudy,  who 
decided  to  take  Heart  of  the  Valley’s 


“THE  FACTS 
JUST  SOUNDED  SO 
BAD  THAT  I 
THOUGHT, 
‘WE’VE  GOT  TO 
WIN  THAT  ONE.’ 

LITTLE  DID  I 
KNOW  THAT  THE 
LAW  WAS  SO 
STACKED 
AGAINST  US.” 
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case,  recalls,  “The  facts  just  sounded 
so  bad  that  I thought,  'We’ve  got  to 
win  that  one.’  Little  did  I know  that 
the  law  was  so  stacked  against  us.” 

The  law  prescribes  exhausting  all 
administrative  remedies  before  a 
court  may  step  in.  That  meant  ap- 
pealing to  an  administrative  law 
judge  to  hear  the  case,  a time-con- 
suming process  during  which  termi- 
nation from  federal  programs  surely 
would  have  forced  Heart  of  the  Val- 
ley to  close. 

“That  was  the  bottom  line,”  Mr 
Eudy  says.  “You  have  to  play  the 
cards  you’re  dealt.  If  you  get  a bad 
surveyor  who  doesn’t  like  you,  and 
they  decide  they’re  going  to  shut  you 
down,  they  can  do  it.” 

Yet  some  factors  fell  in  the  hos- 
pice’s favor  in  trying  for  an  injunction. 

Mr  Eudy  found  a glimmer  of 
hope  in  three  cases  that  seemed  to 
hint  at  exceptions  in  which  a court 
could  intervene.  Because  Heart  of 
the  Valley  was  the  only  hospice  in 
the  area  accepting  Medicare  and 
Medicaid  reimbursement  — mean- 
ing patients  basically  would  be 
turned  out  onto  the  streets  without 
it  — Mr  Eudy  believed  this  case 
might  fill  the  exception. 

“Granted  the  economic  damage 
of  shutting  them  down  may  not  be 
good  enough  to  give  injunctive  re- 
lief,” Mr  Eudy  says,  “but  these  folks 
were  going  to  be  denied  the  right  to 
have  hospice  care.” 

Mr  Eudy  also  saw  the  Rio  Grande 
Valley  as  a desirable  place  to  argue 


Legal  articles  in  Texas  Medicine  are  intend- 
ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek  as- 
sistance from  their  attorneys. 


such  a case,  as  opposed  to  places  like 
Austin.  An  Austin  judge  had  recently 
thrown  a similar  case  out;  another 
judge’s  ruling  for  a facility  had  been 
reversed.  But  Mr  Eudy  considered  US 
District  Judge  Filemon  Vela,  who 
would  hear  the  case  in  Brownsville, 
to  be  more  sympathetic  and  less  like- 
ly to  reverse  the  case. 

As  Mr  Eudy  had  hoped,  the  judge 
did  sympathize  with  the  plight  of  the 
patients  and  granted  an  injunction. 
At  that  point,  HCFA  officials  real- 
ized further  legal  pursuit  by  the  hos- 
pice could  open  a Pandora’s  box  of 
problems  and  agreed  to  a settlement 
with  Heart  of  the  Valley. 

In  return  for  dropping  the  suit, 
Ms  Hernandez  asked  for  another  in- 
spection by  “a  fair,  unbiased  survey- 
or,” meaning  no  one  who  knew  or 
had  involvement  with  the  original 
surveyor.  On  December  10  and  11, 
1992,  Heart  of  the  Valley  passed  the 
inspection  and  was  found  to  be  in 
compliance  for  participating  in  fed- 
eral programs. 

“They  found  no  deficiencies,”  she 
says.  “Not  one.” 

HCFA’s  response  to  that  finding? 
Mr  Lessard  stands  by  the  initial  state 
surveyors:  “That  was  considerably 
later,  after  the  hospice  had  taken 
steps  to  correct  the  deficiencies  the 
state  surveyors  had  found.  I know 
that  TMA  has  long  had  a problem 
with  the  way  the  appeals  process 
works  here,  but  in  each  case,  the  fact 
is  the  provider  has  had  a period  of 
time  to  correct  whatever  we  say  is 
wrong.  We  stand  by  our  decision.” 


Recognizing  physicians’ 
rights  under  exclusive 
contracts 

Donald  P.  Wilcox,  JD 

TMA  General  Counsel 


As  hospitals  attempt  to  position 
themselves  as  competitive  economic 
units  with  selected  physicians,  eco- 
nomic credentialing  of  hospital 
medical  staff  will  accelerate.  What 
recourse  do  physicians  on  staff  have 
when  a hospital  enters  into  an  ex- 
clusive contract  with  another 
group?  Do  the  due  process  provi- 
sions in  the  medical  staff  bylaws  ap- 
ply? Is  there  a right  to  due  process 
and  to  a hearing  even  when  no 
quality  issues  are  involved?  This  ar- 
ticle discusses  recent  court  decisions 
on  this  topic,  focusing  on  Texas 
statutes  and  case  law. 

Nature  and  prevalence  of 
exclusive  contracts 

An  exclusive  medical  service  contract 
may  be  defined  as  an  agreement  be- 
tween a hospital  and  an  individual 
physician  or  group  of  physicians 
whereby  the  individual  or  group  is 
granted,  in  consideration  of  assuming 
certain  obligations,  the  exclusive 
right  to  perform  all  medical  services 
in  the  individual’s  or  group’s  area  of 
medical  specialty  in  the  hospital. 

In  a 1989  survey  by  the  American 
Hospital  Association  Hospital  Data 
Center  and  Division  of  Medical  Af- 
fairs, more  than  73%  of  hospitals  re- 
ported having  entered  into  one  or 
more  exclusive  contracts.  By  special- 
ty area,  substantial  percentages  of 
hospitals  reported  having  exclusive 
contracts  in  the  so-called  “hospital- 
based”  specialties  of  pathology 
(59.5%),  radiology  (58.8%),  emer- 
gency medicine  (52.4%),  and  anes- 
thesiology (35.2%). 
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Interestingly,  the  survey  also 
showed  that  the  use  of  such  arrange- 
ments is  no  longer  confined  to  hospi- 
tal-based specialties,  although  exclu- 
sive contracting  appears  to  be 
decreasing  in  certain  other  specialties. 

Recent  state  court  contract  decisions 

Exclusive  contracting  and  related 
staff  privilege  decisions  have 
spawned  numerous  lawsuits  on  a va- 
riety of  legal  grounds  including  an- 
titrust, civil  rights  and  constitutional 
law,  contract  and  tort  law,  property 
law,  and  defamation  law.  The  cases 
are  commonly  brought  by  initial  ap- 
plicants or  current  staff  members 
whose  applications  or  reappoint- 
ments are  denied  because  they  are 
not  members  of  the  exclusive  con- 
tracting group. 

In  the  vast  majority  of  these  cases 
the  issues  do  not  involve  the  compe- 
tency or  qualifications  of  the  physi- 
cian adversely  affected  by  the  exclu- 
sive contract  decision.  In  fact,  the 
individual  may  be  recommended  for 
reappointment  and  privileges  by  the 
credentials  and  executive  commit- 
tees of  the  medical  staff.  There  may 
be  no  issue  whatsoever  regarding 
satisfying  all  of  the  quality  criteria 
under  the  medical  staff  bylaws. 

Two  California  cases  illustrate 
that  physicians  challenging  exclusive 
contracts  and  closed  staffing  deci- 
sions have  had  a difficult  time  ob- 
taining court  relief.  In  Redding  v St 
Francis  Medical  Center , two  physi- 
cians, board-certified  in  general,  tho- 
racic, and  cardiovascular  surgery, 
had  been  active  members  of  the  med- 
ical staff  for  11  and  15  years,  respec- 
tively (1).  They  challenged  a change 
from  an  “open-staffing”  structure  to 
a “closed”  exclusive  program  in 
heart  surgery  at  a Lynwood,  Calif, 
hospital.  The  California  Court  of  Ap- 
peals held  that  the  hospital’s  decision 


to  adopt  a closed-staff  heart  surgery 
program  did  not  violate  any  interest 
of  staff  physicians  and  the  hospital 
had  a right  to  make  “rational  man- 
agement decisions,  even  when  exer- 
cise of  that  right  might  prove  adverse 
to  the  interests  of  specific  individual 
practitioners.” 

In  another  California  case,  Ma- 
teo- Woodburn  v Fresno 
Community  Hospital , a 
hospital  closed  its  anes- 
thesia department  and  in- 
formed the  members  of 
the  department  that  if  the 
individual  members  did 
not  contract  with  the 
new  medical  director  of 
the  department,  the 
members  would  not  be 
allowed  to  administer  or 
direct  patient  anesthesia 
in  the  hospital,  although 
they  could  retain  staff 
membership  (2).  Plain- 
tiffs argued  that  the  pro- 
cess used  in  closing  the 
department  was  procedu- 
rally  unfair.  The  court 
concluded  that,  as  a 
quasi-legislative  act,  no 
notice  or  hearing  was  required,  al- 
though plaintiffs  had  both.  There- 
fore, the  court  upheld  the  defen- 
dant’s actions. 

In  a well-publicized  case,  the  Ten- 
nessee Supreme  Court  in  Lewisburg 
Community  Hospital,  Inc  v Alfred- 
son  ruled  in  favor  of  a radiologist 
whose  exclusive  contract  was  termi- 
nated by  a hospital  and  who  was  de- 
nied access  to  the  hospital’s  equip- 
ment and  support  personnel  without 
due  process  when  the  hospital  en- 
tered into  a new  exclusive  radiology 
agreement  with  another  provider 
(3).  The  Tennessee  Supreme  Court 
found  that  for  hospital-based  physi- 
cians, clinical  privileges  did  include 


access  to  the  facility.  Otherwise,  as 
the  court  stated,  “the  inability  to  use 
the  hospital  facilities  and  staff 
would  have  rendered  the  clinical 
privileges  meaningless.” 

A recent  case  that  made  medical 
headlines  around  the  country  was 
Bilek  v Tallahassee  Memorial  Re- 
gional Medical  Center  (4).  Dr  Bilek 
was  a therapeutic  radiol- 
ogist and  longtime  staff 
member  at  the  hospital. 
The  hospital  decided  to 
exclusively  contract  with 
another  radiologist  and 
terminated  Dr  Bilek’s 
privileges  without  any 
hearing.  The  hospital  did 
not  allege  that  his  clini- 
cal competence  or  pa- 
tient care  was  at  issue, 
and  the  hospital  stated 
that  any  medical  staff 
hearing  would  be  point- 
less since  the  board 
would  not  deviate  from 
its  decision  to  contract 
with  the  other  doctors 
and  exclude  Dr  Bilek. 

The  trial  court  held 
that  the  hospital  is  bound 
by  the  medical  staff  bylaws,  which 
required  that  actions  restricting 
privileges  be  for  cause,  and  which 
did  not  authorize  the  hospital  to  re- 
voke privileges  based  on  an  exclu- 
sive contract.  The  court  found  that 
the  Florida  statutes  that  govern 
medical  staff  privileges  contained 
explicit  criteria  for  suspension,  de- 
nial, or  revocation  of  a physician’s 
privileges.  These  criteria  did  not  in- 
clude the  existence  of  an  exclusive 
contract,  and  nothing  suggested  that 
an  exclusive  contract  may  be  used 
as  a vehicle  to  accomplish  the  same 
result.  Furthermore,  privileges  in- 
cluded access  to  facilities  and  equip- 
ment for  hospital-based  physicians. 


TWO  CALIFORNIA 
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The  court  did  not  rule  that  such 
contracts  are  improper,  but  enjoined 
the  hospital  from  revoking  privileges 
on  the  basis  that  such  action  violat- 
ed the  medical  staff  bylaws. 

Due  process  requires  adherence 
to  medical  staff  bylaws 

In  the  distant  past,  Texas  courts 
have  not  followed  the  majority  rule 
that  required  private  hospitals  to 
comply  with  due  process  when  act- 
ing on  hospital  medical  staff  mem- 
bership and  privileges. 

Weary  v Baylor  University  Hos- 
pital was  first  in  a line  of  Texas  cas- 
es that  failed  to  require  the  hospital 
to  adhere  to  the  hospital  medical 
staff  bylaws  (5).  As  a result,  due 
process  for  a physician  staff  member 
was  denied  and  Dr  Weary’s  staff 
privileges  were  terminated.  Charter 
Medical  Corporation  v Miller  fol- 
lowed Weary  in  denying  a podiatrist 
due  process  and  staff  privileges  (6). 
In  Hodges  v Arlington  Neuropsy- 
chiatric Center , two  psychiatrists 
who  refused  to  prescribe  group  ther- 
apy for  inpatients  to  be  conducted 
by  hospital-employed  psychologists 
were  terminated  (7).  They  saw  this 
treatment  as  being  costly  and  unnec- 
essary. The  court  cited  Weary  and 
Charter  stating  that  a private  hospi- 
tal could  do  as  it  wished  regarding 
staff  privileges.  Finally,  in  Tigua 
General  Hospital,  Inc  v Feuerberg , 
the  court  found  that  “the  doctor  in 
this  State  has  no  cause  of  action 
against  a private  hospital  for  the  ter- 
mination of  staff  privileges  even 
where  common  law  rights  to  proce- 
dural or  substantive  due  process 
were  violated”  (8). 

In  short,  Texas  private  hospitals 
were  not  obligated  by  law  or  even 
by  the  bylaws  adopted  by  the  medi- 
cal staff  and  approved  by  the  gov- 
erning body  to  comply  with  the  due 
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process  and  other  requirements  stat- 
ed therein.  The  hospital  medical 
staff  bylaws,  adopted  by  the  hospital 
medical  staff  and  approved  by  the 
hospital  governing  body,  could  be 
successfully  disregarded  by  the  hos- 
pital governing  body  under  this  old 
Texas  case  law. 

It  was  with  this  background  that 
the  69th  Texas  Legisla- 
ture passed  Senate  Bill 
655  in  1985,  amending 
the  Texas  Hospital  Li- 
censing Law  and  provid- 
ing that  all  licensed  hos- 
pitals are  required  to 
provide  procedural  due 
process  to  applicants  for 
medical  staff  membership 
and  privileges  (9).  Due 
process  requires  fair  pro- 
ceedings carried  out  in 
conformance  with  adopt- 
ed procedures.  Hospital 
governing  bodies  no 
longer  have  the  privilege 
of  ignoring  adopted 
and  approved  hospital 
medical  staff  bylaws. 

In  fact,  in  a recent  case  involving 
a Texas  physician,  Burditt  v US  De- 
partment of  Health  and  Human  Ser- 
vices, the  court  found  that  the  “fed- 
eral common  law”  was  consistent 
with  the  majority  of  case  law  that 
hospital  medical  staff  bylaws  were  a 
contract  when  adopted  by  the  medi- 
cal staff  and  approved  by  the  gov- 
erning body  (10).  With  the  1985 
amendment  to  the  Texas  Hospital 
Licensing  Law  and  the  Burditt  deci- 
sion, the  Texas  courts  can  be  expect- 
ed to  follow  the  better,  majority 
view  and  require  hospital  governing 
bodies  to  adhere  to  their  own  ap- 
proved medical  staff  bylaws  adopted 
by  the  medical  staff  and  approved 
by  the  governing  body. 
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Fair  hearings  required  prior 
to  privilege  reduction 

The  conclusion  that  fair  hearing 
procedures  are  required  by  common 
law  due  process  principles  applies 
with  special  force  in  the  medical 
care  context,  where  adherence  to 
such  procedures  clearly,  necessarily, 
and  directly  advances  the  public  in- 
terest, as  well  as  the  in- 
terests of  affected  health 
care  professionals. 

The  importance  of  due 
process  protections  to  the 
proper  functioning  of  a 
quality  health-care  system 
has  been  recognized  by 
both  the  American  Medi- 
cal Association  and  Texas 
Medical  Association. 

The  AMA  House  of 
Delegates  adopted  in 
1986  a resolution  sup- 
porting the  concept  that 
individual  medical  staff 
members  who  have  been 
granted  clinical  privileges 
are  entitled  to  full  due 
process  in  any  attempt  to 
abridge  those  privileges  by  granting 
of  exclusive  contracts  by  the  hospi- 
tal governing  body.  The  resolution 
also  called  for  the  AMA  to  study 
and  report  all  appropriate  methods 
that  assure  that  those  rights  are 
guaranteed  and  to  initiate  whatever 
action  is  appropriate  (11). 

Similarly,  in  May  1988,  the  TMA 
House  of  Delegates  adopted  a policy 
to  assure  fairness  and  due  process  for 
medical  staff  members.  The  TMA 
policy  supported  changes  in  current 
law  to  make  established  hospital 
medical  staff  bylaws  binding  upon 
and  enforceable  by  the  hospital  medi- 
cal staff  and  the  board.  The  policy 
also  called  for  the  Joint  Commission 
on  Accreditation  of  Healthcare  Orga- 
nizations to  include  in  its  standards  a 
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provision  that  would  require  that 
medical  staff  bylaws,  when  formally 
approved  by  a hospital  governing 
board,  be  mutually  and  equally  bind- 
ing on  both  the  governing  board  and 
the  medical  staff. 

In  November  1991,  the  TMA 
House  of  Delegates  again  addressed 
the  issue  of  fairness,  due  process,  and 
added  concerns  about  exclusive  con- 
tracts. Resolution  28P,  Corrective 
Action  and  Exclusive  Contracts,  was 
introduced  by  the  Harris  County 
Medical  Society.  Based  on  that  reso- 
lution, TMA  policy  now  provides 
that  exclusive  contracts  should  never 
be  used  to  circumvent  medical  staff 
bylaws  as  a mechanism  to  solve  qual- 
ity assurance  problems  in  lieu  of  ap- 
propriate peer  review  processes.  It 
also  provides  that  when  there  are 
quality  assurance  issues,  members  of 
the  medical  staff  under  exclusive  con- 
tract should  be  subject  to  medical 
peer  review  due  process  procedures 
and  credentialing  activities  identical 
to  those  for  other  medical  staffs. 

Conclusion 

Fairness,  common  law  process,  and 
the  Texas  Hospital  Licensing  Law  re- 
quire that  hospital  medical  staff  by- 
laws, adopted  by  the  medical  staff 
and  approved  by  the  hospital  govern- 
ing body  be  followed.  Due  process 
provided  for  in  the  bylaws  cannot  be 
ignored  but  must  be  followed  in  the 
interest  of  patient  care  and  fairness 
to  physician  medical  staff  members. 
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AN  AIR  FORCE 
PHYSICIAN. 

scome  the  dedi- 
physician you 
while  serving 
your  country  in  today’s  Air  Force. 
Discover  the  tremendous  benefits 
of  Air  Force  medicine.  Talk  to  an 
Air  Force  medical  program  manag- 
er about  the  quality  lifestyle,  quali- 
ty practice  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Find  out  what  it  takes  to  qualify. 
Call 

USAF  Health  Professions 
Toll  Free 
1-800-423-USAF 


Your  Burden  of  Pro  of: 

PreventingExpensive  Failure 
to  Diagnose  Claims 


How  do  these  add  up? 


x Not  performing  a breast  exam 
x Failing  to  repeat  a chest  x-ray 
it  Ignoring  a nurse's  notes 

x Not  recording  physical  findings  on  an  examination 
They  can  add  up  to  $1 .65  million  dollars  in  liability  expense! 


Program  focus: 


x Recent  liability  trends 
x Medical  conditions  and  circumstances  which 
present  greatest  risk 

x Physician  actions  which  may  reduce  exposure 
x Future  trends 


x Three-hour  legal  workshop 

x 12-hour  medical  risk  management 
audiotape  home  study 


Texas  Medical  Association  has 
designed,  developed  and  approved 
this  program  to  satisfy  all  15  hours 
of  the  House  Bill  1 8 educational 
requirements. 

TMLT  insured  physicians  eligible 
for  a 7 percent  general  risk 
management  discount,  up  to  $1 500, 
for  successfully  completing  the  1 5- 
hour  program-not  to  be  used  in 
conjunction  with  any  other  TMLT 
risk  management  discount  program. 

For  more  information  or  course 
schedules  call: 

Texas  Medical  Association 
(800)  880-1300  Ext.  1411  or  1423  or 
(512)370-1411. 
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CASE  SUMMARY 


A forty-one-year-old  male  pre- 
sents in  the  emergency  room 
complaining  of  epigastric  pain.  He 
gives  a history  of  a weekend  of 
drinking  at  a class  reunion.  He 
states  he  has  a severe  headache 
and  has  vomited  twice.  He  denies 
any  hematemesis  or  tarry  stools,  as 
well  as  any  previous  fatty  food 
intolerance. 

The  physical  exam  reveals  vital 
signs  BP-150/95,  P-92,  R-18. 
Examination  of  the  abdomen 
reveals  mild  distention,  with  nor- 
mal bowel  sounds.  There  is  mild 


tenderness  in  the  epigastric  region. 
Percussion  reveals  a large  gas  bub- 
ble in  the  stomach.  A diagnosis  of 
gastritis  is  made.  The  emergency 
room  physician  recommends 
antacids  and  a bland  diet. 

Later  that  evening  the  patient 
returns  by  ambulance  to  the  emer- 
gency room  D.O.A.  The  autopsy 
report  reveals  thrombosis  of  the  left 
anterior  descending  coronary  artery 
and  80%  occlusion  of  the  remaining 
coronary  arteries. 


◄ 

A 

A 


If  you  could  turn  back  the  clock,  what  questions  would  you  like  to  ask 
this  patient? 

What  diagnostic  tests  might  have  been  helpful  in  detecting  this  problem? 
What  important  principle  is  illustrated  by  this  case? 


@alt  cm  cutd  oux  f)n-6ouoe  @oun4et  ouiCt  4e*tcC  you  <z*t  cu-dcptA 

oUocciAAiou  of  t&e  au&ouexo,. 


Call  1-800-899-2356  or  713-871-8100.  Ask  for  Kay  Houston,  or 

mail  back  our  Response  Card. 

Insurance  Corporation  of  America  Houston,  TX 
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Medical  ethics  to  be  key 
topic  at  annual  session 

IN  THE  TURBULENT  WORLD 
of  the  1990s,  medical  ethical  con- 
siderations are  an  in- 
creasingly important  factor 
in  medical  practice. 

The  general  session  of 
TMA’s  1993  Annual  Ses- 
sion, May  13-16  in  Houston, 
will  focus  on  many  of  the 
knotty  issues  facing  physicians  \ 
of  all  specialties.  The  program, 
“Medical  Ethical  Dilemmas  of  To- 
day,” is  planned  for  2-5  pm  on 
Thursday,  May  13. 

The  keynote  speaker  for  the  ses- 
sion will  be  Nancy  W.  Dickey,  MD, 
of  Richmond,  a member  of  the 
American  Medical  Association 
Board  of  Trustees  and  former  chair- 
man of  the  AM  A Ethical  and  Judi- 
cial Affairs  Council. 

Topics  to  he  covered  during  the 
general  session  include: 

• Ethical  issues  raised  by  the  ad- 
vances in  genetics:  Mark  R. 
Hughes,  MD,  PhD,  Houston. 

• The  role  of  the  ethics  committee 
in  the  hospital:  Elizabeth  Heit- 
man,  PhD,  Houston. 

• AIDS:  Who  to  test,  who  to  tell: 

Cecile  Ervin,  JD,  Houston. 

• The  care  of  permanently  uncon- 
scious patients:  William  J. 
Winslade,  PhD,  JD,  Galveston. 

• Legal  and  ethical  issues  in  psychi- 
atric care:  Susan  A.  Stone,  MD, 
JD,  Houston 

Question  and  answer  periods  are 
scheduled. 

TMA’s  annual  session  also  will 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 
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have  many  other  programs,  in- 
cluding the  annual  membership 
luncheon,  a variety  of  social 
events,  more  than  30  scientific 
programs,  and  numerous  other 
continuing  medical  education 
programs  featuring 
many  distinguished 
guest  speakers. 

The  advance  registra- 
tion deadline  for  annual 
session  is  April  2 1 . A 
special  four-page  insert 
in  the  January  and  March 
issues  of  Texas  Medicine  con- 
tained registration  materials.  To 
get  additional  copies  of  the  reg- 
istration forms,  contact  TMA’s 
Annual  Session  and  Meeting  Man- 
agement Department  at  (800)  880- 
1300  or  (512)  370-1452. 

Fundraising  effort  passes 
halfway  mark  for  Museum 
of  Medical  Science 


E 


FFORTS  TO  RAISE  $8  MILLION 
to  construct  a Museum  of 
Medical  Science  in  Houston’s 
Hermann  Park  have  reached  the 
halfway  point,  thanks  to  a major 


This  partial  floor  plan  for  the  museum’s  ex- 
hibit hall  details  a tour  through  the  organs  of 
the  “Amazing  Body.  ” 

gift  from  a Houston  area  physician. 

The  museum,  under  the  auspices 
of  the  Harris  County  Medical  Soci- 
ety, will  be  housed  in  the  planned 
28,000-square-foot  John  P.  McGov- 
ern Building,  to  be  named  after  the 
Houston  allergist  who  recently  do- 
nated a substantial  sum  towards 
completion  of  the  project. 

The  concept  for  the  museum,  ac- 
cording to  HCMS  officials,  will  be  a 
walk-through  exploration  of  the 


Architect’s  render- 
ing of  the  John  P. 
McGovern  Build- 
ing, which  will 
house  the  Museum 
of  Medical  Science 
in  Houston’s  Her- 
mann Park. 
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MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Electrochemical  drug  delivery  system  is  developed,  tested 

Southwest  Research  Institute,  San  Antonio  — Patients  who  need  long-term 
doses  of  medication  may  see  fewer  needles  by  using  an  electrochemical  drug 
delivery  system  developed  here.  Such  a system  could  regulate  the  dosage,  boost 
the  effectiveness  of  drugs,  and  limit  toxic  side-effects.  The  system  employs  a 
polymer  film  implanted  beneath  the  skin,  or  used  in  a skin  patch,  that  absorbs 
or  releases  drugs  when  an  electrical  current  passes  through  it.  Drug  release  in 
the  body  can  he  better  controlled  and  the  dosage  rate  can  be  kept  at  a more 
constant  level  and  delivered  to  where  it  is  needed,  developers  say.  It  may  also 
be  possible  to  make  the  conducting  polymer  biodegradable,  eliminating  the 
need  for  surgical  removal  when  all  of  the  drug  has  been  released.  A wide  range 
of  drugs  can  be  used  in  the  electrochemical  delivery  system,  including 
adrenalin,  antihistamines,  morphine,  and  stimulants  such  as  strychnine. 

NIH  grant  to  establish  brain  tumor  research  center 

The  University  of  Texas  Southwestern  Medical  Center,  Dallas  — The  Na- 
tional Institutes  of  Health  has  awarded  a 3-year,  $450,000  grant  to  create 
the  Southwestern  Brain  Tumor  Research  Center.  The  center,  which  will  sup- 
port ongoing  research  projects,  a brain  tumor  registry,  specimen  bank,  and 
database,  will  be  a component  of  the  Harold  C.  Simmons  Comprehensive 
Cancer  Care  Center.  S.  Clifford  Schold,  MD,  chairman  of  neurology,  Charles 
White  III,  MD,  director  of  neuropathology,  and  Perry  Nisen,  MD,  assistant 
professor  of  pediatrics,  will  direct  the  brain  tumor  research.  According  to  Dr 
Nisen,  more  than  200  adult  and  pediatric  brain  tumor  patients  are  treated  at 
UT  Southwestern  each  year.  The  school’s  nephrology  laboratory  already  has 
more  than  700  tissue  samples  taken  from  patients  who  have  been  diagnosed 
and  treated  for  brain  tumors  during  the  past  5 years. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  section,  401  W 15th  St,  Austin,  TX  78701. 


“Amazing  Body,”  a state-of-the-art 
exhibit  area  in  which  children  and 
adults  can  experience  a “tour” 
through  the  various  organs  of  the 
human  body.  Also  included  in  the 
facility  will  be  two  science  laborato- 
ry and  learning  centers,  a 120-seat 
theater,  a teacher  health  education 
resource  center,  and  facilities  for 
meetings  and  special  presentations. 

Visitors  to  the  museum  will  begin 
their  tour  through  the  mouth,  where 
they  will  be  “swallowed”  and  tour 
the  various  parts  of  the  body. 
Throughout  the  exhibit,  architec- 
tural design  will  reinforce  the  feeling 
of  being  inside  the  human  body. 
Hands-on  computer  stations,  inter- 
active laser  videodisks,  and  other 
technology  will  present  information 
specific  to  each  of  the  14  exhibit  ar- 
eas, combining  Holly  wood-style 
“special  effects”  with  valuable 
health  information. 


Ahib  R.  Mikhail,  MD,  is  general 
chairman  of  the  capital  campaign, 
along  with  cochairmen  James  H. 
“Red”  Duke,  Jr,  MD,  and  Denton  A. 
Cooley,  MD.  The  bulk  of  contribu- 
tions towards  building  the  facility 
have  come  from  members  of  the 
medical  and  business  communities, 
according  to  HCMS  officials. 

For  more  information,  contact 
the  HCMS  at  (713)  790-1383. 

Intern  program  gives 
teachers  “real  world” 
science  experience 

Sometimes  when  Pamela 
Sharrock  assigns  homework  to 
her  students  at  High  Island 
High  School,  someone  will  ask: 
“What  good  is  this  stuff  ever  going 
to  do  me?” 


In  years  past,  Ms  Sharrock  could 
only  tell  the  student  in  theoretical 
terms  about  the  importance  of  sci- 
ence education  in  getting  a good  job, 
which  may  have  left  her  students 
thinking:  “What  does  she  know? 
She’s  never  done  any  of  this  stuff.” 

This  year,  when  the  inevitable 
question  popped  up,  she  had  a bet- 
ter answer  prepared.  She  spent  last 
summer  working  with  medical  re- 
searchers studying  gallstone  devel- 
opment and  composition  research  at 
The  University  of  Texas  Medical 
Branch  in  Galveston. 

Her  message:  I speak  from  “real 
world”  experience.  Now  go  do  your 
homework. 

Ms  Sharrock  was  one  of  32 
Texas  secondary  math  and  science 
teachers  who  spent  the  summer  as 
an  intern  in  industry  or  university 
laboratories  to  experience  the  sub- 
jects they  teach  as  a part  of  the 
Texas  Teacher  Internship  Program 
(TTIP),  sponsored  by  the  Texas  Al- 
liance for  Science,  Technology,  and 
Mathematics  Education  at  Texas 
A&M  University.  The  Texas  Medi- 
cal Association  has  a seat  on  the  al- 
liance’s board  of  directors. 

The  program,  begun  in  1989,  has 
placed  more  than  80  teachers  as  in- 
terns at  29  companies  and  universi- 
ties. According  to  Melissa  Banks, 
development  coordinator  of  the  pro- 
gram, that  affects  a lot  of  students. 

“We  estimate  that  every  teacher 
reaches  about  150  students  each 
year,”  she  said.  “That  means  that 
more  than  18,000  students  have 
benefitted  from  the  program  since 
we  began.” 

Ms  Banks  said  teachers  in  the 
TTIP  are  mentored  by  a scientist  or 
engineer  and  work  on  a project  for 
an  8-  to  10-week  internship  period, 
hired  as  temporary  employees. 

Teachers  are  assigned  to  design  a 


TEXAS  MEDICINE 


VOLUME  89  NO.  4 


APRIL  1993 


35 


Science  and  Education 


TMA  to  sponsor  genetics  symposium  in  June 

The  Texas  Medical  Association  will  host  a seminar,  “Genet- 
ics: A Clinical  Update,”  on  June  25  in  Austin  to  provide  physicians  with 
current  information  on  genetics  and  genome  research  relevant  to  daily 
medical  practice. 

The  symposium,  cosponsored  by  the  Texas  Genetics  Network  and  the 
Texas  Genetics  Society,  will  examine  issues  surrounding  common  genetic  dis- 
eases in  children  and  adults,  such  as  cancer  and  heart  disease,  which  may 
soon  be  identifiable  through  genetic  technology.  In  addition,  the  symposium 
will  review  current  gene  therapy  treatments. 

Registration  materials  will  be  mailed  to  primary  care  physicians  across  the 
state  in  April.  For  more  information,  contact  Judith  Tivingston,  TMA  coordi- 
nator of  scientific  affairs  and  disease  prevention,  at  (800)  880-1300,  or  (512) 
370-1464. 


classroom  implementation  program 
that  incorporates  some  portion  of 
the  summer  experience  into  their 
classroom  teaching,  she  said,  adding 
that  one  of  the  program’s  aims  is  to 
reinforce  the  efforts  of  those  who 
are  trying  to  bolster  science  teaching 
in  Texas  schools. 

“Teachers  are  the  key  to  reform- 
ing math  and  science  education,” 
she  said.  “It  is  much  more  effective 
and  efficient  to  reach  and  train  sci- 
ence teachers  than  it  is  to  have  to 
continually  present  special  programs 
for  students.  The  students  eventually 
graduate  and  another  group  takes 
their  place,  but  teachers  are  there  for 
the  long  haul.” 

Companies  such  as  Advanced 
Micro  Devices,  Hoechst-Celanese, 
IBM,  NASA,  and  others,  as  well  as 
institutions  like  UTMB  and  Texas 
A&M,  have  served  as  sponsors  for 
internships.  However,  Ms  Banks 
said  many  more  qualified  teachers 
want  to  join  the  program  than  there 
are  positions  available  for  them. 

“We  need  many  more  work  sites 
than  we  now  have,  particularly  in  the 
areas  of  medicine  and  biomedical  re- 
search,” she  said.  “We  placed  32 
teachers  last  summer,  but  our  goal 
for  1993  is  64,  so  we  need  to  locate 
more  opportunities  for  internships.” 

TTIP  is  seeking  hospitals,  clinics, 
medical  schools,  research  laborato- 
ries, and  other  biomedical  facilities 
for  internships.  She  said  sponsoring 
an  intern  develops  interactive  part- 
nerships between  institutions  and  lo- 
cal schools,  heightens  student 
awareness  of  career  opportunities  in 
science,  provides  temporary  replace- 
ments for  vacationing  employees, 
and  can  provide  extra  help  for 
short-term  projects. 

For  information  on  the  program 
or  on  sponsoring  a TTIP  intern,  con- 
tact Melinda  Price,  project  coordina- 


tor at  the  Texas  Alliance  for  Science, 
Health  and  Mathematics  Education 
at  (409)  845-0825. 

HealthFind  Exchange 
matches  physicians, 
rural  communities 

Weary  of  the  big-city 
rat  race?  Physicians  looking 
for  an  opportunity  to  prac- 
tice in  a small-town  environment 
can  visit  with  representatives  of  as 


many  as  50  rural  Texas  communities 
during  the  weekend  of  April  24  and 
25  at  HealthFind  Exchange  at  the 
Stouffer  Hotel  in  Austin. 

HealthFind  Exchange,  sponsored 
by  the  Texas  Center  for  Rural  Health 
Initiatives  (CRHI),  is  an  ongoing  pro- 
gram that  matches  rural  communities 
in  need  of  primary  care  physicians 
with  prospective  physicians. 

The  exchange  allows  physicians 
to  “take  a trip  across  Texas”  in  just 
2 days,  according  to  CRHI  officials. 

Communities  that  recruit  at 
HealthFind  have  under- 


Pierre  Semrani,  MD,  at  left,  a 
second-year  family  practice  res- 
ident at  Baylor  College  of 
Medicine  in  Houston,  talks 
with  Randy  Frederick,  center, 
director  of  marketing,  and 
Michael  Kozar,  administrator 
of  Hood  General  Hospital  in 
Granbury,  at  a September  1 992 
HealthFind  Exchange  in  Fort 
Worth. 
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gone  training  from  CRHI  and  have 
representatives  such  as  hospital  ad- 
ministrators, board  members,  elect- 
ed officials,  and  others  available  to 
discuss  schools,  the  local  economy, 
recreational  opportunities,  employ- 
ment opportunities  for  spouses,  and 
other  details  about  the  area. 

According  to  CRHI  officials,  as 
of  last  year  the  HealthFind  Ex- 
change program  had  directly  placed 
at  least  nine  physicians  in  rural  com- 
munities across  Texas.  CRHI 
officials  were  planning  in  March  a 


survey  of  participating  communities 
to  determine  if  any  more  physicians 
had  been  placed.  Approximately  80 
communities  and  75  physicians, 
mostly  residents,  have  participated 
in  the  three  previous  exchanges  over 
the  past  3 years  of  the  program. 

The  CRHI  serves  as  the  primary 
state  resource  for  coordination,  plan- 
ning, and  advocacy  of  continued  ac- 
cess to  rural  health  services  in  Texas. 

The  deadline  for  physicians  to  reg- 
ister for  the  Austin  Exchange  is  April 
9.  Fees  are  $30  for  residents  and  $75 


for  practicing  physicians  and  include 
meals,  one  night’s  stay  at  the  Stouffer 
Hotel,  and  child  care  if  needed.  Physi- 
cians are  encouraged  to  bring  their 
spouse  or  significant  other. 

To  register,  or  for  more  infor- 
mation, contact  CRHI  at  (512) 
479-8891.  ★ 
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Call  up  some  households  and  ask,  "Is 
there  a doctor  in  the  house?  and  you 
may  hear,  “Which  one  do  you  want  ? 

In  a host  of  Texas  families,  the 
medical  profession  represents  a long- 
standing tradition.  Typically,  a daugh- 
ter or  son  follows  in  the  footsteps  of  a 
successful  parent.  But  in  some  families, 
the  line  of  physicians  goes  back  several 
generations  and  includes  many 

O J 

branches  of  the  family  tree. 

A few  months  back,  Texas  Medicine 
invited  physicians  who  come  from  medi- 
cal “dynasties’  to  contact  us  about  their 
experiences.  We  received  an  amazing  ar- 
ray of  letters,  faxes,  and  phone  calls 
from  scores  of  doctors  who  have  either 
two  or  more  generations  of  physicians  or 
several  doctor  siblings  in  their  families. 

What  they  told  us  about  their  fami- 
lies was  even  more  fascinating. 

O 


For  many,  the 
medical  profession 
is  a family  affair 

By  Beth  Graddy,  Assistant  Editor, 
and  Mark  Richardson,  Associate  Editor 
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Something  in  the  blood 


Abraham  Lincoln  was  president  of  the  United  States, 
the  Civil  War  raged,  and  members  of  the  Irwin-Hines  medical 
dynasty  were  already  practicing  medicine. 

George  Howard  Irwin,  MD,  who  died  in  1864,  was  the 
first  in  a long  line  of  physicians.  More  than  100  years  and 
six  doctors  later,  his  great-great-granddaughter  Ann  Irwin  married 
David  W.  Hines,  MD,  joining  two  medical  families  into  one  dynasty. 

“I  would  have  loved  to  have  gone  into  medicine  myself,”  she  says, 
explaining  that  she  was  not  one  of  the  brave  few  women  to  break  into 
the  profession  while  the  gender  barrier  still  discouraged  it.  But  the  long- 
ing to  do  it  characterizes  her  family  and  that  of  her  husband,  who 
comes  from  a line  of  six  doctors. 

The  couple  have  three  sons  who  are  doctors,  and  one  of  them,  Tim, 
is  married  to  a doctor. 

“We  were  kind  of  surrounded  by  physicians,”  recalls  David  Hines, 
Jr,  adding  that  there  was  never  any  pressure  to  join  the  profession.  “It 
was  just  seeing  that  they  liked  doing  what  they  did.” 

Maybe  it’s  contagious,  he  adds.  His  sister’s  husband,  exposed  to  the 
work  of  his  brothers-in-law,  has  decided  to  leave  a career  in  computers 
and  go  to  medical  school. 

His  mother  forwards  a different  diagnosis:  “There’s  something  in 
the  blood.” 


George  Howard  Irwin,  MD,  was  the  earlist  doctor  of  the  Irwin-Hines  medical  dynasty. 


Ned  Snyder  III,  MD,  a Waco  gas- 
troenterologist: “I’m  a fourth-gener- 
ation Texas  physician.  My  great- 
grandfather Edward  W.  Snyder  was 
born  in  Texas,  went  to  medical 
school  at  the  University  of 
Louisville,  and  practiced  in  Brown- 
wood,  Tex,  from  the  early  1880s  un- 
til his  death  in  the  late  1920s.”  (Dr 
Ned  Snyder’s  brother  David  Snyder, 
MD,  is  an  oncologist/hematologist 
in  Midland.) 

Clay  J.  Cockerell,  MD,  a Dallas 
dermatologist:  “I  am  proud  to  say 
that  I come  from  a long  line  of 
physicians  first  dating  back  to  the 
early  part  of  this  century.  My  great 
grandfather  Lon  Cockerell  and  his 
cousin  Edward  Cockerell  were  in  the 
first  graduating  class  of  what  even- 
tually became  Baylor  University  Col- 
lege of  Medicine  in  the  early  1900s, 
about  1918. 

“My  great-grandfather  was  a 
general  practitioner  in  East  Texas  in 
and  around  Athens,”  said  Dr  Cock- 
erell, whose  father  and  grandfather 
were  also  physicians.  “In  fact,  a ‘Dr 
Cockerell  Day’  was  celebrated  there 
for  a long  time.” 

Katie  Hunter  Youngblood,  MD, 
associate  professor  of  family 
medicine  at  The  University  of  Texas 
Medical  Branch  at  Galveston:  “Our 
family  medical  tradition  goes  back  to 
Dr  Johnson  Calhoun  Hunter,  who 
settled  at  Morgan’s  Point  on  Gal- 
veston Bay  in  1 82  1.  As  far  as  I know, 
the  medical  genes  didn’t  appear  again 
until  I went  to  medical  school.  I 
graduated  from  UTMB  in  1969.” 

Dr  Youndblood’s  graduation  ap- 
pears to  have  opened  the  floodgates. 
There  are  now  eight  physicians  in 
her  family,  including  herself,  her  son 
Thomas  Hunter  Youngblood,  MD 
(a  1985  UTMB  graduate),  five 
nephews,  and  a cousin. 

“Our  family  had  a long  hiatus 
between  generations,”  she  says,  “but 
now  we’re  in  full  medical  force.” 

Family  dynamics 

The  medical  family  has 
begun  to  come  under  study 
in  recent  years.  When  one  or 
both  parents  practice  medicine,  the 


rigors  of  the  career  can  sometimes 
place  an  unusual  amount  of  pressure 
on  the  children  of  those  marriages. 
Occasionally  the  strain  is  enough  to 
tear  a family  apart  and  alienate  chil- 
dren from  their  parents. 

But  it  is  more  typical,  say  those 
who  study  medical  families,  that  a 
parent  who  is  a physician  provides 
an  atmosphere  of  intellectual  stimu- 
lation and  curiosity  that  leads  chil- 
dren to  choose  stimulating  and  chal- 
lenging careers,  often  in  medicine. 

“Growing  up  in  a physician  fami- 


ly, you’re  bound  to  have  conversa- 
tions with  your  parents  about  what 
they  do,  and  that  can  be  either  a 
positive  or  negative  experience,” 
says  George  T.  Bryan,  MD,  vice- 
president  for  academic  affairs  and 
dean  of  medicine  at  The  University 
of  Texas  Medical  Branch  in  Gal- 
veston. “When  the  child  in  the  fami- 
ly has  seen  the  mother  or  father  or 
both  participate  in  the  medical  pro- 
fession and  it’s  been  a healthy,  fun 
experience,  and  the  children  have 
not  been  neglected  through  that  pro- 


40 


TEXAS  MEDICINE 


VOLUME  89  NO.  4 


APRIL  1993 


cess,  then  it  is  an  enormous  advan- 
tage to  their  acculturation  to  the 
medical  environment  and  to  devel- 
oping as  a physician.” 

Dr  Bryan  says  he  has  seen  a large 
number  of  medical  students  enroll  in 
UTMB  who  come  from  physician 
families  and  that  such  a background 
often  has  an  effect  not  only  on  their 
choice  of  career,  but  also  on  their  aca- 
demic and  professional  performance. 

When  a student  comes  from  a 
medical  family,  “the  first  issue  is 
whether  or  not  it’s  a healthy  family; 
not  all  physician  families  are 
healthy,”  he  says.  “There  are  in- 
trafamilial  dynamics  that  can  be  a 
major  problem  for  one  of  the  chil- 
dren going  into  medicine.  Where  the 
child  perceives  that  they  have  to  be  a 
doctor  and  they  have  no  inclination 
or  desire  for  that  role  in  society,  they 
get  to  medical  school  and  ask  ‘Why 
am  I here?’” 

On  the  other  hand,  he  says  that 
children  of  medical  families  are  ca- 
pable of  mature  career  choices  when 
they  were  encouraged  to  reach  their 
own  potential,  regardless  of  whether 
that  was  to  be  “an  artist,  an  opera 
singer,  an  engineer,  a ditch-digger,  or 
a doctor.” 

Elizabeth  L.  Stuyt,  MD,  an  asso- 
ciate professor  of  psychiatry  at 
Texas  Tech  University  Health  Sci- 
ences Center  in  Lubbock,  was  a pan- 
elist and  moderator  last  year  at  a 
TMA-sponsored  symposium  titled 
“Help!  My  Mom/Dad  is  a Doctor: 
Communication  in  the  Medical 
Family.”  The  symposium  dealt  with 
easing  the  stresses  a medical  career 
can  place  on  a family. 

“It’s  amazing  how  lots  of  people 
who  were  raised  in  medical  families 
do  end  up  in  medicine,”  she  says. 
“Sometimes  they  say  they  are  ‘never 
going  to  be  like  dad,’  they  are  going 
to  do  things  differently,  but  they  end 
up  being  just  like  dad.” 

Part  of  the  stress  of  growing  up 
in  a medical  family  is  not  having  the 
parent  there  a great  deal  of  the  time, 
Dr  Stuyt  says. 

“I  think  that  in  the  healthy  fami- 
lies, they  realize  that  the  quantity  of 
time  they  spend  with  their  parents  is 
minimal,  so  they  learn  to  maximize 


Archer  family  practices  Panhandle  medicine 

If  the  Archer  family  story  were  a novel  it  would  be 
called  something  like  Little  Women  Meet  Dr  Zhivago. 

Not  only  are  Elizabeth,  Emily,  Evelyn,  and  Estelle  all  doctors,  their 
brother  Branch  practices  medicine,  and  their  two  youngest  siblings,  Re- 
becca and  Richard,  are  majoring  in  pre-medicine  in  college.  (One  sister 
escaped  the  medical  profession  for  a career  in  computers  and  business.) 

“A  lot  of  people  ask  me  why  we  all  went  into  medicine,”  says  Dr 
Emily  Archer.  “I  always  tell  them  it’s  just  a lack  of  imagination.” 

That  may  be  revealed  the  most  at  the  dinner  table,  where  medicalese 
often  dominates  the  conversation. 

“Certain  people  have  been  told  not  to  talk  about  medicine  at  the  dinner 
table,”  says  Dr  Emily  Archer,  “because  they  get  too  gross.  I’ve  been  censored.” 

There  are  people  who  still  haven’t  figured  out  that  all  the  “E.  Archers” 
in  the  phone  book  are  not  the  same  person. 

“When  I first  got  to  town,”  recalls  Dr  Elizabeth  Archer,  who  practices 
in  Amarillo,  “one  of  my  first  patients  got  up  on  the  table  and  she  said, 
‘Now,  before  you  get  started  I want  you  to  please  explain  to  me  why  you 
have  changed  your  specialty  so  many  times.” 

As  if  that  weren’t  enough  doctors  in  the  house,  these  seven  are  the  chil- 
dren of  a doctor,  Richard  Archer,  Sr,  MD,  whose  brother  and  sister  are 
doctors,  as  well  as  his  nephew  and  niece-in-law.  These  seven  have  an  un- 
cle, Harold  C.  Boehning,  MD,  practicing  in  Dallas;  their  maternal  grand- 
father, Harold  Boehning,  MD,  also  was  a doctor. 

That  would  be  more  than  enough  doctors  for  most  families,  but  not 
this  one.  Dr  Elizabeth  Archer  married  Dr  John  Lee  Andrew,  himself  the 
product  of  a medical  dynasty  dating  back  to  his  paternal  grandfather  and 
great-uncle.  Dr  Andrew’s  mother  and  father  are  doctors,  too. 

Dr  Evelyn  Archer  married  into  another  dynasty,  and  Drs  Emily  and  Es- 
telle Archer  both  married  physicians. 

And  somewhere,  there  is  a cousin  . . . 


Part  of  the  Archer- Andrew-Biggs  medical  dynasty  are  Elizabeth  Archer,  MD,  John 
Andrew,  MD,  William  Biggs,  MD,  Emily  Archer,  MD,  Leora  Andrew,  MD,  and  Richard 
Archer,  MD. 


the  quality  of  time  they  spend  togeth-  dren  want  to  go  into  the  same  thing.” 
er,”  she  says.  “Many  physicians  do  One  advantage  children  of  physi- 

hecome  role  models,  and  their  chil-  i cians  may  have  in  choosing  the  med- 
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ical  profession  is  that  they  have  an 
accurate  picture  of  what  they  are 
getting  into,  according  to  Dr  Stuyt, 
who  sits  on  the  admissions  commit- 
tee at  Texas  Tech. 

“Lots  of  time  it  weighs  heavily  in 
their  favor,”  she  says.  “If  they  come 
from  a family  of  physicians,  then  we 
know  that  they  know  what  really  is 
involved  and  that  they  are  making  a 
more  informed  choice.” 

Making  a career  choice 

WHILE  GROWING  UP 
with  parents,  grandpar- 
ents, or  siblings  who  are 
physicians  is  no  guarantee  that  one 
also  will  enter  medicine,  most  physi- 
cians we  heard  from  say  positive  im- 
pressions of  having  a family  member 
in  the  profession  weighed  heavily  in 
their  choice  of  careers. 

“Probably  one  of  the  biggest 
influences  was  my  grandfather,”  says 
John  Schaller,  MD,  internist  and  oc- 
cupational medicine  specialist  with 
Exxon  in  Houston.  “He  would,  at 
holidays  and  other  times  when  he 
came  over,  go  off  on  these  wild  sto- 
ries about  driving  through  5 feet  of 
snow  to  make  a house  call.  He  told 
some  incredible  stories. 

“We  have  always  said  one  of  our 
biggest  regrets  was  not  to  get  those  on 
tape,  because  they  truly  were  reflec- 
tive of  what  life  was  like,”  he  says. 

George  Reyna,  MD,  a San  Anto- 
nio ophthalmologist,  says  having 
three  older  brothers  (San  Antonio 
internists  Robert,  Rowland,  and 
Richard  Reyna)  go  to  medical 
school  was  a major  influence. 

“I  had  early  and  intense  exposure 
to  medicine  that  definitely  piqued 
my  interest,”  he  says.  “But  my  par- 
ents never  really  pushed  me  towards 
medicine.  My  dad  worked  for  the 
post  office  for  45  years  and  my  mom 
never  worked.  We  were  a traditional 
Hispanic  family. 

“Their  goal  for  us  was  to  attend 
college,”  Dr  Reyna  adds.  “What  we 
wanted  to  do  was  really  up  to  us.” 

El  Paso  obstetrician/gynecologist 
Werner  Spier,  MD,  credits  his  father, 
who  was  a physician  in  Germany 
before  moving  to  El  Paso,  with  en- 


Chapa-Garza:  A baker’s  dozen  doctors  in  South  Texas 

IE  YOU  TRIED  TO  draw  the  Chapa-Garza  family  tree  and  mark  the 
members  who  are  doctors,  you  would  end  up  with  something  resembling 
a giant  Rorschach  splotch.  At  least  13  of  the  Chapa-Garzas  have  become 
doctors  — and  seven  are  pharmacists.  There  is  even  a dentist  or  two. 

It  was  all  pretty  confusing  for  Alison  Hensel,  MD,  when  she  married 
Jim  Garza,  MD,  and  moved  with  him  to  Edinburg,  in  the  Rio  Grande  Valley. 

“It’s  crazy,”  she  says.  “I  met  my  husband  in  medical  school,  and  I 
didn’t  know  he  had  so  many  doctors  in  his  family,  but  it’s  a very  neat  fam- 
ily. They  do  a lot  of  neat  things.” 

The  Chapa-Garzas  have  two  reunions  each  year,  at  Christmas  and 
Easter,  as  well  as  a family  golf  tournament  in  the  spring.  During  the 
Christmas  reunion,  nine  of  the  core  members  decide  who  in  the  extended 
family  is  particularly  needy  that  year,  and  everyone  donates  a cash  gift  to 
help  that  person  or  family. 

“This  year  we  have  a cousin  who  is  dying  of  cancer,”  Dr  Alison  Hensel 
Garza  explains.  “She’s  13,  and  she’s  going  down  pretty  fast.  Her  family  spent 
most  of  its  time  in  M.D.  Anderson  this  year,  and  they  were  the  family  chosen.” 

A unique  tradition,  but  it  may  result  in  part  from  having  so  many  care- 
givers in  the  family.  It’s  a complicated  one,  but  the  family  tree  goes  like 
this:  Isabel  and  Jesus  Chapa  had  seven  children,  four  of  whom  produced 
doctors.  Their  son,  Jesus,  fathered  Joe  Martin  Chapa,  Homer  Chapa,  and 
Belinda  Chapa  Elores,  all  of  whom  practice  medicine.  Daughter  Librada 
had  one  son,  Albert  Fernandez,  who  became  a doctor.  Son  Ernesto  had 
two  grandchildren  who  became  doctors. 

And  daughter  Nellie  decided  to  start  her  own  dynasty  when  she  married 
a pharmacist  named  Leonel  Garza.  Of  their  10  children,  three  became  doc- 
tors and  went  into  practice  together.  Four  of  the  grandchildren  went  into 
medicine;  one  of  them,  Jim,  is  married  to  Alison  Hensel  Garza,  MD. 

Since  most  of  them  practice  in  the  same  general  area,  there  have  been  humor- 
ous instances  when  one  doctor  gets  confused  with  another.  The  funniest,  howev- 
er, involved  a local  veterinarian  named  Garza  who  was  not  related  to  the  family. 

“This  man  came  up  to  the  front  desk  and  said  he  was  there  to  see  Dr  Garza,” 
Dr  Alison  Hensel  Garza  recalls.  “It’s  an  ob/gyn  office,  and  they  said,  ‘Well,  don’t 
you  mean  your  wife?'  and  he  said,  ‘No,  I’ve  got  my  horse  out  front.’” 

Six  members  of  the  Garza  medical  dynasty  pose  before  the  family  pharmacy:  Armando 
Osio,  MD,  Alison  H.  Garza,  MD,  Marin  Garza,  MD,  Omar  Garza,  MD,  Ben  Garza, 
MD,  and  Jim  Garza,  MD. 
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Texas  medical  dynasties:  the  (incomplete)  directory 


Texas  Medicines  phones  and  fax  machine 
sprang  to  life  at  8 am  on  the  first  day  the 
issue  containing  a request  for  information 
about  medical  families  hit  physicians’ 
desks.  While  it  was  quickly  obvious  that 
talking  with  every  family  we  heard  from  or  about 
would  be  impossible,  we  did  keep  a log  of  everyone.  If 
you  have  a crop  of  doctor  relatives  (no  minimum 
number  required ) but  your  family  isn’t  listed  below, 
drop  us  a note.  We’re  always  interested  in  learning 
about  the  lives  of  Texas  physicians. 

The  Leora  Andrew,  MD,  family:  Father  and  son  also  are  physicians. 
The  Archer  family:  Branch  T.,  Estelle,  Evangeline,  Grace  Emily,  John 
Robert,  Mary  Elizabeth,  Richard  K.  Rebecca  and  Richard  are 
both  pre-med. 

The  Alan  C.  Baum,  MD,  family. 

The  Douglas  Benold,  MD,  family:  Two  sons. 

The  Bohmfalk  family:  George  L.,  Stanley  W.,  John,  Tom. 

The  Hal  B.  Boone,  MD,  family:  Four  physicians. 

The  Brindley  family:  Valter  Sr,  Valter  Jr,  Hanes  Sr,  Hanes  Jr, 
George,  Glen. 

The  Buie  family:  James  Morgan,  J.  Scott,  Neil  Jr,  and  Ralph,  and 
several  additional  generations  back. 

The  Nathan  Cedars,  MD,  family:  His  four  children. 

The  Chapa-Garza  families:  Albert  Fernandez,  Alison,  Armando  Osio, 
Belinda  Flores,  Ben,  David  Adame,  David  Arredondo,  Ernesto 
Guerra,  Homer,  Jim,  Joe  Martin,  Marin,  Mike  Martin,  Omar. 

The  Cockerell  family:  Lon,  Edward,  Clay  J.,  Earl  R.,  Edwin  G. 
Grafton,  Edwin  Grafton,  Jr. 

The  Thomas  B.  Coopwood,  MD,  family:  Including  his  father,  grand- 
father, and  two  sons. 

The  Louis  Daily,  MD,  family. 

The  Herb  Daniels,  MD,  family. 

The  Dilling  family:  Alice,  Clarence,  Emery,  J.R.,  Samuel. 

The  Karl  T.  Dockray,  MD,  family:  Roland  O.  Peters  (uncle),  Otto  K. 

Peters  (great  uncle). 

The  Mylie  Durham,  MD,  family. 

The  Arthur  M.  Faris,  MD,  family. 

The  Gaddy  family:  Howell  Gaddy,  Howell  Jr,  and  Howell  III. 

The  Gilmore  family:  William  A.,  John  R.,  father,  and  grandfather. 
The  Ghidoni  family:  Francis,  Frank  Lane,  John  J.  Jr,  John  J.  Ill,  Lor- 
raine, Patricia. 

The  Hauser  family:  Abe  (deceased),  Charles,  Donald,  Larry,  Harris, 
Michele,  Robert,  Ronald. 

The  Graber  family:  William  J.  Jr,  William  J.  Ill,  William  J.  IV. 

The  Augustus  Herff,  MD,  family:  Father,  son. 


The  Hines-Irwin  families:  Ann  Messer,  David  W.,  David  W.  Jr, 
Timothy,  Edward  Howard,  George  Howard,  George  Howard  II, 
George  Howard  III,  J.W.  Zinn,  James  J.,  James  J.  Jr,  Jere  L., 
Johnathan  S,  L.E.,  Robert  Steele,  Wallace. 

The  Howard  family:  Byron  L.,  Kim. 

The  Hunter-Reuters-Vickers  families:  Brian  Bennett  Ullom,  Christo- 
pher, David  H.,  F.P.  Jr,  Holly  W.,  Johnson  C.,  Katie  H. 
Youngblood,  Louise  H.  Ullom,  Patrick  L.  Hodges,  Robert, 
Thomas  Youngblood,  W.  Mark. 

The  Johnson  family:  Chris,  Clemmie,  George,  and  Joanne. 

The  Kuhl  family:  Ivan  W.,  Peter,  Walter. 

The  Charles  LeMaistre,  MD,  family:  Son  and  daughter. 

The  Magliolo  family:  Six  siblings. 

The  Martinez  family:  Henry,  Robin,  Kelly,  Lisa,  Mary  Ann, 
Marcelo,  Greg,  Victor. 

The  Meyer  family:  H.J.,  James,  John  W.,  Parker,  Walter. 

The  Naftalis  family:  Jerome,  Richard  C.,  Elizabeth  Z.,  a father-in- 
law  and  three  cousins. 

The  Neal-Oswalt  family:  Durwood  Neal  Sr,  Durwood  Neal,  Jr, 
Charles  E.  Oswalt,  Jr.,  Charles  Oswalt  III,  John  D.  Oswalt, 
William  M.  Oswalt,  Barry  F.  Oswalt. 

The  Sam  Nixon,  MD,  family. 

The  Joseph  T.  Painter,  MD,  family. 

The  G.L.  Pierce,  MD,  family:  His  grandfather,  brother,  two  sisters 
married  to  doctors,  two  nephews,  one  niece-in-law. 

The  Mario  Ramirez,  MD,  family. 

The  Reagan  family:  Charles,  G.P.,  John,  Lawrence,  Tom. 

The  Reyna  family:  George,  Richard,  Robert,  Rowland. 

The  Robert  family:  William  Pierre,  William  Pierre  Jr,  and  William  Pierre  III. 

The  Sargent  family:  Douglas  C.,  Douglas  A.,  Charles  A.,  and  Julia 
B.,  who  is  married  to  Bruce  M.  Turner,  MD.  Kristen  A.  Sargent  is 
a medical  student. 

The  Schaller  family:  Clarence,  Donald,  Jack,  John,  and  Larry. 

The  James  L.  Shepherd,  MD,  family:  Father  and  son. 

The  John  Smith,  MD,  family. 

The  Snyder  family:  David,  Edward  W.,  John  William,  Ned  Sr, 
Ned  Jr,  Ned  III. 

The  Spier  family:  Curtis,  Erich,  James,  and  Werner.  Jeff  Spier  plans 
to  pursue  a medical  career. 

The  Robert  M.  Tenery,  MD,  family. 

The  Clifford  Thorne,  MD,  family:  Two  brothers,  four  children,  and 
two  nephews. 

The  Mitchell  Young,  MD,  family. 

The  Wagner  family:  (Father,  three  sons,  four  grandsons)  Frank  M., 
Robert  J.,  John  D.,  Patrick  J.,  Ralph  A.,  Tim  J.,  Tom  J.,  and 
Foster  Montaibano.  Tim  J.  married  a physician,  Donna 
Couvillon  Wagner. 

The  Albert  M.  Wysse  family:  father,  great  uncles,  uncles,  cousins, 
( 1 3 MDs  in  all). 


suring  that  his  interest  in  medicine 
won  out  over  his  interest  in  cars. 

“I  always  fooled  around  with  old 
cars  when  1 was  a kid,  so  it  was  ei- 
ther be  a doctor  or  an  automobile 
mechanic,  and  I figured  that 
medicine  was  cleaner.  My  fingernails 
wouldn’t  be  greasy  all  my  life.” 

David  W.  Hines,  Sr,  MD,  an 
Austin  allergist  and  third-generation 
physician  whose  brother  James  is  a 
retired  cardiologist,  says  growing  up 


in  a medical  family  can  confer  a 
sense  of  destiny. 

“The  person  with  the  largest 
influence  on  me  was  my  father,”  he 
says.  “On  my  mom’s  side,  physicians 
go  back  about  four  or  five  genera- 
tions. We  were  kind  of  surrounded 
by  physicians.” 

But  he  says  he  never  felt  any  pres- 
sure to  keep  up  a family  tradition. 

“I  was  never  coerced  into  going 
to  med  school,  (but)  I never  consid- 


ered anything  else,”  Dr  Hines  says. 
“This  is  something  I did  to  myself.” 

Of  Dr  Hines’  seven  children, 
three  chose  medicine  as  a career 
(David  is  an  infectious  disease  spe- 
cialist m Chicago,  Tim  is  an  Austin 
nephrologist,  and  John  is  an  intern 
at  Baylor). 

For  some,  the  pull  of  medicine  can 
be  strong,  even  after  having  original- 
ly chosen  a different  career  path. 

W.  Kim  Howard,  MD,  a diagnos- 
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Is  there  a doctor  in  this  Hauser? 


Florence  Paysse  Hauser  always  said  to  her  children, 
“You  can  do  anything  you  want  — as  long  as  it’s  in  medicine.” 
With  that  same  subtlety,  she  let  them  know  that,  of  all  the  spe- 
cialties, psychiatry  was  best. 

“She  was  interested  in  our  being  educated,  and  we  basically 
followed  in  those  kind  of  guidelines,  sometimes  struggling  a lit- 
tle bit,”  says  her  son  Robert  Hauser,  MD.  “With  that,  we  just  seemed  to 
migrate  into  pre-med.” 

Mrs  Hauser,  who  died  in  1970,  might  have  been  a little  biased.  When 
she  was  17  and  working  as  a secretary  for  the  eminent  Texas  psychiatrist 
Titus  Harris,  MD,  she  eloped  with  his  protege,  Abe  Hauser,  MD. 

At  any  rate,  she  was  certainly  persuasive.  All  four  of  Abe  and  Florence’s 
children  followed  him  into  psychiatry.  Dr  Harris  Hauser,  named  for  his  fa- 
ther’s mentor,  practices  psychiatry  and  neurology  in  Houston.  Robert 
Hauser,  MD,  also  practices  in  Houston  at  the  Hauser  Clinic.  Dr  Ronald 
Hauser  divides  his  time  between  private  practice  and  serving  as  prison  psy- 
chiatrist in  Huntsville.  The  youngest.  Dr  Charles  Hauser,  went  his  own 
way,  practicing  for  a while  in  Colorado  Springs  before  becoming  medical 
director  of  the  Tarrant  County  Adolescent  Psychiatric  Unit  in  Fort  Worth. 

Three  grandchildren  have  become  psychiatrists  as  well,  bringing  the 
total  to  eight.  Donald  Hauser,  MD,  practices  with  his  father  at  the  Hauser 
Clinic,  while  brother  Larry  Hauser,  MD,  and  cousin  Dr  Michele  Hauser 
practice  together  in  Austin. 

“Growing  up,  people  would  say,  ‘Oh,  you  must  be  pretty  crazy,”’  says 
Dr  Larry  Hauser,  laughing.  “The  most  interesting  thing  for  me  is  that 
when  you  look  at  four  boys  in  the  family  — with  all  the  competition  — 
they  all  went  into  the  same  field.  Then  in  our  generation,  of  the  three  of 
us  who  went  to  medical  school,  we  all  ended  up  choosing  the  same  field. 
It  says  a lot  for  the  role  modeling  in  this  particular  field.” 

He  adds,  “1  have  teased  Dad,  saying  that  it's  a genetic  illness  that  we  all  have.” 


Pictured  several  years  ago  pretending  to  analyze  Abe  Hauser,  MD,  are  (clockwise  from 
left ) Drs  Michele,  Donald,  Larry,  Harris,  Ronald,  Charles,  and  Robert  Hauser. 


tic  radiologist  from  Longview,  says 
exposure  to  his  brother’s  life  as  a 
physician  heavily,  but  indirectly, 
influenced  his  career  choice. 

“My  father  died  during  the  time 


my  brother  [TMA  board  of  trustees 
member  Byron  Howard,  MD,  a Dal- 
las psychiatrist]  was  preparing  for 
college  at  Rice  and  I was  only  7 years 
old,”  Dr  Howard  wrote  in  a letter. 


“Although  my  brother  tried  hard  to 
teach  me  about  life  as  I grew,  when  it 
came  time  to  decide  on  a career,  he 
would  neither  recommend  or  advise 
against  the  medical  field. 

“My  second  year  majoring  in 
marine  biology  at  Texas  A&M  was 
one  of  disillusionment,  as  I saw  the 
dreams  of  youth  replaced  by  reali- 
ty.” he  wrote.  “During  this  time  of 
searching,  I began  receiving  Texas 
Medicine  in  the  mail.  It  was  through 
reading  the  articles  of  this  very  jour- 
nal that  my  respect  for  medicine 
grew  and  I found  a new  direction  in 
my  life. 

“Of  course,  my  brother  denied 
sending  them  to  me,”  he  adds. 

Contiinmio  the  dynasty? 

O J J 

PARENTAL  PRIDE  IS 
amply  justified  when  a child 
chooses  to  follow  in  a par- 
ent’s footsteps,  particularly  when 
that  is  into  a profession  as  honor- 
able and  respected  as  medicine. 

Many  of  the  physicians  we  talked 
with  say  their  parents  were  extreme- 
ly pleased  about  their  children’s 
choice  of  medicine.  But,  with  the 
changes  that  have  taken  place  in  the 
field  in  the  last  few  years,  do  today’s 
physicians  recommend  medicine  to 
their  offspring? 

The  answers  range  from  a 
qualified  “yes”  to  “absolutely  not.” 

John  Meyer,  MD,  a family  practi- 
tioner in  Hondo,  a third-generation 
physician:  “I  feel  that  there  is  no 
higher  calling  than  to  be  of  service 
to  mankind.  Despite  the  many 
changes  from  when  my  grandfather 
practiced  and  sent  no  bills  to  his  pa- 
tients, relying  on  them  to  pay  when 
the  crops  came  in  or  the  cattle  went 
to  market,  I still  feel  that  medicine  is 
among  the  best  and  most  rewarding 
ways  to  serve.” 

El  Paso  otolaryngologist  James  E, 
Spier,  MD,  agrees:  “Unlike  many 
doctors,  1 feel  that  medicine  will  al- 
ways be  a great  profession.  It  will  al- 
ways be  interesting,  challenging, 
gratifying.  It  will  always  have  pres- 
tige in  the  community,  and  even 
though  medicine  is  changing,  the 
doctors  who  are  coming  up  now  will 
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Medical  merger  forms  Neal-Oswalt  family 

IT  COULD  CHANGE  the  meaning  of  “family  practice.” 

The  late  Durwood  E.  Neal,  MD,  who  served  as  TMA  president 
from  1980-1981,  joked  to  the  House  of  Delegates  once  that  he  had 
enough  doctors  in  his  family  to  “start  my  own  HMO.” 

A “merger”  of  sorts  created  the  Neal-Oswalt  medical  clan. 
Charles  E.  Oswalt,  jr,  MD,  was  a family  practitioner  in  Fort  Stockton.  He 
had  four  sons,  all  of  whom  became  physicians:  Charles  E.  Oswalt  III,  MD, 
is  a general  surgeon  in  Graham;  John  D.  Oswalt,  MD,  is  a cardiovascular 
surgeon  in  Austin;  William  M.  Oswalt,  MD,  is  a family  practitioner  in 
Eastland;  and  Barry  F.  Oswalt,  MD,  is  a general  surgeon  in  Waco. 

Some  time  after  the  elder  Dr  Oswalt  died,  Nell  Oswalt  married  Durwood  Neal, 
bringing  him  and  his  son  Durwood  Neal,  Jr,  MD,  into  the  family.  Dr  Durwood 
Neal,  Jr,  is  a urologist  at  The  University  of  Texas  Medical  Branch  in  Galveston. 

Dr  Charles  Oswalt  III  says  despite  having  a physician-father,  his  own 
decision  to  go  into  medicine  was  made  early  in  life. 

“I  personally  made  the  decision  to  go  into  medicine  around  the  time  of  junior 
high  school.  We  certainly  weren’t  pushed  into  it.  My  father  sort  of  let  us  do  what 
we  wanted  to  do,”  he  says.  “I  think  seeing  the  kind  of  life  my  dad  led  and  devel- 
oping an  appreciation  for  what  he  did  for  other  people  as  well  as  the  community, 
I thought  that  medicine  would  be  something  that  would  appeal  to  me.” 

Growing  up  in  a medical  household  provided  an  edge  when  it  came  to 
his  training,  Dr  Oswalt  says. 

“I  think  I was  more  prepared  for  the  difficulties  of  medical  school  and 
in  medical  training,  because  I had  talked  with  my  father  about  it,”  he  said. 
“I  don’t  think  it  gave  me  any  significant  advantage  in  doing  the  scholastic 
work,  but  as  far  as  the  hours  and  the  hard  work  and  the  demands  put 
upon  you,  I wasn’t  too  surprised  at  that.” 

Are  there  any  more  physicians  in  the  family’s  future?  Possibly,  he  says. 
“I’ve  got  a 15-year-old  son  who  is  considering  being  a physician,  but  it’s 
a little  early  for  him  to  have  made  any  kind  of  binding  decision,”  he  says. 
“I  would  tell  my  son,  or  any  of  my  nieces  and  nephews  who  asked,  that 
medicine  is  not  anything  like  what  my  father  knew  and  has  changed  sig- 
nificantly in  the  15  years  I’ve  been  in  practice. 

“I  don’t  find  medicine  to  be  as  much  fun,  or  as  fulfilling,  and  I think  that 
the  intrusion  of  government,  insurance  companies,  and  lawyers  into 
medicine  has  soured  my  attitude  about  it  to  a significant  degree,”  Dr  Oswalt 
says.  “There’s  still  a lot  of  good  things  about  medicine,  but  I would  encour- 
age them  to  consider  these  other  factors  in  making  their  decision.” 

When  former  TMA  President  Durwood  Neal,  MD,  received  the  association's  Distin- 
guished Service  Award  in  1991,  he  introduced  “his  own  HMO”  — among  his  children 
and  stepchildren  are  five  physicians. 


not  see  a huge  difference.” 

George  L.  Bohmfalk,  MD,  a 
Texarkana  neurosurgeon:  “I  have 
not  encouraged  my  two  sons  to  be- 
come physicians,  but  if,  after  living 
through  the  lifestyle  it  has  imposed 
on  me,  they  wish  to  pursue 
medicine,  I would  not  actively  dis- 
courage them.” 

Clay  Cockerell,  MD:  “I  remain 
proud  to  be  a physician  in  spite  of 
all  the  problems.  I plan  to  encour- 
age my  son  to  go  into  the  profes- 
sion if  he  shows  interest  and  apti- 
tude for  such.” 

Alison  Hensel  Garza,  AID,  a 
McAllen  family  practitioner  9 months 
out  of  residency:  “No  I wouldn’t.  I 
think  the  sacrifices  are  too  great,  both 
in  and  out  of  medical  school.  I lost 
contact  with  so  many  friends  and  so 
many  of  my  hobbies  and  interests  be- 
cause of  the  pressure  of  medical 
school,  and  then  residency  was  just 
pure  hell.  Maybe  in  another  year  or 
two,  having  gotten  out  of  the  rat 
race,  I’ll  say  'Yea,  OK,  kids,  if  you 
want  to  do  it,  do  it.’  But  with  residen- 
cy fresh  on  my  mind,  I wouldn’t  en- 
courage my  kids  to  do  it.” 

Emily  Archer,  MD,  an  Amarillo 
obstetrician/gynecologist:  “Abso- 
lutely. Definitely.  1 think  it’s  chal- 
lenging and  it  expands  your  hori- 
zons. It’s  a little  bit  crazy,  but  I 
don’t  mind  the  lifestyle.  1 don’t 
know  anything  else.  I think  it’s  the 
best  deal  around.  If  they’re  smart 
enough  to  do  it  and  have  the  abili- 
ty, I’d  tell  them  to  do  it.” 

W.  Kim  Howard,  AID:  “Whether 
or  not  our  children  will  choose 
medicine  as  a career  is  their  deci- 
sion. I have  found  a challenging  yet 
rewarding  career  in  medicine.  Yet  I 
realize  I can  practice  medicine  in 
the  style  that  I choose  because  of 
(those  who  work)  to  preserve  quali- 
ty in  medicine  and  to  prevent  gov- 
ernment interference  from  changing 
our  career  to  one  that  we  could  not 
recommend  to  our  children.  We 
owe  it  to  our  children  and  our  pa- 
tients to  see  that  we  preserve  the 
physician’s  role  in  caring  for  the 
populace  of  this  state.” 
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Spier:  From  the  Rhine  to  the  Rio  Grande 

From  time  to  time,  patients  wander  into  the  office  of 
James  Spier,  MD,  an  El  Paso  otolaryngologist,  and  become 
perplexed  when  there’s  no  place  to  lie  down  for  a pelvic 
exam.  Or  when  there’s  no  psychiatrist’s  couch.  When  that 
happens,  he  directs  the  patient  to  the  appropriate  Dr  Spier: 
his  cousin  Werner  Spier,  MD,  a gynecologist,  or  his  brother  Curtis  Spi- 
er, MD,  who  is  double-boarded  in  psychiatry  and  anesthesiology. 

“A  lot  of  things  go  on  that  are  funny,”  explains  Dr  James  Spier.  He 
tells  the  story  of  a phone  call  his  brother  Curtis  received  in  the  middle  of 
the  night.  “The  caller,  a lady,  said,  ‘Doctor,  I have  a discharge.’  My  broth- 
er said,  ‘Madam,  if  you’ll  kindly  tell  me  from  which  end  you  are  discharg- 
ing, I’ll  direct  you  to  the  proper  Dr  Spier.’” 

There  have  been  four  Drs  Spier  in  El  Paso,  with  another  on  the  way. 
Jeff  Spier  plans  to  follow  in  the  footsteps  of  his  father,  James,  his  uncle, 
and  his  father’s  cousin. 

Despite  the  funny  anecdotes  that  result  from  having  so  many  doctors 
in  the  family,  the  story  of  this  dynasty’s  beginnings  is  serious. 

Werner’s  father,  Erich  Spier,  MD,  narrowly  escaped  Hitler’s  plans  for 
Jewish  professionals,  fleeing  Germany  for  the  United  States  in  1933.  He 
came  to  El  Paso  because  his  businessman  brother,  Kurt,  had  settled  there 
with  an  American  wife.  His  son  and  his  nephews,  Curtis  and  James,  fol- 
lowed him  into  medical  practice. 

Werner  has  written  a book  about  the  family  — appropriately  titled 
From  the  Rhine  to  the  Rio  Grande. 


From  left,  Drs  fames,  "Werner,  and  Curtis  Spier  with  Jeff  Spier,  who  is  a pre-med  major. 


medicine  because  they  really  want  to 
be  a doctor,  and  not  just  because  it 
makes  a lot  of  money,”  she  says. 

Dr  Bryan  of  UTMB  agrees  that 
family  experiences  weigh  heavily  in 
motivating  a child  to  go  to  medical 
school,  but  he  says  the  influence 
may  be  even  more  pronounced  later 
in  their  careers. 

“I  think  it  is  more  telling  later 
on,  rather  than  in  medical  school,” 
he  says.  “As  they  leave  the  training 
programs,  it  (a  family’s  influence) 
becomes  more  important.” 

He  says  the  saying  “Like  father, 
like  son”  may  have  more  than  just  a 
grain  of  truth  to  it. 

“Children,  by  and  large,  tend  to 
emulate  their  parents,  even  though 
they  say  ‘I’m  never  going  to  do 
that,”  Dr  Bryan  says.  “If  the  doc- 
tor-parent  is  a great  humanitarian, 
does  a lot  of  volunteer  work,  or 
takes  his  vacations  and  goes  to 
Mexico  to  heal  cleft  palates,  the 
child  may  complain  about  that  in 
the  process,  but  it’s  been  my  obser- 
vation that  ultimately,  he  or  she 
will  do  the  same  thing.  They  pick 
up  the  patterns  of  the  family,  even 
if  they  deny  their  existence.”  ★ 


Continuing  the  line 

O 

Medical  families  tend 
to  produce  children  with 
intense  feelings  about  their 
career  choices,  experts  say. 

“I  see  those  opposite  extremes,” 
says  Dr  Stuyt  of  Texas  Tech.  “They 
either  definitely  want  to  follow  and 
do  exactly  what  dad  did,  down  to 
even  the  specialty,  or  they  don’t 
want  to  have  anything  to  do  with 
medicine  and  go  way  off  in  some 
other  direction.” 


Also,  she  says,  some  of  the  rea- 
sons an  earlier  generation  may  have 
chosen  medicine  no  longer  exist. 

“People  don’t  like  to  believe  it, 
and  it’s  sad,  but  there  are  people 
who  go  into  medicine  to  make  mon- 
ey,” she  says.  “With  the  way  things 
have  changed,  it’s  not  going  to  be  a 
money-making  venture  anymore.” 

Which,  she  says,  isn’t  necessarily 
a bad  thing. 

“We  may  get  back  to  the  real  art 
of  medicine,  and  people  going  into 
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Clinton’s  Medicare  cuts 
are  only  a Band-aid 

Substantial  cuts  in 
Medicare  spending  proposed 
by  President  Bill  Clinton  are 
not  likely  to  please  physicians.  The 
proposals  are  a Band-aid  approach 
to  controlling  health-care  costs 
while  the  task  force  headed  by  First 
Lady  Hillary  Rodham  Clinton  drafts 
major  reform  proposals  to  be  un- 
veiled in  May,  TMA  officials  say. 

Louis  Goodman,  PhD,  TMA’s  di- 
rector of  medical  economics,  says 
that  while  TMA  supports  the  presi- 
dent’s efforts  to  cut  health-care  costs, 
he  finds  most  of  the  proposed  cuts  to 
the  Medicare  program  disappointing. 

“Unfortunately,  there  are  a lot  of 
cost  issues  in  medicine  that  this  pro- 
gram does  not  address,”  he  says. 

President  Clinton  is  proposing 
$50  billion  in  cuts  from  the  Medi- 
care program  over  a 5-year  period, 
with  $3  billion  earmarked  to  be  cut 
during  the  FY  ’94  budget.  In  addi- 
tion, the  President’s  plan  calls  for 
$8.7  billion  in  Medicaid  cuts  over 
the  same  period,  with  $225  million 
earmarked  for  FY  ’94. 

Most  of  these  are  directed  at 
controlling  physician  fees.  Unfortu- 
nately, says  Kim  Ross,  TMA  direc- 
tor of  public  affairs,  “it’s  hard  to 
punish  the  physician  without  pun- 
ishing the  patient.” 

Mr  Ross  says  the  Medicare  cuts 
will  address  only  one  part  of  the 
problem,  exacerbating  the  problem 
of  cost-shifting  and  overutilization. 
“It,  quite  simply,  fails  to  address  the 
underlying  forces  that  are  driving 
the  cost  spirals  in  the  medical  care 
delivery  system,”  Mr  Ross  says. 


Ken  Ortolon,  associate  editor,  writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


Plan  delays  RBRVS  updates 

Major  proposed  cuts  in  Part  B 
Medicare  include: 

• Cap  the  Part  B premium  at  the 
1995  percentage  of  program  costs 
with  a premium  limit  of  between 
27%  and  27.5%  of  Medicare  pro- 
gram costs  in  1996  and  1997. 

• Reduce  Medicare  payments  for 
clinical  laboratory  services  with  no 
updates  to  payments  through  1998. 

• Update  the  Resource 
Based  Relative  Value 
$cale  physician  fee 
schedule  for  1994  only 
for  primary  care  services, 
while  reducing  updates 
for  all  other  physician 
services  by  2%. 

• Reduce  practice  expense 
relative  value  units  in 
1994,  1995,  and  1996  to 
phase  in  a resource- 
based  system  for  practice 
expenses  under  the  fee 
schedule  now  set  to  be- 
gin in  1997. 

• Reduce  the  physician 
Medicare  volume  performance 
standards,  the  amount  that  the 
default  formula  will  allow,  and 
the  formula  for  the  default  up- 
date. 

• Bundle  Medicare  payment  for  ra- 
diology, anesthesia,  and  pathology 
services  into  a fixed  payment  per 
discharge.  Payment  would  be 
made  to  a hospital  or  to  its  medi- 
cal staff,  which  then  would  make 
payments  to  individual  physicians. 

• Pay  the  same  amount  for  a surgi- 
cal procedure  regardless  of 
whether  the  primary  surgeon 
used  an  assistant  at  surgery,  re- 
ducing the  payment  for  the  pri- 
mary surgeon  by  the  amount  of 
any  separate  payment  for  an  as- 
sistant at  surgery. 


Extend  the  current  Medicare  ban 
on  physician  ownership  and  self- 
referral for  clinical  laboratory  ser- 
vices to  occupational  therapy,  ra- 
diology and  other  diagnostics, 
radiation  therapy,  durable  medical 
equipment,  and  parenteral/enteral 
nutrition  equipment  and  supplies. 
Reduce  administrative  costs  by 
charging  $1  per  paper  claim  be- 
ginning in  1996  to  encourage 
electronic  billing. 

Other  proposals  would 
reduce  payments  for  durable 
medical  equipment,  extend  a 
program  through  1998  to 
identify  claims  for  which 
Medicare  made  a primary 
payment  when  it  should 
have  been  the  secondary 
payer,  and  continue  to  re- 
quire secondary  payments 
for  disabled  beneficiaries 
covered  through  employer- 
provided  health  insurance. 

Hassles  not  addressed 

“There  is  no  significant  at- 
tempt to  cut  the  hassles  and  red  tape 
involved  in  dealing  with  the  Medi- 
care program,”  Dr  Goodman  says. 
“Our  surveys  show  that  TMA  mem- 
bers list  dealing  with  Medicare  regu- 
lations as  the  No.  1 hassle  they  face 
in  their  practices.  But  these  propos- 
als add  to  the  paperwork,  rather 
than  provide  relief.” 

He  says  the  program  also  will  cut 
access  to  care  for  many  Americans. 

“Cuts  in  the  reimbursement  lev- 
els for  specialists  will  force  these 
physicians  to  limit  the  number  of 
Medicare  patients  they  can  see,”  Dr 
Goodman  says.  “Many  specialties 
already  have  seen  deep  reductions  in 
their  Medicare  fees,  and  further  cuts 
are  not  justified  at  this  time.” 

He  also  says  that  much  of  Presi- 


“THESE 

PROPOSALS 

ADD  TO  THE 
PAPERWORK, 
RATHER 

THAN 

PROVIDE 
RELIEF.  ” 
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dent  Clinton’s  proposal  goes  against 
the  agreement  to  implement  the 
RBRVS  fee  schedule,  hammered  out 
2 years  ago  by  organized  medicine 
and  the  Department  of  Health  and 
Human  Services. 

“It  also  fails  to  address  the  issue 
of  liability  reform,  one  of  the  major 
problems  contributing  to  inflated 
medical  costs,”  Dr  Goodman  says. 
“The  program  assumes  that  the 
quality  of  care  is  there.  However, 
there  is  no  mention  of  using  physi- 
cian-developed practice  parameters 
to  guarantee  that.” 

Mr  Ross  says  cutting  physician 
fees  essentially  forces  doctors  to 
make  health-care  rationing  decisions 
that  politicians  do  not  want  to 
make.  Physicians  either  will  have  to 
shift  costs  to  private-pay  patients  or 
reduce  their  Medicare  practices. 

“The  felony  is  compounded  in 
rural  and  underserved  areas  where 
there  are  high  Medicare  and  Medi- 
caid populations,”  he  says.  “When 
you’re  losing  $30  or  $40  per  patient 
or  hundreds  of  dollars  per  proce- 
dure, you  can’t  make  up  the  differ- 
ence in  volume.” 

Overall,  Dr  Goodman  says,  it 
may  be  too  early  to  evaluate  the 
Clinton  plan  based  on  just  its 
planned  Medicare  cuts. 

“It  may  be  premature  to  make 
too  many  judgments  about  what 
this  means  until  we  see  the  report 
of  the  Hillary  Clinton  task  force,” 
he  says.  “We’ll  know  more  when 
we  can  see  the  ‘big  picture’  of  what 
they  are  planning.” 

President  Clinton  supported  the 
managed  competition  proposals  for 
health  system  reform  during  last 
year’s  campaign  and  it  is  expected 
that  managed  competition  will  be  the 
model  for  reform  proposed  by  Mrs 
Clinton’s  task  force.  However,  the  ad- 
ministration is  sending  up  trial  bal- 


loons on  other  issues,  as  well.  Already 
the  Clintons  have  harshly  criticized 
drug  company  profits  and  suggested 
that  taxes  on  alcohol  and  tobacco 
products  could  be  increased  to  fund 
universal  care.  A proposal  to  tax  em- 
ployee health  benefits  hastily  was  dis- 
carded after  it  met  considerable  public 
and  congressional  opposition. 

Study  recommends  reform  parameters 

Mr  Ross  says  a good  “consensus” 
approach  to  health-care  reform  is 
contained  in  a “Memorandum  to  the 
President-Elect”  published  in  the 
Journal  of  the  American  Medical  As- 
sociation in  November  1992.  That 
memorandum  came  out  of  the 
RAND  Summer  Institute,  Reforming 
the  US  Health  Care  System,  which 
was  held  in  July  1992  and  proposes 
10  basic  parameters  for  health  sys- 
tem reform. 

Those  parameters  call  for  univer- 
sal insurance  coverage  at  some 
defined  minimum  level,  vigorous  ac- 
tion to  contain  cost  on  multiple 
fronts  by  creating  strong  economic 
incentives  for  efficiency,  steps  to 
build  on  the  existing  employer-based 
insurance  system,  reform  initiatives 
at  the  state  level,  and  limits  on  the 
portion  of  insurance  premiums  ex- 
empt from  personal  income  taxes. 

Other  proposals  include  enact- 
ment of  a payroll  tax  or  other  as- 
sessment on  employers/employees 
in  workplaces  that  do  not  provide 
health  insurance,  creation  of  re- 
gional purchasing  cooperatives, 
analysis  of  health  status  data  and 
evaluation  of  outcomes  and  appro- 
priateness of  care,  creation  of  insti- 
tutions to  set  standards  of  care  that 
will  reduce  waste  and  inefficiency, 
and  mechanisms  for  setting  expen- 
diture targets  for  both  public  and 
private  health  spending. 


San  Antonio  physician 
named  to  Clinton 
health  panel 

Texas  Medical  Association 
now  has  a voice  on  the  Clinton 
administration  task  force, 
which  is  expected  to  recommend 
sweeping  health-care  reforms  de- 
signed to  ensure  access  to  care  for 
all  Americans. 

Ciro  Sumaya,  MD,  of  San  Anto- 
nio, was  named  to  the  Task  Force 
on  National  Health  Care  Reform  in 
February.  The  panel,  chaired  by 
First  Fady  Hillary  Rodham  Clinton, 
is  expected  to  issue  recommenda- 
tions for  federal  health-care  reform 
by  May  1 . 

Dr  Sumaya  is  associate  dean  for 
continuing  medical  education  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio.  He  also  is 
medical  dean  for  children’s  pediatrics 
and  coordinates  the  Area  Health  Ed- 
ucation Council  for  South  Texas. 

“Dr  Sumaya  will  bring  credibility 
and  confidence  to  the  [reform  | pro- 
cess,” says  John  P.  Howe  III,  MD, 
president  of  the  UT  Health  Science 
Center  at  San  Antonio. 

Dr  Sumaya  is  an  expert  in  child- 
hood infectious  diseases  and  has 
spent  several  years  heading  initia- 
tives to  improve  health  conditions 
throughout  South  Texas  and  the  Rio 
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Grande  Valley.  He  currently  serves 
as  director  of  the  federal  Area 
Health  Education  Center  for  the  Rio 
Grande  Valley  and  South  Texas  and 
the  state-funded  South  Texas  Health 
Research  Center. 

Dr  Howe  says  Dr  Sumaya  came 
to  the  attention  of  President  Clinton 
when  the  administration  was  search- 
ing for  potential  appointees  to 
health  and  human  services  positions. 
Dr  Sumaya  is  highly  regarded  for  his 
expertise  on  Epstein-Barr  syndrome 
and  his  research  activities,  as  well  as 
his  efforts  to  increase  access  to 
health  care  in  South  Texas,  Dr 
Howe  says. 

“He  brings  a wealth  of  experi- 
ence to  Washington,”  Dr  Howe 
adds.  “He  is  tremendously  effective 
in  working  through  difficult  tasks 
and  building  consensus.” 

A Brownsville  native,  Dr  Sumaya 
also  is  a member  of  the  Health  Task 
Force  for  the  North  American  Free 
Trade  Agreement  and  the  Surgeon 
General’s  National  Hispanic  Health 
Initiative. 

Dr  Sumaya,  42,  received  his  medi- 
cal degree  from  The  University  of 
Texas  Medical  Branch  in  Galveston 
and  trained  in  Philadelphia  and  at  Tu- 
lane  University  School  of  Medicine. 
He  has  been  a member  of  the  Bexar 
County  Medical  Society  and  TMA 
since  1986.  Dr  Sumaya  serves  as  a 
consultant  to  TMA’s  committees  on 
continuing  education  and  rural 
health.  He  also  is  a member  of  the 
Texas  Medicine  editorial  committee. 

Dr  Sumaya  was  in  Washington, 
DC,  immediately  following  his  ap- 
pointment and  could  not  be 
reached  for  comment.  However,  in 
a written  statement,  Dr  Sumaya 
said  his  first  reaction  was  “great 
excitement  followed  by  the  awe- 
some awareness  of  the  responsibili- 
ty” facing  the  task  force. 


The  task  force’s  recommenda- 
tions definitely  will  shape  health- 
care debate  in  1993.  Action  on  re- 
form proposals  is  virtually  at  a 
standstill  while  Congress  awaits  the 
panel’s  report. 

Mrs  Clinton  already  has 
launched  a series  of  town  hall  meet- 
ings on  health  care.  At  her  first  stop 
in  Pennsylvania  in  mid-February,  she 
called  for  affordable  and  accessible 
health  care.  She  also  spoke  of  a need 
for  “personal  responsibility  and 
lifestyle  changes.” 

Also,  the  Clinton  administration 
has  begun  talking  about  increasing 
taxes  on  alcohol  and  tobacco  prod- 
ucts to  pay  for  whatever  health-care 
reforms  are  recommended  by  the 
task  force. 

Congressional  support 
high  for  GPCI  reforms 

TMA  physician  leaders 
returned  from  Washington, 
DC,  in  early  February  opti- 
mistic that  legislation  to  correct 
problems  with  Medicare’s  geograph- 
ic practice  cost  indices  will  pass 
Congress  this  year. 


That  optimism,  however,  was 
tempered  by  President  Clinton’s  pro- 
posals to  cut  some  $50  billion  in 
Medicare  spending  immediately. 

“There  was  optimism  in  the 
Texas  congressional  delegation  that 
Congress  would  act  this  year,”  says 
Fred  F.  Castrow  II,  MD,  Houston, 
chairman  of  the  TMA  Council  on 
Fegislation.  Dr  Castrow,  along  with 
TMA  President  William  G.  Gamel, 
MD,  Austin,  led  a delegation  of 
TMA  physician  members  and  staff 
who  visited  with  more  than  20 
Texas  congressmen  between  Febru- 
ary 1-4. 

“We  didn’t  find  any  opposition 
|to  the  Medicare  reforms],”  Dr 
Gamel  adds. 

Other  physicians  included  in  the 
TMA  delegation  were  Joe  H.  Cun- 
ningham, MD,  Jacksonville;  Fouis 
E.  Gibson,  MD,  Corsicana;  Wm. 
Gordon  McGee,  MD,  El  Paso;  Steve 
Faehnle,  MD,  and  William  W.  Voel- 
ter,  MD,  both  of  Abilene;  and  Byron 
Howard,  MD,  Dallas. 

The  group  asked  Texas  lawmakers 
for  their  support  in  passing  a package 
that  includes  correction  of  the  GPCIs, 
elimination  of  Medicare  fee  reduc- 
tions for  new  physicians,  and  restora- 
tion of  payments 
for  interpreta- 
tion of  EKGs. 
Congress  passed 
all  three  provi- 
sions in  1992  as 
part  of  a larger 


Steve  Faehnle,  MD, 
(left)  and  TMA 
Legislative  Affairs 
Director  Alfred 
Gilchrist  (right) 
brief  US  Rep  Jack 
Fields  (R-Humble) 
on  proposed  Medi- 
care payment  re- 
forms. 
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revenue  measure,  but  that  bill  was  ve- 
toed by  President  Bush  for  reasons 
unrelated  to  Medicare. 

For  every  1%  increase  in  the 
GPCI,  Texas  physicians  and  their  pa- 
tients receive  an  additional  $15  mil- 
lion. Since  the  data  are  flawed,  Texas 
is  receiving  at  least  $90  million  fewer 
Medicare  dollars  each  year. 

Legislation  already  has  been  filed 
in  both  the  House  and  Senate  to  car- 
ry out  some  or  all  of  the  Medicare 
changes.  S 242  by  US  Sen  David 
Pryor  (D-Ark)  would  refine  the  geo- 


graphic practice 
cost  indices,  which 
are  used  to  deter- 
mine Medicare 
physician  pay- 
ments. The  bill  re- 
quires the  Depart- 
ment of  Health 
and  Human  Ser- 
vices to  consult  with  physician  rep- 
resentatives in  revising  the  geograph- 
ic adjustment  factors  and  to  base 
GPCIs  on  more  recently  available 
data.  S 31  by  US  Sen  John  McCain 
(R-Ariz)  would  repeal  the  reduction 
in  Medicare  payments  for  new 
physicians,  while  S 176  by  Senate 
Minority  Leader  Bob  Dole  (R-Kan) 
and  16  cosponsors,  would  both  re- 
peal the  new  physician  reduction 
and  restore  payments  for  EKG  inter- 
pretations. In  the  House,  HR  21  by 
Rep  Dan  Rostenkowski  (D-Ill)  also 


US  Rep  Bill  Archer  (R- 
H oust  on)  (left)  explains 
his  position  on  the 
GPCI  bill  and  other  is- 
sues to  TMA  Council 
on  Legislation  Chair- 
man Fred  Castrow, 

MD. 


TMA  Public  Affairs  Director  Kim  Ross  and  President  William  G.  Gamel,  MD,  meet  for  the  first 
time  with  newly  appointed  US  Sen  Bob  Krueger  (D-Tex). 


would  address  the  new  physician 
and  EKG  problems. 

TMA  has  complained  that  the 
Health  Care  Financing  Administra- 
tion used  outdated  and  inaccurate 
data  in  determining  geographic  vari- 
ations in  practice  costs  when  setting 
the  GPCIs  for  Texas  physicians.  The 
proposed  legislation  would  require 
HCFA  to  use  current  data  for  cost 
factors,  such  as  office  rent. 

While  the  threat  of  a Bush  veto 
no  longer  looms  over  the  Medicare 
changes,  there  was  concern  over 
President  Clinton’s  proposed  Medi- 
care cuts  and  how  his  health-care  re- 
form agenda  could  affect  physicians 
and  patients  in  Texas. 

Dr  Gamel  says  health-care  de- 
bate, including  that  on  the  Medicare 
changes,  virtually  is  on  hold  until 
the  task  force  headed  by  Hillary 
Rodham  Clinton  presents  its  report 
to  the  president  in  May. 

“Everything  is  going  to  wait  until 
that  shakes  out,”  Dr  Gamel  says. 

The  TMA  delegation  also  sought 
congressional  support  for  creation 
of  a US  Border  Health  Authority 
and  a Ufi-Mexico  Border  Health 
Commission.  Legislation  has  been 
drafted  to  create  those  entities  and  is 
being  pushed  by  TMA,  the  state 
medical  societies  in  Arizona,  Cali- 
fornia, and  New  Mexico,  and  the 
American  Medical  Association. 

The  border  health  entities  would 
be  established  to  facilitate  the  imple- 
mentation of  public  health  and  pre- 
vention programs  within  existing 
structures,  act  as  catalysts  for  pri- 
vate sector  development,  and  en- 
hance cooperative  efforts  among  ex- 
isting local,  state,  national  and 
international  agencies.  The  LIS  Bor- 
der Health  Authority  would  imple- 
ment projects  on  the  United  States 
side  of  the  border,  while  the  bina- 
tional commission  would  deal  with 
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problems  affecting  both  the  United 
States  and  Mexico. 

Other  issues  addressed  during  the 
meetings  include  the  proposed  Man- 
aged Competition  Act,  medical  lia- 
bility reform,  government  intrusion 
into  physicians’  practices,  and  in- 
spection of  physicians’  offices  by  the 
Occupational  Safety  and  Health  Ad- 
ministration. 

TMA  letter  backs  services 
for  the  disabled 

Texas  Medical  Association 
formally  has  thrown  its  sup- 
port behind  efforts  to  preserve 
state  funding  for  home  attendant 
care  for  the  disabled. 

In  a February  12  letter  to  Gov 
Ann  Richards,  TMA  President 
William  G.  Gamel,  MD,  of  Austin, 
and  Council  on  Legislation  Chair- 
man Fred  F.  Castrow  II,  MD,  of 
Houston,  said  the  association  sup- 
ports American  Disabled  for  Atten- 
dant Services  Today  of  Texas 
(ADAPT)  in  its  efforts  to  change 
the  current  long-term  care  support 
system. 

More  than  20  ADAPT  members 
staged  a rally  in  the  TMA  building 
in  late  January,  shortly  after  the  Leg- 
islative Budget  Board  announced 
proposals  to  cut  some  $1.5  billion 
from  health  and  human  services  pro- 
grams. ADAPT  representatives  ar- 
gue that  the  funding  cuts  could  force 
many  of  their  members  into  institu- 
tions even  though  they  could  live  at 
home  with  attendant  care. 

At  the  rally,  TMA  Executive  Vice 
President  Robert  G.  Mickey  and  staff 
from  the  TMA  Division  of  Public  Af- 
fairs  promised  to  work  with  the 
group  to  obtain  funding  for  atten- 
dant services.  ADAPT  representatives 
later  met  with  public  affairs  staff  and 


the  Council  on  Legislation  to  work 
out  the  language  of  the  letter. 

“TMA  recognizes  that  disabled 
people  seek  the  highest  level  of  inde- 
pendence possible  and,  in  particular, 
prefer  living  independently  in  the 
community  environment,”  the  letter 
states.  “Currently,  the  goal  of  inde- 
pendent living  is  greatly  restricted  by 
the  lack  of  good  alternatives  in 
treatment  and  care  in  the  communi- 
ty setting.” 

Dr  Gamel  and  Dr  Castrow  called 
on  lawmakers  to  make  home  or 
community  care  the  first  option  in 
designing  any  long-term  care  system 
for  the  disabled.  TMA  also  endorsed 
changes  in  Medicaid  and  Medicare 
funding  and  regulations  to  improve 
accessibility  of  home  health  services. 

Since  TMA’s  meetings  with 
ADAPT,  state  Comptroller  John 
Sharp  has  proposed  nearly  $4.5  bil- 
lion in  cost  savings  that  could  spare 
health  and  human  services  from 
deep  spending  cuts.  Many  of  those 
recommendations  have  been  incor- 
porated into  the  budget  proposal  al- 
ready approved  by  the  Senate. 

COMMENTARY 

The  malpractice  problem: 
local  action  can  solve  it 

By  Bernard  K.  Weiner,  MD 

San  Antonio 


WELL,  IT’S  EINALLY  HAPPENED. 

You  received  a certified  let- 
ter that  one  of  your  patients 
is  suing  you  for  malpractice. 

Immediately,  you  are  shook  up, 
tense,  and  nervous.  You  review  the 
patient’s  chart  but  don’t  see  any  evi- 
dence of  malpractice.  You  go 
through  depositions  and  testimony 
and,  finally,  your  day  in  court  ar- 
rives. You  have  been  looking  for- 
ward to  this  day  with  certainty  that 


you  are  going  to  get  a fair  and  equi- 
table hearing. 

Right?  Don’t  count  on  it. 

It  has  become  painfully  obvious 
that  many  malpractice  suits  are 
lost  not  on  the  merits  of  the  case, 
but  because  too  many  judges  are 
inappropriately  influenced  by 
plaintiffs’  attorneys. 

When  I first  became  aware  of  this 
situation,  I went  to  the  Texas  Medi- 
cal Association  Political  Action 
Committee  (TEXPAC)  and  found 
that  while  they  do  excellent  work, 
they  focus  on  the  appellate  level  and 
the  legislators.  They  are  not  heavily 
involved  in  local  district  races. 

Because  of  this,  we  decided  to 
form  a political  action  committee  at 
the  county  level,  separately  char- 
tered from  the  county  medical  soci- 
ety. After  receiving  the  county  soci- 
ety’s blessing,  we  formed  Bexar  Pac 
and  asked  the  physicians  of  Bexar 
County  for  $150  each.  The  response 
has  been  excellent. 

With  this  treasury,  we  entered  the 
political  arena.  We  scrutinized  virtu- 
ally every  judicial  candidate  on  the 
basis  of  competency  and  impartiality 
and  chose  whom  to  back  and  whom 
to  oppose  on  those  merits. 

As  a nonpartisan  organization, 
we  supported  one  Democratic  and 
two  Republican  candidates.  We  sent 
all  physicians  in  the  San  Antonio 
area  (not  just  county  medical  society 
members)  posters  and  cards  to  hand 
out  to  patients  recommending  the 
judges  we  supported.  We  placed  ar- 
ticles in  the  society’s  newsletter  and 
in  the  newspapers. 

News  of  our  birth  flashed 
through  the  courthouse.  Two  of  the 
three  judges  we  supported  won,  one 
by  4,500  votes.  There  was  no  ques- 
tion that  we  had  made  a difference: 
judges  were  beginning  to  pay  atten- 
tion to  physicians.  We  heard  from 
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physicians  rhat  judges  who  had  a 
reputation  for  being  pro-plaintiff 
were  now  issuing  rulings  that  were 
less  one-sided. 

While  we  have  made  a tremen- 
dous difference,  we  plan  to  make  an 
even  larger  one  in  the  future.  We 
want  to  assure  that  only  fair-minded 
and  totally  impartial  judges  serve  in 
this  county.  Judges  who  are  egre- 
gious in  their  behavior  will  feel  the 
heat  of  another  candidate  running 
for  their  position. 

What  we  are  doing  in  Bexar 
County  can  and  should  be  done  in 
every  county  in  Texas.  It  was  not 
hard  to  start  Bexar  Pac  and  we  have 
made  quite  a difference.  We  must  re- 
member that  malpractice  cases  are 
decided  at  the  district  level  and  that 
91%  of  the  decisions  rendered  at 
this  level  are  final  — only  9%  are  re- 
versed on  appeal. 

We  physicians  are  in  this  mal- 
practice problem  together,  and  to- 
gether we  can  help  solve  it.  Think 
about  it.  Form  your  own  political 
action  committee  and  go  get  ’em!  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as 
“ legislative  advertising , ” according  to  Tex  Govt  Code  Ann 
§305.027.  That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine:  Robert  G. 
Mickey,  Executive  Vice  President,  TMA,  401  W 1 5th  St, 
Austin,  TX  78701. 


Lexus  of  Austin  making  house  calls? 
Yes,  and  to  your  front  door.  Wherever 
you  are.  It’s  as  easy  as  picking  up  your 
phone  and  calling.  Our  professional 
sales  staff  will  handle  everything  over 
the  phone.  Well  give  you  the  best  pos- 
sible price  on  your  trade-in  and  the  best 
price  on  your  new  Lexus.  Then,  just  sit 


back  and  well  deliver  your  new  Lexus 
to  your  front  door.  So  call  Lexus  of 
Austin  now.  1-800-79LEXUS. 
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The  Physician  Oncology 
Education  Program 


International  Trust  & 
Executive  Banking 
Services 


Ectc  is  an  experienced,  conservatively 
managed  Bank  & Trust  Company  located 
in  the  Bahamas  and  dedicated  to  the  preser- 
vation and  appreciation  of  the  professional 
client’s  wealth. 

For  a confidential  informative  packet  by 
mail  please  write  or  contact  by  facsimile 
(809)325-1926. 

Managing  Director, 

Professional  Asset  Management  Group, 

Euro  Canadian  Trust  Company 
Euro  Canadian  Centre 
P.O.  Box  N-3742 
Nassau,  Bahamas 


The  Texas  Medical  Association's 
Physician  Oncology  Education 
Program  is  designed  to  enhance 
the  role  of  primary-care  physicians 
in  communicatiing  cancer 
prevention,  screening  and  early 
detection.  The  P.O.E.P.  is  funded 
by  the  Texas  Cancer  Council,  all 
materials  and  services  are  FREE 
OF  CHARGE  to  Texas 
physicians. 

•+-  Speakers  Bureau 

Provides  speakers  on  cancer 
education. 

Funding 

Provides  funding  for  cancer 
education  programs. 

Provides  funding  for 
physician  scholarships. 

•+-  Resources 

Cancer  education  modules: 
breast,  cervical,  colorectal, 
head  & neck,  lung,  prostate 
and  skin  cancers. 

Core  Curriculm  Objectives 

Smoking  Cessation 
Counseling 

Core  Cancer  Library 

Kids 'N  Docs  Talk 

Breast  and  cervical  screening 
pocket  guide 

Smoking  cessation  pocket 
guide 

For  an  order  form  or  information: 

P.O.E.P. 

401  W.  15th  Street 
Austin,  TX  78701-1680 
M 800*880*1 300  Ext.  1672 


Physician  Oncology 


Education  Program 


Turn  of  the  century 
trephineforcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Dallas  Houston 

Bruce  Crim,  Keith  H.  Prince,  L.  Wayne  Kirk,  Rick  D.  Bolin, 

Charles  F.  Curtice,  Daniel  S.  Marley,  John  Bedingfield 

Steve  Baggett  (713)  465-4445 

(214)  821-4640 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)  490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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Health  commissioner 
praises  TMA  for  stance 
on  public  health  issues 

ONE  WORD  HAS  BEEN  MUSIC 
to  the  ears  of  the  state’s  lead- 
ing health  official  during  his 
first  year  on  the  job:  prevention. 

“The  one  thing  that  has  really 
pleased  me  is  the  number  of  times 
each  day  I hear  the  word  preven- 
tion,” says  David  R.  Smith,  MD, 
Texas  Commissioner  of  Health.  “I 
hear  it  from  legislators,  the  business 
community,  and  the  Texas  Medical 
Association  leadership.” 

Dr  Smith,  who  was  selected  to  take 
the  reins  of  the  Texas  Department  of 
Health  (TDH)  in  February  1992,  prais- 
es the  direction  TMA  has  taken  on 
preventive  health  care  in  Texas. 

“I  work  with  a lot  of  medical  asso- 
ciations and  national  committees 
across  the  country  and  I believe  TMA 
has  one  of  the  most  aggressive  stances 
on  public  health  issues,”  he  says. 

With  issues  relating  to  immuniza- 
tion, birth  defects,  tobacco,  school 
health,  nursing  homes,  and  adoles- 
cent sexuality,  along  with  the  ever- 
present search  for  more  state  funds, 
Dr  Smith  admits  there  have  been 
some  sleepless  nights  in  the  last  year 
and  adds  there  will  be  more  in  the 
future.  However,  he  is  pleased  with 
the  cooperative  effort  displayed  be- 
tween TDH  and  TMA,  along  with 
organizations  from  the  public  and 
private  sector. 

“The  department  has  learned  to 
listen  and  develop  effective  coali- 
tions especially  in  the  area  of  prob- 
lem-solving,” says  Dr  Smith. 

Two  health  issues  addressed 
through  the  creation  of  coalitions  were 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
Health  section  of  Texas  Medicine. 


The  health  commissioner’s  views 

A MAGNITUDE  OF  public  health  ISSUES  have  crossed  the  desk 
and  mind  of  David  R.  Smith,  MD,  during  his  first  year  on  the  job. 
Here  are  his  views  on  some  of  the  issues: 

School-based  health  clinics:  “We’ve  had  our  bumps  and  bruises.  There  is  a mis- 
understanding of  what  we  are  trying  to  do.  Communities  are  not  going  to  be 
dictated  to  about  what  they  have  to  do.  There  seems  to  be  a large  faction  out 
there  who  believes  we  are  going  to  offer  abortions  on  school  campuses. 
That’s  poppycock.  We  do  want  to  have  money  available  so  districts  can  have 
comprehensive  school  health  systems.  In  many  cases  a rural  community  prac- 
titioner could  augment  his  salary  by  working  with  the  district.  T his  might 
provide  incentive  for  him  or  her  to  stay  in  town.  Each  community  is  unique 
and  that’s  what  we  want  to  recognize.” 

Immunization:  “Once  again  my  blunt  challenge  to  the  state  and  country  is  if 
we  can’t  fix  measles,  there’s  not  much  we  can  do.  We  will  not  have  cost  con- 
tainment if  we  do  not  deal  with  prevention.  We  have  to  get  the  private  sector 
involved  and  create  enough  incentive  for  this  to  happen.  The  same  old  thing 
can’t  be  done  because  it  isn’t  working.” 

Tobacco:  “The  minor’s  access  to  tobacco  is  something  we  have  to  tackle.  Kids 
can  freely  buy  tobacco  products.  It  is  a crime  in  every  sense  of  the  word.  The 
department  recently  conducted  a study  that  involved  sending  children  out 
across  Austin  to  determine  if  they  could  buy  tobacco  products,  and  61%  suc- 
cessfully made  purchases.  I have  talked  freely  about  a tobacco  excise  tax.  We 
know  that  adolescent  utilization  would  drop  dramatically  if  we  imposed  the 
tax.  It  would  also  be  a source  of  revenue  to  pay  for  the  consequences  of  to- 
bacco, which  kills  24,000  Texans  each  year.” 

Trauma  care:  “Texas  Medical  Association  and  Texas  Hospital  Association 
have  been  big  drivers  in  trying  to  push  the  trauma  care  issue.  Although  it  is 
coming  about  slowly,  we  are  pleased  with  the  progress.” 

Nursing  homes:  “The  role  of  medical  directors  for  long-term  care  facilities  is 
being  addressed.  There  is  the  reimbursement  issue  that  can’t  be  ignored. 
Defining  the  role  and  responsibility  of  medical  directors  ties  them  clearly  to 
the  issue  of  quality.  There  is  a motivated  group  of  practitioners  who  are  in- 
terested not  only  from  the  elderly’s  point  of  view,  but  also  the  pediatric  side.  I 
don’t  want  to  forget  the  unique  needs  of  the  kids  who  are  in  these  facilities.” 

Medicaid:  “We  are  anxiously  awaiting  the  transition  of  Medicaid  to  the 
health  department.  This  will  give  us  the  opportunity  to  reinforce  the  mes- 
sage of  prevention.” 

Texas  Department  of  Health:  “Not  every  day  has  been  wonderful.  But  overall  there 
haven’t  been  a lot  of  surprises.  Certainly  some  disappointments,  but  I have  a lot 
of  support  from  friends  and  associations.  I think  that  is  what  it  takes  to  get  the 
job  done.  The  department  is  learning  we  can’t  do  our  job  in  isolation.” 
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Discussing  sexuality  issues  with  patients 

The  following  guidelines  were  developed  by  the  TMA  Adoles- 
cent Task  Force  for  physicians  to  consider  when  discussing  issues  of 
sexuality  with  adolescent  patients. 

• Sex  education:  Practitioners  should  help  to  prepare  parents  to  be  effective 
sexuality  educators  for  their  children,  encouraging  them  to  communicate 
factual  knowledge,  family  values,  and  behavioral  expectations  throughout 
childhood  and  especially  during  the  critical  transition  years  into  early  ado- 
lescence. 

• Confidentiality  and  consent:  Care-givers  should  be  familiar  with  their  own  state 
laws,  but  in  general  the  adolescent’s  right  to  contraception,  assessment,  and 
treatment  for  sexually  related  issues  has  been  upheld  consistently  in  court  ei- 
ther through  specific  statues  or  the  “mature  minor”  doctrine. 

• Contraceptive  choices  for  sexually  active  teens:  No  ideal  contraceptive  method 
is  100%  effective  in  preventing  both  pregnancy  and  infection.  No  method 
is  free  of  any  side-effects,  inexpensive,  and  unencumbered  by  forethought 
or  planning.  However,  many  methods  are  suitable  for  use  by  teenagers. 

• Medical/lifestyle  history:  Practitioners  must  be  able  to  identify  adolescents 
who  are  at  risk  for  sexually  transmitted  diseases  and  unplanned  pregnan- 
cies. A thorough  history  including  questions  concerning  sexual  behavior  is 
critical  to  this  identification. 

• Sexual  decision-making  with  implications  for  self-esteem:  As  teenagers  become 
interested  in  relationships,  they  need  an  opportunity  to  discuss  sexual 
pressures,  values,  expectations,  options,  and  consequences. 

• Sexual  responsibility:  Without  being  morally  judgmental,  the  practitioner 
can  help  adolescents  identify  their  own  goals  for  safe  and  responsible  sex- 
ual behavior. 

• Standards  of  practice:  All  primary  care  physicians  should  provide  counseling 
and  treatment  of  adolescent  patients  with  respect  to  sexual  development, 
sexually  transmitted  disease,  birth  control,  and  pregnancy. 


anencephalic  births  in  the  Rio  Grande 
Valley  and  folic  acid  supplementation 
for  childbearing  age  women. 

“The  Valley  was  thrown  into  a 
tragic  situation  with  the  increase  of 
anencephalic  births,”  he  says.  “We 
worked  with  a host  of  folks  — 
TMA,  Texas  Hospital  Association, 
drug  manufacturers,  and  local  com- 
munities — to  get  our  message  out 
about  this  situation.” 

The  same  scenario  holds  true  for 
communicating  about  the  use  of 
folic  acid  as  a preventive  against 
birth  defects.  “This  provided  us  the 
opportunity  to  address  a problem  by 
bringing  together  a lot  of  folks  who 
normally  don’t  play  together.  [That 
coalition]  is  staying  in  place  and 
working,”  he  says. 

With  the  state  legislature  in  ses- 
sion, Dr  Smith  says  one  of  the  biggest 
challenges  right  now  is  the  budget. 
“It’s  a struggle  j ust  to  get  funding  for 
our  existing  programs.  TDH  is  one 
of  the  few  agencies  that  is  responsible 
for  all  Texans.  Here’s  a department 
that  is  charged  with  the  health  of 
more  than  17  million  Texans  and 
we’re  spending  only  $7  per  individu- 
al for  their  public  health.  That 
doesn’t  make  a lot  of  sense.” 

‘I  say  condom,  you  say 
rubber’:  communicating 
sexual  topics  to 
adolescent  patients 

PHYSICIANS  SHOULD  NOT 
assume  their  adolescent  female 
patients  understand  the 
medical  language  used  during  dis- 
cussions on  sexuality  and  reproduc- 
tion, according  to  a University  of 
California  at  San  Francisco  study. 

Findings  from  the  survey  ( Clini- 
cal Pediatrics , October  1992,  pp 
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590-595)  revealed  that  physicians 
should  not  assume  their  patients 
know  or  understand  medical  termi- 
nology and  should  use  simple,  and  if 
necessary,  explicit  vocabulary. 

The  study  involved  160  minority 
females  between  the  ages  of  13  and 
18  who  were  treated  at  an  inner-city 
hospital.  The  two-part,  self-adminis- 
tered questionnaire  focused  on 
definitions  of  common  medical  and 
reproductive  health  terms  and  unla- 
beled anatomic  drawings  of  male 
and  female  genitourinary  systems. 
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Although  the  reproductive  and 
health  concerns  of  female  patients 
should  be  discussed,  caution  should  be 
taken  when  using  explicit  vocabulary. 

“I  feel  strongly  that  you  don’t 
stoop  to  a different  level,”  says  Peter 
K.  Norton,  MD,  Abilene,  a member 
of  the  Texas  Medical  Association 
Adolescent  Health  Task  Force. 
“When  a teacher  is  teaching,  he  or  she 
doesn’t  speak  in  the  child’s  language. 
It’s  the  same  with  educating  patients. 
We  teach  them  what  the  correct  terms 
are  in  medical  language.” 
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The  survey  revealed  that  “many 
common  terms  (confidential,  sexually 
active,  sexual  intercourse,  birth  con- 
trol, urine,  and  stool)  may  have  one 
meaning  for  the  clinician  and  an  entire- 
ly different  meaning  for  the  patient.” 

“If  a patient  uses  a word  I would 
normally  not  use,  I will  sometimes  tell 
her  I was  taught  in  medical  school  to 
use  a different  term,”  says  Diana  L. 
Fite,  MD,  who  practices  emergency 
medicine  in  Houston.  This  avoids 
putting  the  patient  down  due  to  lack 
of  knowledge  and  allows  the  line  of 
communication  to  remain  open. 

But  many  physicians  do  have  a 
tendency  to  talk  over  the  heads  of 
their  patients,  says  Dr  Fite.  “Most  of 
the  time  I won’t  use  the  term  ’sexual- 
ly active,’  hut  will  ask  patients  if  they 
are  having  sex  or  intercourse.  1 also 
inquire  if  patients  know  what  I mean 
and  if  they  want  me  to  explain.  Even 
if  they  say  no,  most  of  the  time  I will 
go  ahead  and  give  an  explanation.” 

Drew  W.  Alexander,  MD,  of  Dal- 
las, chooses  his  terminology  based  on 
each  individual  patient.  “I  do  have 
patients  who  tell  me,  ‘Doc,  don’t  use 
that  high  talk,’”  says  Dr  Alexander, 
who  is  a member  of  the  TMA  Ado- 
lescent Health  Task  Force.  “There 
are  teenagers  who  are  not  even  func- 
tioning at  a high  school  graduate  lev- 
el, and  at  that  point  there  is  no  need 
to  use  medical  terms.” 

Other  findings  from  the  study  re- 
vealed: 

• Some  major  areas  of  ignorance 
and/or  misinformation  about  sex- 
ual reproductive  and  health  are 
independent  of  age,  sexual  experi- 
ence, or  sex  education  exposure. 

• Medical  vocabulary  that  is  “com- 
mon” or  “basic”  to  the  health- 
care provider  is  not  likely  to  be 
useful  to  the  adolescent. 

• Birth  control  was  equated  with 
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During  the  last  two  decades 
there  has  been  an  explosive 
growth  of  interest  in  occupa- 
tional and  environmental  exposure 
issues  in  the  United  States. 

The  development  of  federal  agen- 
cies such  as  the  Occupational  Safety 
and  Health  Administration  (OSHA), 
as  well  as  the  Environmental  Protec- 
tion Agency  (EPA),  has  in  part  been 
responsible  for  this  trend.  Clearly, 
an  increased  awareness  of  and  sensi- 
tivity toward  these  issues  on  the  part 
of  the  American  public  has  provided 
political  impetus,  which  has  driven 
legislation  as  well  as  rule-making  by 
these  agencies.  These  political  forces 
have  been  particularly  evident  in  this 
election  year  as  the  environment  has 
occupied  a lead  position  on  the  cam- 
paign agenda.  Furthermore,  the  me- 
dia have  played  a vital  role  in  serv- 
ing as  a forum  for  these  issues, 
regardless  of  whether  or  not  the 
views  presented  have  been  balanced. 

What  has  motivated  this  trend? 
One  could  attribute  these  changes 
solely  to  a cooperative  effort  among 
American  business,  government,  em- 
ployees, and  the  public  in  an  altruistic 
attempt  to  minimize  exposures  and 
preserve  the  environment  for  future 
generations.  Unfortunately,  we  all  rec- 
ognize that  this  is  an  ideal  but  naive 
view  of  the  forces  that  have  guided 
these  changes.  Although  altruism  may 
play  a role,  the  politics  described 
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“the  pill”.  Other  forms  of  birth 
control  were  rarely  known,  ex- 
cept for  condoms. 

• “Sexually  active”  often  was  inter- 
preted to  mean  any  type  of  sexu- 
al physical  interaction,  thought, 
or  feeling  and  was  not  specifically 
related  to  sexual  intercourse. 

It  is  not  surprising  that  physi- 
cians find  themselves  in  an  uncom- 
fortable situation  when  discussing 
sexuality  with  young  patients.  And 
the  language  used  by  teenagers  can 
provide  even  greater  obstacles. 

“I  don't  know  many  physicians 
who  can  use  slang  terms  in  a neutral 
fashion,”  says  Deborah  Brimlow, 
PhD,  assistant  professor  at  The  Uni- 
versity of  Texas  School  of  Public 
Health.  “They  are  either  too  embar- 
rassed or  too  worried  about  offend- 
ing the  patient.” 

The  most  effective  course  to  take  is 
to  keep  it  simple,  says  Dr  Brimlow. 
Questionnaires  with  anatomical 
drawings  are  useful  when  taking  a pa- 
tient’s history.  “Physicians  have  to 
reach  their  own  comfort  level,”  she 
says  when  addressing  sexuality  issues. 
“There  are  different  mechanisms  to 
open  discussions  with  patients.” 

The  lack  of  knowledge  is  not  limit- 
ed to  adolescent  patients.  Even  adult 
patients  have  a high  degree  of  unfa- 
miliarity  with  medical  terminology. 

“It’s  not  just  adolescents,  but 
adults  as  well,”  says  Dr  Brimlow. 
“It’s  everybody.” 
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above  are  driven  largely  by  financial 
considerations,  which  in  turn  are 
linked  to  matters  of  financial  liability. 
This  liability  principally  relates  to  is- 
sues of  health  or  the  environment. 

Businesses  frequently  emphasize 
worker  or  environmental  protection 
to  avoid  fines,  to  preserve  their  im- 
ages, and  to  reduce  their  liability  for 
occupational  and  environmental 
problems.  At  the  same  time,  individu- 
als often  refuse  to  be  held  accountable 
for  these  same  problems  particularly 
in  the  case  of  human  illness  or  injury. 
This  may  be  true  even  if  an  individual 
bears  responsibility  for  the  illness  or 
injury  related  to  their  own  actions  (as 
with  cigarette  smoking).  In  general, 
each  of  these  parties  (business  and  the 
individual)  looks  to  the  other  as  the 
source  of  accountability. 

What  we  must  do  as  a society  in 
an  era  of  scarce  resources  is  to 
weigh  each  issue  carefully  and  re- 
sponsibly and  decide  its  merits  from 
a practical  standpoint  with  an  eye 
toward  the  greatest  collective  benefit 
for  the  most  people.  Furthermore, 
each  of  us  must  realize  that  we  share 
the  accountability  related  to  matters 
of  health  and  environment  and  not 
look  only  to  our  own  financial  and 
political  interests. 

An  illustration  of  this  driving  force 
of  financial  liability  surrounds  radon. 
To  better  understand  this  illustration,  it 
is  important  to  consider  the  environ- 
mental health  implications  of  radon. 
Radon  is  a radioactive  gas  found 
throughout  the  atmosphere  and  formed 
from  the  radioactive  decay  of  radium, 
an  element  found  in  soil  and  rocks.  It  is 
part  of  the  uranium  series  of  isotopes. 
The  first  known  adverse  health  effects 
of  radon  were  observed  many  years 
ago  in  uranium  miners  who  died  at  an 
alarming  rate  from  lung  cancer.  The 
radon  exposure  levels  experienced  by 
these  miners  were  very  high. 
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Radon  gas  enters  houses  by  diffu- 
sion from  the  soil,  through  the  natu- 
ral gas  supply,  and  in  drinking  water. 
Relatively  little  radon  comes  from  ac- 
tual construction  material  in  most 
cases.  The  concentration  of  radon 
that  accumulates  in  any  individual 
house  depends  on  multiple  factors, 
but  is  primarily  related  to 
the  nature  of  the  soil  on 
which  the  house  sits  and 
how  well  the  house  is  ven- 
tilated. Modern,  tightly 
sealed  houses  tend  to  ac- 
cumulate higher  concen- 
trations than  old,  leaky 
ones,  particularly  in  win- 
ter when  windows  are 
closed.  The  amount  of  ex- 
posure to  individuals 
within  a house  depends 
on  their  lifestyle  and  their 
distance  from  the  base- 
ment or  foundation  where 
the  highest  concentrations 
accumulate.  Home  radon 
concentrations  can  be 
measured  by  relatively  in- 
expensive passive  systems 
that  are  available  through 
private  companies  or,  in 
some  areas  of  the  country, 
state  or  local  governments.  The  EPA 
has  published  detailed  guidelines  for 
home  radon  detection.  Elimination  of 
elevated  radon  levels  from  a home  re- 
quires reducing  the  amount  of  radon 
entering  the  house  from  contaminat- 
ed soil  and/or  improving  ventilation 
inside  the  house.  The  action  taken 
must  be  tailored  to  each  individual 
situation  and  requires  expert  advice. 
In  some  instances,  the  installation  of 
ventilation  fans  in  a basement  might 
actually  increase  radon  levels  by  cre- 
ating a high  gradient  for  diffusion 
through  the  basement  floor. 

The  risk  of  lung  cancer  from  in- 
door radon  exposure  in  homes  has 
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been  estimated  from  the  data  in  ura- 
nium miners  and  is  based  on  the  as- 
sumption of  a tight  relationship  be- 
tween cancer  mortality  and  exposure 
level.  Lung  cancers  were  rarely  seen 
in  miners  with  exposure  levels  less 
than  the  current  recommended  stan- 
dard by  the  EPA,  namely,  4pCi/L. 

In  1988,  the  EPA  esti- 
mated that  between  5,000 
and  20,000  of  the  total  of 
125,000  lung  cancer 
deaths  each  year  in  the  US 
were  related  to  indoor 
radon.  This  estimate  has 
been  criticized  as  too  high 
because  it  fails  to  account 
for  the  interaction  be- 
tween radon  and  co-car- 
cinogens such  as  cigarette 
smoke  or  to  allow  for  re- 
pair of  the  bronchial  tis- 
sue after  an  individual  is 
removed  from  a contami- 
nated area.  Furthermore, 
measurements  of  home 
radon  concentrations  tend 
to  be  made  under  worst 
case  conditions. 

In  spite  of  the  esti- 
mates that  between  4% 
and  16%  of  lung  cancers 
in  the  US  may  be  due  to  or  con- 
tributed to  by  this  environmental 
problem,  very  little  has  been  done  in 
the  form  of  legislation  or  regulation 
in  an  attempt  to  deal  with  it  either 
in  private  or  public  buildings.  This 
might  be  compared  with  an  agent 
such  as  formaldehyde  for  which  reg- 
ulatory controls  exist,  yet  carcino- 
genicity in  human  populations  is  less 
well  established.  Of  course, 
formaldehyde  does  carry  other 
health  effects. 

The  major  difference  between 
these  two  agents  lies  in  large  measure 
with  defining  the  accountable  or  li- 
able party.  Whereas  a death  due  to 
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lung  cancer  attributed  to  formalde- 
hyde exposure  might  be  blamed  upon 
the  manufacturer  of  the  product, 
death  due  to  radon  exposure  in  the 
home  would  at  this  point  be  consid- 
ered “an  act  of  God.”  Although  de- 
tailed guidelines  exist  for  radon  de- 
tection in  building  structures,  there  is 
little  financial  incentive  to  pursue  it 
further  in  most  settings. 

It  is  a sad  state  of  affairs  that  we 
as  individuals  and  collectively  as  a 
society  have  little  regard  for  our 
health  or  the  environment  in  which 
we  live  unless  there  is  a financial  im- 
plication or  incentive.  It  is  becoming 
increasingly  clear  that  we  must  set 
appropriate  priorities  if  we  are  to 
deal  with  important  issues  in  a fash- 
ion that  offers  the  greatest  safety  for 
the  largest  number  of  individuals 
within  the  confines  of  existing  re- 
sources. We  will  no  longer  be  able  to 
afford  decisions  made  strictly  on  the 
basis  of  financial  returns  just  be- 
cause it  is  difficult  to  identify  an  ac- 
countable party.  The  human  and  en- 
vironmental costs  are  simply  too 
great  and  the  inappropriate  use  of 
scarce  resources  unacceptable.  ★ 
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Gamma  knife  radiosurgery:  brain  surgery 
without  an  incision 

W.  Robert  Hudgins,  MD 


Radiosurgery  is  the  precise  targeting  of 
ionizing  radiation  to  inactivate  or  de- 
stroy pathologic  tissue  while  sparing 
adjacent  tissue.  Like  surgery,  radio- 
surgery is  done  in  a single  treatment ; 
unlike  surgery,  radiosurgery  does  not 
require  an  anesthetic  or  an  incision.  A 
specific  device  for  neurosurgery,  the 
gamma  knife,  uses  201  separate  60Co 
sources  to  crossfire  gamma  rays 
through  a collimator  helmet  across  an 
intracranial  target.  This  device  has 
been  used  to  treat  more  than  200  pa- 
tients at  Presbyterian  Hospital  of  Dal- 
las since  December  1 989.  Most  pa- 
tients had  either  inoperable  lesions  or 
residual/recurrent  lesions  after  cran- 
iotomy. No  patient  died  and  only  one 
developed  clinical  radionecrosis.  Only 
an  overnight  hospital  stay  was  re- 
quired, and  patients  could  resume  pre- 
vious work  and  activities  the  day  after 
treatment.  Early  results  parallel  report- 
ed outcomes  in  patients  treated  in  Swe- 
den, England,  and  elsewhere  in  the 
United  States.  In  selected  patients,  the 
gamma  knife  is  an  effective,  low-risk, 
and  cost-effective  alternative  to  con- 
ventional neurosurgery. 


From  the  Neurosurgery  Section,  Presbyterian 
Hospital  of  Dallas,  Tex.  Send  reprint  requests 
to  Dr  Hudgins,  Dallas  Neurosurgical  Associa- 
tion, 8230  Walnut  Hdl  Lane,  Suite  620,  Dal- 
las, TX  75231. 


When  Presbyterian 
Hospital  of  Dallas  in- 
stalled the  gamma  knife 
in  late  1989,  radiosurgery  was  intro- 
duced in  Texas  (Fig  1).  Radiosurgery 
is  the  crossfiring  of  narrow  beams  of 
ionizing  radiation  through  a target 
within  the  body  to  inactivate, 
thrombose,  or  necrose  particular  tis- 
sue while  sparing  its  surroundings. 
Swedish  neurosurgeon  Lars  Leksell 
conceived  of  radiosurgery  in  1951 
(1).  He  developed  it  over  many  years 
in  animal  and  human  studies,  first 
by  using  the  Bragg  peak  of  a proton 
beam  from  the  cyclotron  in  Uppsala, 
Sweden  (2-4).  Wanting  to  get  the 
treatment  into  the  hospital,  Leksell 
worked  on  a method  of  crossfiring 
roentgen  rays  from  the  linear  accel- 
erator used  for  standard  fractionat- 
ed radiotherapy.  However,  he  was 
concerned  about  the  crude  beam- 
aiming accuracy  of  these  large  ma- 
chines, the  need  to  move  them  about 


while  the  beam  is  on,  and  the  mal- 
function rate  of  the  computer  pro- 
grams controlling  their  output.  Lek- 
sell wrote,  “The  next  step  was  to  get 
a practical,  precise,  and  simple  tool 
which  could  be  handled  by  the  sur- 
geon himself”  (5). 

Leksell  and  physicist  Borje  Lars- 
son  designed  and  built  a couch-sized 
device,  attached  to  a large  shielded 
radiation  chamber,  that  would  reli- 
ably and  accurately  fix  a patient  into 
position  and  avoid  any  moving  parts 
during  treatment.  Installed  in  a hos- 
pital in  Stockholm  in  1968,  this 
“Leksell  Gamma  Unit”  used  multi- 
ple fixed  60Co  sources  to  crossfire 
gamma  rays  on  small  areas  in  the 
brain.  With  this  unit,  lesions  as 
small  as  3 x 5 mm  could  be  made 
without  an  incision  in  awake  pa- 
tients. In  initial  treatments,  lesions 
were  placed  either  in  the  thalamus  to 
relieve  cancer  pain  (Fig  2)  or  in  the 
sella  turcica  to  treat  pituitary  tu- 


Fig  l.  The  gamma  knife.  A patient  being  aligned  in  the  inner  collimator  helmet,  before  being 
moved  into  the  radiation  chamber  (labeled  Leksell  Gamma  Unit)  for  radiosurgery. 
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mors.  The  device  soon  became 
known  as  the  gamma  knife.  He 
showed  that  this  instrument  could 
“.  . . reduce  the  hazards  of  open 
surgery  and  by  the  administration  of 
a single  heavy  dose  of  radiation  it 
appeared  possible  to  destroy  any 
deep  brain  structure,  without  risk  of 
bleeding  or  infection”  (6). 

Because  the  first  gamma  knife 
was  designed  and  built  before  the  in- 
vention of  computed  tomography 
(CT),  Leksell  originally  made  lesions 
in  the  classical  stereotactic  way,  by 
measuring  distances  from  structures 
seen  on  air  encephalography  to  find 
the  target  with  the  aid  of  brain  at- 
lases. Pituitary  tumors  were  an  early 
subject  of  therapy,  as  the  bony  land- 
marks of  the  sella  could  be  seen  easi- 
ly. Cerebral  arteriovenous  malfor- 
mations ( AVMs),  seen  on 
angiography,  could  be  localized 
stereotactically  and  were  treated 
also.  Computed  tomography  and, 
later,  magnetic  resonance  imaging 


Fig  2.  The  radiolesion.  Au- 
topsy specimen  of  thalamic 
lesion  (arrow)  made  radiosur- 
gically  in  Sweden  for  relief  of 
cancer  pain.  The  white  center 
is  necrosis,  with  a thin  rim  of 
gliosis,  surrounded  by  normal 
tissue  (hematoxylin  and 
eosin,  x 3). 


ceives  considerably  reduced  amounts 
of  radiation  (Fig  4).  Spherical  targets 
as  large  as  3 cm  in  diameter  can  be 
covered  in  a single  treatment  by  the 
selection  of  appropriate  beam  colli- 
mators. Irregular  targets  can  be  cov- 
ered with  as  many  as  12  different 
“shots”  of  radiation  at  different  loci, 
given  sequentially  during  the  single 
treatment  session. 

The  amount  of  radiation  given 
with  the  gamma  knife  depends  on  the 
type,  size,  and  location  of  the  lesion 
and  on  whether  the  patient  has  had 
previous  radiotherapy.  A single  dose 
is  thought  to  be  equivalent  to  three 
times  the  fractionated  dose,  so  the 
surface  dose  to  a lesion  is  close  to  20 
Gray  (2000  rads),  corresponding  to  a 
fractionated  dose  of  60  Gray.  The 
strategy  is  not  to  worry  about 
overtreating  the  center  of  a lesion  but 
to  avoid  undertreating  its  surface. 
Often  the  dominant  strategy  is  to 
keep  the  radiation  exposure  below  a 
certain  limit  near  the  target.  For  ex- 
ample, if  a critical  structure  such  as 
the  optic  nerve  or  the  brain  stem  is 
touching  the  tumor  to  be  treated,  the 
surface  dose  in  that  region  may  be 
suboptimal,  as  the  maximum  single 
dose  to  normal  tissue  considered  to 
be  safe  ranges  from  8 to  10  Gray. 
This  type  of  skull  base  neurosurgery 
is  where  the  accuracy  of  placing  the 
lesion  into  the  isocenter  and  the  pre- 
cision of  aiming  all  beams  at  the 
isocenter,  available  only  with  the 
gamma  knife,  allows  us  to  treat  pa- 
tients with  confidence  that  serious 
complications  can  be  avoided  with  a 
high  probability. 

Gamma  knife  radiosurgery  is  a 
team  effort,  requiring  the  collabora- 
tion of  a neurosurgeon,  a radiation 
oncologist,  and  a medical  physicist. 
All  three  are  given  specialized  train- 
ing in  the  use  of  the  equipment  and 
knowledge  of  indications  and 


Fig  3.  Cross  section  of  gam- 
ma knife  with  patient  in 
treatment  position.  Shielded 
60Co  sources  arrayed  in  outer 
collimator  send  gamma  rays 
toward  isocenter  of  the 
sphere.  As  shielding  door  is 
lowered,  table  moves  into 
chamber,  and  inner  collima- 
tor helmet  aligns  with  its 
mate  to  start  treatment. 


expanded  greatly  the 
utility  of  the  gamma 
knife.  Consequently, 
the  gamma  knife  was 
modified  to  make  larg- 
er and  more  suitably 
spherical  radiolesions; 
this  second-generation 
gamma  knife,  installed 
in  the  Karolinska  Hospital  in  Stock- 
holm in  1974,  is  the  design  used 
presently  in  the  United  States. 

After  many  years  of  Swedish  clin- 
ical trials  to  establish  indications  for 
radiosurgery  and  dose  parameters, 
the  first  gamma  knife  available  com- 
mercially was  purchased  by  the 
British  National  Health  Service  and 
installed  in  Sheffield,  England,  in 
1984.  The  first  gamma  knife  in  the 
United  States  became  operational  in 
1987  in  Pittsburgh.  Today  there  are 
10  units  in  the  United  States  and 
more  than  40  worldwide. 

The  gamma  knife,  a device  about 
the  size  of  a CT  scanner,  delivers  the 
surgical  dose  of  radiation  by  201 
separate  narrow  beams  of  precisely 
collimated  gamma  rays  directed  to  a 
single  isocenter  (Fig  3).  A steep  dose 
gradient  occurs  where  the  beams 
cross,  producing  sharply  circum- 
scribed radiosurgical  lesions  in  the 
brain,  while  surrounding  tissue  re- 
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Fig  4.  Isodose  curves  from  colli- 
mator helmet,  14  mm  in  diameter, 
plotted  in  coronal  (left)  and  sagit- 
tal (right)  planes.  Scales  are  in 
millimeters.  Percentages  of  the 
maximum  central  dose  given  are 
shown  by  the  lines,  from  inside  to 
out,  as  90%,  50%,  20%,  and 
10%,  respectively.  The  dose  gra- 
dient falls  from  50%  to  20%  (a 
decrease  of  150%)  over  a distance 
of  5 to  6 mm  in  tissue.  Stereotac- 
tic coordinates  are  X (lateral),  Y 
(anteroposterior),  and  Z (verti- 
cal). (Mag’n  = Magnification;  Sup 
= Superior;  Inf  = Inferior;  Rt  = 
Right;  Lt  = Left;  Ant  = Anterior; 
Post  = Posterior.) 


dosages.  A critical  component  of  the 
system  is  the  dose-planning  soft- 
ware, developed  and  debugged  over 
many  years  to  take  advantage  of  the 
accuracy  and  precision  of  the  radia- 
tion unit.  In  fact,  the  limiting  factor 
in  accuracy  of  targeting  is  the  accu- 
racy of  the  images  used  for  dose 
planning.  In  our  institution,  special 
privileges  are  given  for  use  of  the 
gamma  knife  only  after  sufficient 
training  is  demonstrated  by  observa- 
tion. The  neuroradiologist  is  also  an 
important  part  of  the  program  be- 
cause all  treatments  are  based  on 
imaging  studies. 

OPERATIVE  PROCEDURE 

The  first  step  in  a gamma  knife  op- 
eration is  the  stereotactic  localiza- 
tion of  the  lesion  to  be  treated.  Un- 


der local  anesthesia,  a stereotactic 
frame  is  fixed  to  the  skull  by  sterile 
pins  through  the  scalp.  Imaging 
studies  — either  CT,  MRI,  or  an- 
giography — then  show  the  lesion  to 
be  treated  in  relation  to  millimeter 
scales  on  this  frame. 

The  next  step  is  dose  planning. 
By  use  of  frame  coordinates,  “shots” 
of  radiation  are  placed  on  the  lesion 
until  it  is  covered  fully  while  expo- 
sure to  surrounding  structures  is 
minimized.  A “shot”  is  an  exposure 
in  the  radiation  chamber  at  a single 
location  with  a specific  collimator 
size.  The  system’s  computer  pro- 
gram calculates  the  locations  of  iso- 
dose contours  for  each  shot,  super- 
imposes them  on  each  other,  and 
renormalizes  the  dose  to  eliminate 
excessive  “hot”  spots.  A group  of 
isodose  contours  for  the  combined 


exposures  is  then  plotted  for  desired 
sections  through  the  lesion,  and 
these  contours  are  laid  over  the  im- 
ages to  evaluate  the  treatment  plan. 
When  coverage  is  optimal,  a mini- 
mum surface  dose  is  selected  and  en- 
tered into  the  computer,  along  with 
the  isodose  contour  located  on  the 
surface  (usually  the  50%  isodose 
level).  The  computer  then  calculates 
and  prints  a treatment  prescription, 
giving  the  exposure  times  of  each 
shot  necessary  to  produce  the  de- 
sired effect. 

The  final  step  is  the  actual  treat- 
ment of  the  patient  in  the  gamma 
knife.  A bearing  is  clamped  to  each 
side  of  the  stereotactic  frame  (still 
fixed  firmly  to  the  patient’s  head),  at 
the  anteroposterior,  lateral,  and  ver- 
tical locations  on  the  scales  that  will, 
when  the  frame  is  secured  inside  the 
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200  Gamma  Knife  Treatments  in  Dallas 


Fig  5.  Diagnoses  treated  with  the  gamma  knife.  Left,  world  experience  in  4231  patients  treated, 
1968-1990.  Right,  Dallas  experience  in  200  patients  treated,  1990-1992. 
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Fig  6.  An  acoustic  neuroma,  24  x 28  mm  in  diameter,  before  (left)  and  6 months  after  (right) 
gamma  knife  radiosurgery.  Note  loss  of  enhancement  in  the  necrotic  center  of  treated  tumor  and 
absence  of  edema  or  mass  effect  on  adjacent  cerebellum  and  pons.  Surface  dose  given  was  16 
Gray  (1600  rads),  using  the  50%  isodose  contour,  resulting  in  maximum  central  dose  to  tumor 
of  32  Gray. 


Clinical  experience 
with  the  gamma  knife  worldwide 
and  in  Dallas  is  shown  in  Fig  5.  The 
conditions  treated  most  often  are 
acoustic  tumors,  AVMs,  menin- 
giomas, and  intracranial  metastases. 


Fig  7.  Top,  AP  (left)  and  lateral  (right)  angiograms  of  cerebellar  arteriovenous  malformation, 
treated  with  surface  dose  of  25  Gray,  using  the  80%  isodose  contour  (maximum  central  dose, 
31.25  Gray).  Bottom,  Repeat  AP  (left)  and  lateral  (right)  angiograms  18  months  later  show  com- 
plete obliteration  without  occlusion  of  normal  arteries. 


collimator  helmet,  place  the  location 
of  the  shot  to  be  given  at  the  isocen- 
ter of  the  converging  beams.  A timer 
is  set  and  the  patient  moves  into  and 
out  of  the  radiation  chamber  by  re- 
mote control.  A single-shot  treat- 
ment may  take  only  10  to  20  min- 


utes. Complex,  multiple-shot  treat- 
ments may  take  2 hours.  After  the 
last  shot  is  given,  the  frame  is  re- 
moved, dressings  are  placed  over  the 
pin  sites  on  the  scalp,  and  the  pa- 
tient is  observed  overnight. 


Acoustic  tumors 

Microsurgery  is  a safe  and  effective 
method  for  removing  acoustic  neu- 
romas, curing  a high  percentage  of 
patients  with  a low  mortality  rate. 
Radiosurgery  with  the  gamma  knife 
can  stop  growth  in  80%  of  small 
and  medium-sized  tumors  (Fig  6); 
this  approach  offers  a good  alterna- 
tive for  patients  with  a higher  risk 
for  general  anesthesia  who  want  to 
preserve  useful  hearing  or  who  sim- 
ply want  to  avoid  the  risk  and  con- 
valescence associated  with  cranial 
surgery  (7).  In  cases  where  tumor 
growth  continues,  the  gamma  knife 
procedure  can  be  repeated  and  mi- 
crosurgery is  not  precluded  if  re- 
quired later.  Even  the  most  experi- 
enced neurosurgeon  or  otologic 
surgeon  may  have  difficulty  match- 
ing the  results  of  the  gamma  knife: 
no  operative  mortality,  no  perma- 
nent facial  nerve  palsies,  preserva- 
tion of  hearing  in  25%  of  patients, 
and  no  loss  of  time  from  work. 
None  of  the  complications  associat- 
ed with  craniotomy,  such  as  wound 
infections,  cerebrospinal  fluid  leak- 
age, postoperative  formation  of 
hematomas,  or  possible  blood  trans- 
fusions are  associated  with  gamma 
knife  therapy. 

Since  1983  at  the  Karolinska 
Hospital,  all  acoustic  tumors  smaller 
than  3 cm  in  diameter  have  been 
treated  with  the  gamma  knife  (7). 
This  may  become  the  cost-effective 
procedure  of  choice  in  the  United 
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Fig  8.  Left,  MRI  scans  en- 
hanced with  gadolinium 
show  a presumed  menin- 
gioma high  in  the  left  cere- 
bellopontine angle  before 
gamma  knife  radiosurgery. 
Right,  1 year  after  a single 
dose  of  17  Gray  to  the  tu- 
mor surface,  using  the  50% 
isodose  contour  (maximum 
central  tumor  dose,  34 
Gray),  a similar  scan  does 
not  show  lesion. 


States  for  tumors  of  this  size.  Now 
that  this  treatment  is  widely  avail- 
able, all  patients  with  acoustic  tu- 
mors should  at  least  be  informed  of 
this  alternative. 

Arteriovenous  malformations 
Many  cerebral  AVMs  can  be  removed 
safely  by  microsurgical  procedures, 
but  for  AVMs  in  critical  locations 
such  as  in  the  thalamus  or  in  speech 
or  motor  centers,  operative  removal 
carries  a significant  risk  of  increased 
neurologic  deficit.  Radiosurgery  is  ef- 
fective in  treating  many  AVMs  (Fig  7). 
After  2 years,  total  obliteration  occurs 
in  80%  to  85%  of  AVMs  smaller  than 
3 cm  in  diameter,  with  no  mortality 
and  with  1%  disability  due  to  radia- 
tion necrosis  (8). 

Meningiomas 

Meningiomas,  although  considered 
benign  growths,  are  surprisingly  sus- 
ceptible to  radiation  (9).  Some 
meningiomas  are  not  surgically  cur- 
able because  they  invade  the  skull  or 
critical  compartments  such  as  the 
cavernous  sinus  or  the  torcular 
Herophili.  Some  recur  after  an  ap- 
parent complete  removal  (10).  Gam- 
ma knife  radiosurgery  is  a promising 
alternative  to  craniotomy  or  reoper- 
ation in  these  patients,  many  of 
whom  are  older  and  have  a higher 
surgical  risk.  Of  almost  50  patients 
treated  in  Dallas,  only  3 have  shown 
any  further  growth  of  tumor  after 
gamma  knife  treatment,  and  several 
tumors  have  shown  marked  reduc- 
tion in  size  (Fig  8). 


mors,  early  results  suggest  that  ra- 
diosurgery controls  growth  of  brain 
metastases  as  effectively  as  surgical 
resection,  with  less  morbidity  and 
mortality  (11).  Radioresistant 
metastases,  such  as  melanoma  and 
renal  cell  carcinoma,  will  respond  to 
high-dose  radiosurgery.  Further- 
more, by  focusing  radiation  onto  the 
tumor  only,  radiosurgery  permits 
additional  treatment  for  patients 
whose  metastatic  tumors  recur  after 
fractionated  radiation  therapy. 
However,  in  contrast  to  treatment 
for  patients  who  have  not  been  irra- 
diated previously,  this  is  not  without 
some  increased  risk  of  radionecrosis 
of  surrounding  brain  tissue.  By  re- 
ducing the  morbidity  and  mortality 
of  craniotomy  and  eliminating 
lengthy  hospitalization,  the  gamma 
knife  may  be  an  alternative  to  surgi- 
cal resection  of  intracranial  metas- 
tases in  selected  patients. 

CONCLUSIONS 

The  gamma  knife  presently  offers  an 
alternative  to  high-risk  surgery  in 
the  therapy  of  selected  brain  tumors 
and  vascular  malformations.  With 
future  enhancements  in  dose  plan- 
ning, already  in  progress,  and  with 
increasing  knowledge  about  the  ra- 
diobiology of  single  fraction  treat- 
ment, radiosurgery  will  probably  ex- 
pand its  role  in  neurosurgery. 
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Intracranial  metastases 

Although  the  role  of  radiosurgery  is 

less  well  defined  in  malignant  tu- 
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The  Musculoskeletal  Injury  Series, 
an  occasional  feature  in  Texas 
Medicine,  is  presented  by  the  de- 
partment of  orthopaedics  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio.  Peter  L.J. 
McGanity,  MD,  serves  as  guest  edi- 
tor of  the  series. 


Musculoskeletal  Injury:  Pathologic  fractures 
of  the  femur 

Philip  M.  Jacobs,  MD 


Dr  Jacobs,  PGY-1  Resident,  Department  of 
Orthopaedics,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  Send  reprint 
requests  to  Anne  Little,  Department  of  Or- 
thopaedics, UTHSC-SA,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284-7774. 


A pathologic  fracture  is  one 
that  occurs  in  abnormal  bone 
during  normal  activity  or  af- 
ter minimal  trauma.  Pathologic  frac- 
tures occur  most  often  in  the  spine, 
pelvis,  humerus,  ribs,  and  femur.  Pain 
is  the  primary  complaint  of  patients 
presenting  with  pathologic  fracture  or 
impending  fracture.  Pain  is  also  the 
primary  concern  for  the  patient  and 
the  major  indication  for  treatment  of 
pathologic  femur  fractures. 


found,  although  range  of  motion 
was  limited  because  of  pain.  He  had 
no  other  history  of  trauma  or  cancer 
and  denied  any  fever,  chills,  weight 
loss,  or  night  sweats.  He  was  taking 
Tylenol  #3  for  pain  and  had  no 
known  drug  allergies.  Radiographic 
evaluation  of  the  left  hip  and  femur 
revealed  a subtrochanteric  fracture 
of  the  left  femur  through  a patho- 
logic lesion  (Fig  1 ). 

MANAGEMENT 


CASE  PRESENTATION 

The  patient  is  a 44-year-old  Hispan- 
ic man  who  presented  complaining 
of  pain  of  2 months’  duration  in  his 
left  hip.  After  having  been  pushed 
onto  his  hip  approximately  4 days 
earlier,  the  patient  stated  that  he  had 
acute  exacerbation  of  his  pain  and 
was  unable  to  walk.  No  erythema  or 
swelling  of  the  left  hip  or  leg  was 


Because  of  the  location  of  the  fracture, 
increasing  pain,  nonambulatory  status, 
and  size  of  the  lesion,  early  surgical  in- 
tervention and  stabilization  were  rec- 
ommended. At  first,  open  operative 
biopsy  of  the  lesion  with  in- 
tramedullary nailing  of  the  left  femur 
was  planned.  Intraoperatively,  the  tu- 
mor was  found  to  involve  more  of  the 
femur  than  had  been  thought  previ- 
ously. The  proximal  fe- 
mur was  resected  and  re- 
placed with  an  allograft, 
and  a total  hip  replace- 
ment was  performed  (Fig 
2).  The  patient  did  well 
postoperatively  and  was 
started  with  weightbear- 
ing physical  therapy  on 
the  third  postoperative 
day.  He  now  walks  with 
a cane. 

DISCUSSION 

A pathological  fracture 
is  one  that  occurs  in  ab- 
normal bone  during 
normal  activity  or  after 


Fig  1.  Preoperative  anteropos- 
terior radiograph  reveals  a 
subtrochanteric  fracture  of 
the  left  femur  through  a 
pathologic  lesion. 
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ning  of  cortices,  ab- 
normal radiodensity, 
Looser’s  lines  (radi- 
olucent  lines  at  the 
compression  site), 
calcification  of  small 
vessels,  and  abnor- 
mal shadows  in  the 
soft  tissue.  Factors 
suggesting  metastatic 
disease  are  irregular 
osteolytic-osteoblas- 
tic lesions  and  multi- 
ple lesions  (2).  If  a 
bone  lesion  is  iden- 
tified on  a radio- 
graph, the  clinician 
must  decide  whether 
the  characteristics 
are  benign  or  malig- 
nant. Benign  lesions 
tend  to  be  radiolu- 
cent,  surrounded  by 
a rim  of  reactive 
bone  without  any  pe- 
riosteal reaction. 
Malignant  lesions 
tend  to  destroy  bone 
and,  therefore,  are 
not  contained  within  a periosteum 
with  abundant  periosteal  reaction. 

A bone  scan  is  particularly  help- 
ful when  no  bone  lesion  is  noted  on 
radiograms.  Bone  scans  identify  le- 
sions within  bone  with  great  accura- 
cy by  showing  increased  uptake  in 
the  affected  areas.  Computerized  to- 
mographic evaluation  of  impending 
or  existing  pathologic  femur  frac- 
tures is  being  studied  currently  in 
several  prospective  studies. 

Biopsy  of  a bone  lesion  is  often 
required  to  make  a diagnosis  and 
must  be  obtained  with  as  little  con- 
tamination of  surrounding  tissue  as 
possible.  A pathologist  can  often  as- 
sist in  selecting  the  best  site  for  a 
biopsy,  usually  away  from  the  frac- 
ture site  because  the  fracture  healing 


minimal  trauma.  The  most  common 
cause  is  osteoporosis,  followed  by 
metastatic  disease.  Pathologic  frac- 
tures occur  most  often  in  the  spine 
(thoracic  or  lumbar),  pelvis, 
humerus,  ribs,  and  femur,  with  more 
than  half  of  the  femoral  lesions  oc- 
curring in  the  proximal  portion.  Ma- 
lignancies that  commonly  metastasize 
to  bone  include  breast,  prostate, 
lung,  kidney,  and  thyroid  (1,2). 

Pain  is  the  primary  complaint  of 
patients  with  pathologic  or  impending 
fractures.  Any  patient  with  a known 
malignancy  who  complains  of  bone 
pain  should  be  evaluated  thoroughly 
to  rule  out  metastasis  to  the  bone. 

Diagnostic  clues  on  plain 
roentgenograms  include  generalized 
osteopenia,  periosteal  reaction,  thin- 


Fig  2.  Postoperative  radio- 
graph demonstrates  allo- 
graft replacement  of  the 
pathologic  bone  and  a ce- 
mented bipolar  hemi- 
arthroplasty. 


process  can  give  a confusing  histo- 
logic pattern  (3). 

PREVENTION 

Pain  is  the  primary  concern  for  the 
patient  and  the  major  indication  for 
treatment  of  pathologic  femur  frac- 
tures. Although  some  controversy 
exists  over  the  appropriate  treat- 
ment, the  goal  of  the  surgeon  is  al- 
ways to  protect  the  bone  from  im- 
pending fracture  and  to  stabilize  an 
existing  pathologic  fracture.  At  pre- 
sent, indications  for  internal  fixation 
of  impending  pathologic  fractures 
are  cortical  bone  loss  greater  than 
50%,  a radiolucent  lesion  greater 
than  2.5  cm  in  diameter,  increasing 
pain  associated  with  a lesion  greater 
than  half  the  diameter  of  the  bone, 
and  intractable  pain.  Lesions  of  the 
proximal  femur  are  commonly  stabi- 
lized with  internal  fixation  because 
of  the  risk  of  fracture  (2,4,5). 

Early  range  of  motion  and  assist- 
ed ambulation  are  important  follow- 
ing fixation  of  pathologic  femur 
fractures.  Weightbearing  and  resist- 
ed exercises  should  be  added  as  heal- 
ing progresses. 
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The  Physician  Oncology  Education  Program 

The  Texas  Medical  Association's  Physician  Oncology  Education  Program  is  designed  to  enhance  the 
role  of  primary-care  physicians  in  communicating  cancer  prevention,  screening  and  early  detection. 
The  P.O.E.P.  is  funded  by  the  Texas  Cancer  Council,  all  materials  and  services  are  FREE  OF 
CHARGE  to  Texas  physicians. 


Speakers  Bureau 

Provides  speakers  on  cancer  education. 

Funding 

Provides  funding  for  cancer  education  programs. 

Provides  funding  for  physician  scholarships. 

Resources 

Cancer  education  modules:  breast,  cervical,  colorectal,  head  & neck,  lung,  prostate 
and  skin  cancers. 

Core  Curriculm  Objectives 
Smoking  Cessation  Counseling 
Core  Cancer  Library 
Kids  'N  Docs  Talk 


Breast  and  cervical  screening  pocket  guide 
Smoking  cessation  pocket  guide 


Physician  Oncology 


For  an  order  form  or  information: 


P.O.E.P. 

401  W.  15th  Street 
Austin,  TX  78701-1680 
1*800*880*1300  Ext  1672 


Education  Program 


allergies  is 


no  place  for 
amateurs. 


Serious  allergies  require  serious  care -the  kind  that  only  well-trained  profes- 
sionals can  provide.  But  if  we’re  going  to  knock-out  allergies,  we  need  team 
work!  That’s  where  the  Asthma  and  Allergy  Foundation  of  America  can  help. 

We’re  dedicated  to  helping  you  help  your  patients.  We  offer  a toll-free 
patient  information  number,  a full  range  of  educational  materials  for  adults 
and  children  and  special  school  and  community  programs.  Plus,  we  can  put 
them  in  touch  with  our  nationwide  network  of  chapters  and  support  groups. 

Let  us  help  you  win  the  fight!  We’ve  been  serving  asthma  and  allergy 
sufferers  for  more  than  40  years.  For  more  information  about  our  services  or 
professional  memberships,  call  us  today. 

ASTHMA  & ALLERGY  FOUNDATION  OF  AMERICA 

1125 15th  St.  NW,  Suite  502 
Washington,  DC  20005 

1-800-7-ASTHMA 


Waltz  across 
Texas  in  just  a 
few  hours 


HealthFind  lets  you  sashay  through 
practice  opportunities  in  the  prettiest  parts 
of  Texas,  all  in  one  weekend.  Each 
practice  opportunity  is  unique,  and  each 
one  needs  your  good  primary  care.  If 
you’re  interested  in  partnering  with  a rural 
community,  give  us  a call. 


Sat.  & Sun.,  April  24  & 25 

Stouffer  Hotel,  Austin 


Register  by  Friday,  April  9 by  calling 
(512)  479-8891 


gcRHi^z 


□ 


HealthFind 


Fee:  $30  for  resident  physicians 
$75  for  practicing  physicians 
Includes  hotel,  most  meals,  child  care 


HealthFind  is  a program  of  the 

Center  for  Rural  Health  Initiatives 


On  the  Safety  Gi/icuit 


And  if  it  does,  every  second 
counts.  Will  you  and  your 
family  know  what  to  do? 

• Practice  an  escape  plan 
from  each  room  in  the 
house.  Feel  your  way  out 
with  your  eyes  closed. 

• Teach  your  family  to  stop, 
drop  to  the  ground  and  roll 
if  their  clothes  catch  on  fire. 

• Keep  the  fire  department’s 
number  by  the  phone.  By 
your  bed,  have  a flashlight 
to  help  you  see  and  whistle 
to  alert  your  family. 

• Install  smoke  detectors  on 
every  level  of  your  house. 
Test  them  monthly,  and 
change  the  batteries  at 
least  once  a year. 
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A message  from  the  U S Fire  Administration 


AIR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 


Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 


Call:  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin,  TX  78743-6002 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 
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REGULATORY 


RELIEF? 
Look  to  TMA  for: 

4 Coding  hotline 

4 Mini-consultations  on 
payment  issues 

4 Dispute  resolution 
meetings  with 
Medicare/Medicaid 

4 Manuals/workshops  on 
regulatory  compliance 
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4 Liaisons  with  state/federal 
regulatory  agencies, 
private  organizations 


TEXAS  MEDICAL  ASSOCIATION 


Texas  Vbysicians ’ 

Directory 


Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology  Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual, 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  sumatriptine,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


WILLIAM  C.  GRATER  M.D.  ASSOCIATED 

DIAGNOSIS  & TREATMENT  OF  ALLERGIC  AND  IMMUNOLOGIC  DISEASES 
Our  39th  year  Preston  Center 

8226  Douglas  Avenue,  Suite  520,  Dallas  Texas  75225  (214)  363-5231 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Intra-Spinal  Opiates 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
iUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

Alan  Tonnesen,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD 
Coordinator,  Outpatient  Services 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Carmine  U.  lacono,  Ph.D 

Assistant  Director  Assistant  Director 

Medical  Services  Psychological  & Related  Services 


Dermatology 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


General  Surgery 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 

Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 


Diplomates  American  Board  of  Anesthesiology 
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Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St,  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas,  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 


Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale.  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H,  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600.  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 


Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD 


4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 


Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 


9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 
Charles  Mitchell,  MD  L.  T.  Johnson,  MD 


Physical  Medicine  & Rehabilitation 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1-800-44REHAB 


Psychiatry 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  inpatient  and  outpatient  rehabilitation  and 
electrodiagnostic  evaluation  for  adults  and  children. 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800-792-9276,  210-672-6592 

Larry  Browne,  MD,  Medical  Director 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229 
800-741-6321,  210-616-0100 

Alex  Willingham,  MD,  Medical  Director 

Corpus  Christi:  2606  Hospital  Blvd,  8th  Floor 
Corpus  Christi,  Texas  78405  512-888-4458 

Joel  Joselevitz,  MD,  Medical  Director 


AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 

3450  Wheatland  Road,  Suite  110,  Dallas,  Texas  75237;  (214)  296-6371 

Rheumatology 

DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 

Thoracic  Surgery 

RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 
EDWARD  M.  BENDER,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


76 


TEXAS  MEDICINE 


VOLUME  89  NO.  4 


APRIL  1993 


Serving  Texas  physicians  since  1986 


"YOUR 
FREE 
CATALOG 
KNOCKED 
MY  SOCKS 
OFF" 


We  get  that  sort  of  comment 
all  the  time.  People  are 
impressed  that  our  free 
Consumer  Information 
Catalog  lists  so  many  free 
and  low-cost  government 
booklets.  There  are  more 
than  200  in  all,  containing  a 
wealth  of  valuable 
information. 

They  tell  you  how  to  make 
money,  how  to  save  money 
and  how  to  invest  it  wisely. 
They  tell  you  about  federal 
benefits,  housing,  jobs,  and 
learning  activities  for 
children.  They  fill  you  in  on 
nutrition,  health  and  much, 
much  more. 

Our  free  Catalog  will  very 
likely  impress  you,  too.  But 
first  you  have  to  get  it.  Just 
send  your  name  and 
address  to: 

Consumer  Information  Center 
Department  KO 
Pueblo,  Colorado  81009 


A public  service  of  this  publication  and 
the  Consumer  Information  Center  of  the 
U.  S.  General  Services  Administration 


Texas'  best  kept  secret! 


House 
Bill  18 
Risk 
Management 
Programs 


Medical  Risk  Management,  inc. 

Don't  like  seminars? 

Try  one  of  our  independent  study  programs 
-no  workshop  required! 

Don't  like  independent  study? 

Try  our  15-hour  workshops 
-no  self-study  required! 


Also  available:  Risk  management  workshops  for  your  office  staff 

Medical  office  risk  assessments 
Programs  for  residents  , nurses  and  hospital  staff 
Programs  for  ABQAURP,  licensure  and  credentialling 


For  information  or 
course  schedules 
contact: 


Chris  Launey 

713/789-6518  • 800/728-2375 

Medical  Risk  Management,  Inc. 
2500  CityWest  Boulevard,  Suite  300 
Houston,  Texas  77042 


Medical  Risk  Management,  Inc.  is  accredited  by  the  Texas  Medical 
Association  to  sponsor  continuing  education  for  physicians. 


M AUTO  LEASE  ANNOUNCEMENT  M 


GET  A 2nd  OPINION 


Now  that  you  have 
decided  to  lease 
your  next  new  car 
make  sure  you  are 
getting  the  abso- 
lute lowest  pay- 
ment quote.  We 
know  you  are  busy, 
but  a 2nd  phone 
call  could  save  you 
big  money. 

Myriad  Medical 
Leasing  offers  a full 
line  of  services  and 
will  handle  every- 
thing by  phone  and 
deliver  your  new 
car  to  your  home  or 
office  anywhere  in 
Texas. 


LEASING  ALL  MAKES 
AND  MODELS  FOR  LESS! 


Call  Us  Before  You  Lease 


(L  EASING 

1-800-441-0950 


The  Perfect  Rx  For  You 


Looking  for 
that  perfect  fit? 

You  just  found  it  in  the 

Texas  Physician  Placement  Service! 


Let  us  fit  the  pieces  together  in  your  search  for 
the  right  physician  or  practice  location  in  Texas. 

WE  OFFER: 

★ Free  service  for  physician  applicants  ★ Fast,  personalized  service 

★ Low-cost  recruitment  ★ Urban  and  rural  placements 

★ Computerized  data  bank  ★ Texas-based  matching  service 

★ All  specialties  accepted 

^ CALL  US  TODAY  AT 

t 2SdSna'  (800)  880-1300,  EXT.  1403  ^ 

TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


We’d  like  to  think  the  more  you  know,  the  better  your  patient  care.  That’s  why  TMA  offers  you 
Annual  Session.  An  opportunity  for  further  learning.  And  better  patient  care. 


Four  days  of 
ACCREDITED  CME 

❖ 

Visit  our  new  CME 
Resource  Center  and 

EARN  CREDIT 

❖ 

Speak  out  in  House  of 
Delegates  reference 

COMMITTEES 


m 


m 


Texas  Medical  Association 


Annual 

Session 


Learn,  network,  speak  out  and  have  fun. 
All  in  one  place. 

FREE  general  registration  for  members 


di 


w> 


Nationally  recog- 
nized speakers 

❖ 

Network  with 

COLLEAGUES  IN  ALL 
SPECIALTIES 

❖ 

Social  and  sports 

EVENTS  FOR  YOU  AND  THE 
FAMILY 


Breast  of 
chicken 


Best  of 
pork 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat,  cholesterol, 
and  calories. 1,2  ‘ 


New  study: 

Pork  is  now  31%  leaner 

Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques.1 According  to  new  1992  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1992. 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products,  1979. 
Agricultural  handbook  8-5. 


♦Table  refers  to  3-oz,  cooked  servings. 


TODAY’S  PORK 

The  Other  White  Meat® 


Compare  pork  with  chicken1 2* 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1 -4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6.1  g 

2-2  g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

© 1993  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 
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OPPORTUNITIES 

AVAILABLE 

Cardiology 

Non-invasive  cardiologist  with  or  without  Internal 
Medicine  needed  to  Join  similar  practice  located  45 
miles  from  Dallas  on  Interstate  30.  Excellent  benefits 
with  easy  terms  and  early  partnership.  Send  CV  c/o 
Texas  Medicine,  Ad  Box  801,  401  W 15th  St,  Austin, 
TX  78701. 


Emergency  Medicine 


BMBftCGNCY  CARE 


Emergency  physician  Practice  Opportunities 
Available  in  the  Following  Areas: 

* HiHfsioTt  l IMfeis  * Lufkin*  Texas 

*■  Pasadtelta*  Texas  * Corpus  Chrisii,  Texas 

♦ Cleveiatttfi  Texas  • jonesbon)  t Searcy,  Arkansas 

MecIIcal  Neiwcjrks  bas  excellerii  career  ant?  parHWne  pfac’ 
bee  oppftftLifiiwcs  avaflabJe  for  physiciafis  cxpebeitecU  in 
emergency  medtelrae,  in  addition  to  paid  1 1 p«?fcs> 
sirma)  liaMlity  teufiince»  owr  attractive  cdmpctissMion 
packages  nvnp  opto  #2$0yQ00! plus  annuaiy.  Hourly  rate 
plus  iiycemive  packages  avaiiabie, 

See  our  clarified  ads  tp  this  issue  for  more  detaiis,  or 
comact: 

PbfsicMfi  Resources  Depart  ment 
Medical  Networks*  Inc. 

P.O,  ihm  4448 
Houston.  Texas  '71%  10*4448 


§«  Houston  eaWL  Outside  Houston 

mm  446-9696  ($09)  231-0 22$ 


Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants.  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


« EMERGENCY 

liPP  MEDICINE 

II 

Full  or  Part-time  Opportunities 

• Houston  - Dallas  • Hill  Country 

• Gulf  Coast  Area  • East  Texas 

Medicus  offers  to  qualified  physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• RELOCATION  ASSISTANCE 

• DIRECTORSHIPS 

TEXAS  MEDICUS,  P.A. 

10210  N.  Central  Expressway,  #310 
Dallas,  TX  75231 

1-800-755-3763  FAX  (214)  890-7846 


SAN  ANTONIO 


Emergency  Physician  Affiliates  has  opportunities 
for  qualified  emergency  physicians  to  work  in  the 
emergency  departmenis  of  a prestigious  four  hospital 
system.  This  system  consists  of  four  Level  II  full- 
service  community  hospitals  with  an  excellent  medical 
staff,  strong  administrative  support,  double  and  triple 
coverage,  and  dictation  system.  Annual  ED  volume 
of  25,000-28,000.  Fee-for-service  remuneration  of 
$155,000  - $205,000  first  year.  Culturally  rich  environ- 
ment, warm  climate,  and  a great  place  to  raise  a 
family.  Applicants  preferred  to  be  BC/BP  in  EM  or 
primary  care  specialty,  and  have  a Texas  license  or 
appEed.  Please  send  CV  to  Tom  Tidwell,  Emergency 
Physicians  Affiliates,  8700  Crownhill,  Suite  #600-A, 
San  Antonio,  Texas  78209-1130  or  call  1-800-822-9860 
or  (210)  822-9860. 


Exceptional  Family  Practice  Opportunities 


Excellent  financial  opportunity  exists  In 
Nacogdoches,  Texas  to  open  a solo  practice 
or  Join  an  existing  busy  practice.  A commu- 
nity of  over  30,000  with  a medical  service 
area  In  excess  of  80,000. 

I Excellent  net  Income  guarantee  to  assist 
physician  with  start  up. 

I Opportunity  to  practice  full  range  of  family 
practice  skills  with  all  necessary  special- 
ists available  for  assistance. 

I Active  community  with  Stephen  F.  Austin 
State  University  as  a focal  point. 

I Diversified  economy  enables  the  commu- 
nity to  be  stable  and  economically  sound. 

I Exceptional  environment  to  raise  a family 
and  enjoy  the  out  doors. 

IJ  Interested  please  contact  Kenneth  E.  Worley, 
FACHE.  Associate  Administrator  at 

(409)568-8582 

NACOGDOCHES 

MfH  MEMORIAL  HOSPITAL 

8?  YOUR  HOSPITAL  FOR  LIFE 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part- 
time,  weekdays,  weekends  to  staff  a free  standing  ur- 
gent care  center.  Remuneration  commensurate  with  ex- 
perience. Send  CV  and  application  to  Austin  Medicenter, 
c/o  Matthew  Vail,  MD,  Medical  Director,  6343  Cameron 
Rd,  Austin,  TX  78723  or  call  512-467-2052. 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc,  a feder- 
ally funded  community  health  center,  located  at  3 10 
W,  Qakiawn,  Pleasanton,  T ©os,  30  miles  south  of  San 
Antonio,  is  the  place  far  you.  !f  interested,  please  cal! 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  2 1 0-S69-2S27. 


Family  Practice  — BE/BC  family  physician  needed  to  join 
with  4 other  family  practitioners  in  a thriving  practice  in 
Beaumont,  Texas.  Modern,  full-service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 


Colorado  Springs,  Colorado 


Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  net- 
work located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part- 
time  BC/BE  MD’s  to  come  enjoy  the  good  life. 
Four  days  per  week-NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  ben- 
efits package,  including:  Malpractice  insurance, 
CME  benefits,  vacation,  and  health  benefits  plan. 
Please  send  CV  to  Robert  S.  Hamilton,  MD, 
4520  Northpark  Dr.,  Colorado  Springs,  CO 
80918,  or  call  Susie  Pearce  at  719/527-2959. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 


Family/General  Practice 


AUSTIN  AREA  OUT-PATIENT  CLINIC 


Enjoy  a country  practice  with  down- 
to  earth,  loyal  patients  In  a practice 
with  strictly  controlled  hours.  Two 
well-established  family  practitioners, 
located  25  minutes  from  UT,  are  seek- 
ing a third  physician  for  out-patient 
practice.  Part-time  available,  20 
hours  per  week,  leading  to  a partner- 
ship in  two  years  if  desired.  Send  re- 
sume to  209  E Second  St,  Elgin,  TX 
788621  or  call  512-285^315,  W.T.  Biel, 
MD,  or  Ken  Sherman,  MD. 


Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibilities 
optional.  $100,000+  per  year  including  salary  and  bene- 
fits. Please  send  CV  to  Gregg  Barfield,  PO  Box  10801, 
College  Station,  TX  77842,  or  call  409-696-6388. 

Family  Practice  Physician  for  North  Central  Texas  commu- 
nity. Associate  with  board-certified  physicians  — mod- 
ern clinic  building  — 70-bed  hospital.  Salary  guarantee 
— $120,000.  Obstetrics  not  required.  Contact:  Stan 
Schuermann,  800-332-8663. 

Grapevine  area  — Take  over  successful  solo  family  prac- 
tice. 95%  private  pay.  The  right  BC/BE  family  practition- 
er can  take  over  this  successful  practice  simply  by  leas- 
ing the  clinic  building.  Ad  Box  810,  401  W 15th,  Austin, 
TX  78701. 
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Internal  Medicine 


INTERNAL  MEDICINE 


Aggressive,  energetic  internal  medicine  specialist 
needed  to  Join  the  busy  practloe  of  a general  inter- 
nist with  subspedalty  in  H1V+/AIDS.  Located  on 
The  Woman's  Hospital  of  Texas  and  Medical  Center 
Hospital  campus  in  Houston,  the  practice  offers  a 
competitive  income  and  benefits  package  with  out- 
standing potential  for  professional  growth.  Partner- 
ship potential.  Excellent  support  staff.  Preferred 
candidate  should  be  BE/BC,  and  have  Texas  license 
or  applied.  Submit  C.V.  to  Physician  Support  Ser- 
vices, HCA  Medical  Center  Hospital,  8081 
Greenbrlar,  Houston,  TX  77054  or  call  713-790-8144. 


Gold  Mine  for  Internist  — Wanted,  aggressive  and  ener- 
getic physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures. 
Very  competitive  fee  for  service  income  available,  in- 
cluding benefits.  Salary  is  based  on  percentage  of  col- 
lections with  a base  salary  guarantee.  Send  CV  to  Nan- 
cy Bloomfield,  4010  College  St,  Suite  200,  Beaumont, 
TX  77707. 


INTERNAL  MEDICINE 

Excellent  opportunity  for  BC/  BE  internal  medicine  spedallst 
to  join  the  pradice  of  a solo  internist  located  on  The  Woman's 
Hospital  of  Texas  and  Medical  Center  Hospital  campus  in 
Houston.  Competitive  flnandal  package,  excellent  cross  cov- 
erage and  outstanding  referral  base.  Applicants  preferred  to 
have  Texas  license  or  applied.  Please  send  C.V.  to  Physldan 
Support  Services,  HCA  Medical  Center  Hospital,  8081 
Greenbrlar,  Houston,  TX  77054  or  call  713-790-8144. 


DALLAS,  TEXAS,  INTERNAL  MEDICINE  — Opportunity  for 
BC/BE  General  Internist  to  join  Dallas  Internal  Medicine 
Associates,  P.A.  New  offices  are  located  on  the  cam- 
pus of  Methodist  Medical  Center,  a tertiary  care  teach- 
ing hospital  with  IM  residency  program.  Offer  includes 
very  competitive  salary,  attractive  benefits,  liberal  vaca- 
tion and  educational  leave.  Call  Kurt  Schussler  at  1- 
800-727-6131  for  more  information. 


Fort  Worth  .Texas 

BE/BC  Internist --American  Trained  - Stable  10 
MD  Group  - Adding  7th  Internist  -Downtown  lo- 
cation - Salary  + Bonus  + Paid  Expenses  - Fee  for 
service  practice  - Mail  CV:  Administrator,  The 
Fort  Worth  Clinic,  1221  West  Lancaster  Av- 
enue, Fort  Worth,  TX  76102 


Locum  Tenens 


LOCUM  TENENS 

Attractive 

locations  8c  opportunities 

in 

• family  practice  • radiology 
• other  primary  care  specialties 

E^ariety  and  choice 

E^>ersonal  service 

E^ompetitive  income 

E^>aid  malpractice 

also 

Permanent  Placements 


For  information,  call 

1-800-531-1122 

Intrim 

Physicians 

+ 

"In  Texas  since  1982" 


INTERNAL  MEDICINE 

in  East  Texas  Community 

Enjoy  small  town  atmosphere  near  lakes. 
Well  established  with  office  adjacent  to 
hospital.  Transition  available.  Negotiable 
terms.  Excellent  income.  Write  Box  808. 


L Physicians  A 
V Unlimited  1 

w have  the  locum  tenens  physi- 
cians you  need  when  you  need  them. 

When  you  need  assistance  with 
temporary  physician  staffing  while 
you  recruit  or  to  cover  weekends, 
vacations,  illness,  or  CME,  call 
PHYSICIANS  UNLIMITED.  We  have 
a staff  of  thoroughly  credentialed 
radiologists  and  family  practitioners 
with  the  qualifications  you  need  to 
keep  your  practice  open  and  operat- 
ing smoothly. 

PHYSICIANS  UNLIMITED  is  based 
in  Houston  and  focused  on  fulfilling 
the  need  for  temporary  physician 
staffing  throughout  Texas. 

For  more  information  on  how  we  can 
help  with  your  staffing  needs,  call 
Chuck  Crandell  at  (800)  227-0316, 
ext.  9018. 
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“I’m  practicing  medicine  the  way 
I think  it  should  be  practiced, 
sans  the  paperwork  and 
administrative  overload.” 


Owen  Brodie,  MD,  joined 
CompHealth’s  locum  tenens 
medical  stalf  in  1989,  after  21 
years  in  private  practice. 

Since  then  he's  worked  in 
temporary  assignments  in 
state  facilities,  filled  in  for 
attending  physicians,  covered 
lor  private  practitioners 
across  the  country. 


A pilot.  A historian.  A 
board-certified  psychiatrist. 
Southern  to  a fault. 

Owen  Brodie  knows... 


Its  a great  way  to 
practice  medicine 

CompHealtti 

Locum  Tenens 


1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Neurology 

WANTED:  aggressive  and  energetic  Neurologist  BE/BC 
to  join  fast  growing  practice  in  Houston  and  surround- 
ing area.  Compensation  includes  salary,  incentive  pay 
and  full  benefits.  Mail  CV:  Bay  Coast  Medical  Tower, 
Suite  115,  2802  Garth  Road,  Baytown,  TX  77521. 

Occupational  Medicine 

Physician  Needed  — for  growing  Occupational  Medicine 
Clinic.  Corpus  Christi  & Alice  area.  Will  consider  part- 
nership. with  no  cash  outlay.  Send  CV  to  Administrator, 
PO  Box  3759,  Alice,  TX  78333. 

Pediatrics 

DALLAS  — Board  certified/eligible  pediatrician  to  join 
another  two  in  a medical  group  — prefer  English-Span- 
ish  speaking.  Full  or  Part-Time.  Please  send  current 
Curriculum  Vitae.  Write  Box  809  Texas  Medicine. 

Psychiatry 

NORTHEAST  TEXAS  PSYCHIATRIST  retiring  July  1993 
seeks  sole  proprietor  to  buy  general  psychiatric  prac- 
tice. I am  willing  to  work  for/with  the  buyer  to  get  set- 
tled. Please  reply  telephone  (903)  793-6191. 


Radiology 

Diagnostic  Radiologist  with  CT,  MR,  Interventional,  US, 
Nuclear  Medicine  skills  to  join  group  of  six  Board  Certi- 
fied Radiologists.  Two  hospitals,  private  offices,  ser- 
vice to  nearby  communities.  Centrally  located  to  San 
Antonio,  Austin.  Houston,  Corpus  Christi.  Good  family 
environment.  Contact  James  Neumann,  MD,  Box  3610, 
Victoria,  TX  77903;  512-578-0317. 


Physicians  Unlimited 


Physicians  Unlimited  is  offering  unique  opportuni- 
ties for  Texas  licensed  radiologists.  Are  you  inter- 
ested in  a little  travel  and  a lot  of  flexibility? 
Would  you  enjoy  more  control  over  your  schedule 
while  earning  the  most  generous  compensation  of- 
fered to  locum  tenens  radiologists?  If  so,  it  is  time 
to  consider  Physicians  Unlimited.  You  will  earn 
what  you  deserve,  and  your  malpractice  insurance, 
housing,  and  travel  expenses  will  be  paid  as  well. 

Call  Ann  Christante  at  (800)  227-0316,  ext  9045. 


Board  Certified  Radiologist? 


RADIOLOGY 


Recruiting  Assistance 
Exclusively  for  Radiology 

Locum  Tenens 
Permanent  Recruiting 

800-523-9955 

Other  Opportunities 

DERMATOLOGY,  NEUROSURGERY,  OCCUPATIONAL  MEDICINE, 
ONCOLOGY,  ORTHOPEDICS,  ORTHOPEDICS-HAND,  UROLOGY 

— Strelcheck  & Associates,  Inc.,  an  extensicn  of  our 
clients  recruiting  departments,  has  positions  available 
in  Wisconsin  and  Michigan.  We  would  be  happy  to  pro- 
vide you  with  further  information.  Please  call  1-800- 
243-4353  or  send  your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC.;  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 

PERMANENT!  MEDICAL  ASSOCIATION  OF  TEXAS  — Rapidly 
expanding  multispecialty  group  in  Dallas/Fort  Worth 
has  immediate  opportunities  for  BE/BC  physicians  in 
the  urgent  care  department.  Emergency  experience  is 
preferred,  but  not  required.  The  annual  volume  of  the 
department  is  25,000  visits.  This  is  a low  trauma  facili- 
ty that  offers  pleasant  working  conditions  with  support- 
ive staff  and  subspecialty  back  up.  We  offer  a competi- 
tive salary  advancement  plan,  comprehensive  benefit 
package  to  include  prepaid  malpractice.  Send  CV  or  call 
Physician  Services  Department;  12720  Hillcrest;  Suite 
600;  Dallas,  TX  75230;  (800)  324-9913  or  (214)  458- 
5012.  EOE 

0B/GYN,  INTERNAL  MEDICINE,  FAMILY  PRACTICE  — 

Strelcheck  & Associates,  Inc.  currently  represents  FAM- 
ILY PRACTICE  positions  in  Nebraska,  Kansas,  Texas,  Illi- 
nois, and  Wisconsin  — some  near  the  Minnesota  bor- 
der; INTERNAL  MEDICINE  positions  in  Wisconsin  and 
Ohio;  OB/GYN  positions  in  southeastern  Wisconsin.  We 
would  be  happy  to  provide  you  with  further  information. 
Please  call  toll-free,  1-800-243-4353  or  send  your  CV 
to  STRELCHECK  & ASSOCIATES,  INC.;  10624  N Port 
Washington  Road;  Mequon,  Wl  53092. 

PHYSICIANS:  Exceptional  opportunity  for  employment,  or 
to  start  your  own  practice  without  any  overhead  or 
start-up  costs.  Our  free-standing  medical  facility  has 
outstanding  team  management  and  clerical/clinical 
staff  available  to  you.  At  MCS  we  have  11,000  square 
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More  Outstanding  Opportunities 
from  The  TEXAS  Specialists... 


(serving  referral  area  of  206,000).  Regional  medical 
center  with  ultra-modern  OB  facilities  and  equipment. 
Good  neonatal  support.  Area  renown  for  recreational 
facilities.  Easy  access  to  Dallas/Fort  Worth  metropolitan 
area.  Contact:  Vicki  Truitt. 


OTOLARYNGOLOGY 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  cardiologist  for  associate 
practice  in  NE  Texas  community.  Referral  area  of 
200,000.  Modern  medical  facilities  in  town  with  more 
than  100  physicians.  Progressive,  family-oriented 
community  with  strong  diversified  economy,  excellent 
schools.  Many  social  and  recreational  opportunities. 
Generous  compensation  and  benefits  to  high  caliber 
physician.  Contact:  Vicki  Truitt 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex,  this 
16  year-old  dermatology  practice  averages  30  to  50 
patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3.300  sq.  ft.,  nine  year-old  medical  building 
designed  to  accommodate  two  dermatologists.  Current 
physician  plans  early  retirement  and  offers  practice  for 
sale.  Building  available  for  sale  or  lease. 

Contact:  Barry  Strittmatter 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise!  Need  two  more 
FPs  to  offer  full  range  of  family  medicine  in  town  of 
21 ,000;  easy  access  to  Dallas/Fort  Worth.  OB  optional. 
Ultra-modern,  200-bed  hospital.  Excellent  referral  base 
and  backup.  Generous  incentive  package.  This 
opportunity  has  it  all!  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great  life 
style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous  incentive 
package  from  community  hospital  to  qualified  doctor. 
Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt 

EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing  and 
coverage  is  available  from  other  family  physicians  in  the 
community.  This  beautiful  rural  community  is  a 
recreational  mecca;  hunting,  fishing,  water  sports, 
camping,  etc.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Barry  Strittmatter. 


CENTRAL  TEXAS 

Established  group  of  young  FPs  and  well-equipped, 
financially  sound,  JCAHO-accredited  hospital  seek  two 
BC  FPs  to  accommodate  increasing  patient  volume. 
Full  scope  of  family  medicine.  Shared  call  and 
competitive  incentive  package  to  qualified  doctor  Major 
lake,  18-hole  golf  course.  Contact:  Barry  Strittmatter. 

SOUTH  CENTRAL  TEXAS 

Within  one  hour  of  San  Antonio  - South  Central  Texas 
hospital  seeks  additional  BE/BC  family  practitioner  for 
service  area  of  20,000.  OB  is  available,  but  not 
required.  FHunting  and  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound.  Generous 
incentive  package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in  El 
Paso  (population  approximately  500,000),  wishes  to 
retire.  He  and  the  hospital  with  whom  he  is  associated 
seek  a board  certified  (or  board  eligible  pursuing 
certification)  family  physician  to  join  him  and  begin  to 
assume  his  large  practice.  Competitive  benefit  package 
to  qualified  candidate.  Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Popular  location,  great  lifestyle.  Three  busy  internists 
seek  fourth  to  join  practice.  Excellent  hospital  facilities 
and  equipment.  Outstanding  referral  base  and  backup. 
Community  of  21,000  with  easy  access  to  Dallas/Fort 
Worth.  Recreational  opportunities  abound  - and  the 
coverage  will  allow  you  time  to  enjoy  it!  Generous 
incentive  package.  Contact:  Vicki  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunity  available. 
Work  with  specialized  health  care  team  (including 
two  other  full  time  physicians  and  a host  of  other 
professionals)  in  new,  fully-equipped  comprehensive 
medical  unit.  High  incidence  of  diabetes  and 
hypertension.  Regular  hours,  limited  call;  excellent 
income  and  benefits.  Contact:  Vicki  Truitt. 


NEUROSURGERY 


NORTH  CENTRAL  TEXAS 

Recently  trained  neurological  surgeon  seeks  associate 
for  regional  neurosurgical  group.  Well-established  and 
growing  practice  in  attractive  north  central  Texas  location. 
Easily  accessible  to  D/FW  Metroplex.  Modern  hospital 
facilities.  Good  income/benefits.  Many  desirable 
features.  Call  for  details.  Contact:  Barry  Strittmatter. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  BE/BC 
OB/GYN  for  private  practice  (to  share  call  with  three 
other  OB/GYNs).  Construction  of  New  Women's  Center 
underway.  Progressive,  family  oriented  community  with 
strong,  diversified  economy;  excellent  schools.  Many 
social  and  recreational  opportunities.  Comprehensive 
incentive  package  to  qualified  physician. 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

BE/BC  OB/GYN  needed  for  associate  practice  in  north 
central  Texas  community  of  approximately  21,000 


Please  call  for  additional  listings. 


NORTH  CENTRAL  TEXAS 

Regional  medical  center  in  community  of  approximately 
21,000  (serving  referral  area  of  206,000)  seeks  BC 
otolaryngologist.  Associate  or  solo  practice  possibilities. 
Ultra-modern  hospital  facilities.  Area  renown  for 
recreational  facilities;  easy  access  to  D/FW  Metroplex. 
Competitive  incentive  package  to  qualified  physician. 
Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000+  seeks 
additional  otolaryngologist  for  private  practice 
opportunity.  Share  call  with  recently  trained  BC  ENT 
Progressive,  family  oriented  community  with  strong, 
diversified  economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Jim  Truitt. 


OPHTHALMOLOGY 


NORTH  CENTRAL  TEXAS 
Outstanding  opportunity  for  ophthalmologist(s)  to 
assume  practice  of  departing  physicians.  Regional 
medical  center  in  community  of  approximately  21,000 
(serving  referral  area  of  206,000)  will  offer 
competitive  incentive  package  for  qualified 
physician(s).  Ultra-modern  hospital,  200-bed 
hospital.  Area  renown  for  recreational  facilities;  easy 
access  to  D/FW  Metroplex.  Contact:  Vicki  Truitt 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediatricians 
seek  fourth  associate  for  group  practice  in  attractive 
community  of  27,000  (referral  area  of  200,000). 
Progressive,  family-oriented  community  with  strong, 
diversified  economy;  excellent  schools  Social  and 
recreational  opportunities  abound.  Modern  hospital  with 
Level  II  nursery  and  designated  pediatric  care  unit. 
Shared  call;  excellent  income  and  benefits;  early 
partnership.  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 


Classified  Directory 


feet  of  beautiful,  modern  decor,  state-of-the-art:  gym, 
physical  therapy  equipment,  X-RAY,  EMG,  FCE  equip- 
ment, computer  systems  and  phone  systems.  Out- 
standing income  potential,  whether  as  an  employee  of 
MCS,  or  starting  your  own  practice  without  any  over- 
head or  start-up  costs.  Call  MCS  at  (713)  988-3921, 
and  talk  to  Dale  Benincasa,  or  Clifton  Sadler  in  Hous- 
ton, Texas. 


FOR  SALE  OR  LEASE 

Medical  Equipment 

For  Sale  — Complete  turnkey  office  XMA  300  MA  125 
KVP  x-ray  system,  low  prior  usage,  installation  and  on- 
site instruction  for  office  staff,  includes  QX70  proces- 
sor and  accessories.  Contact  817-759-4298. 

For  Sale  — 1985  Agema  Thermography  machine  with 
Sony  video  display  and  video  typewriter.  Mint  condition. 
Best  offer  considered.  Call  713-932-1247. 

ORTHOPEDIC  X-RAY  & PROCESSOR  — Used  6 months,  still 
under  warranty;  Summit  Four-way  Elevating  Float-top 
Table;  Nova  325  Radiographic  Generator;  Alfa  Tec  90 
second  Digital  Processor  with  accessories;  $26,000  in- 
stalled; Houston  area  713-890-7773. 

For  Sale  — Abbott  Vision  Blood  Chemistry  Analyzer  for 
in  office  chemistries.  Like  new.  Appraised  $6,000,  ask- 
ing $5,500.  Abbott  rep  will  set-up/train.  Dr  Yerrington 
(210)  829-7179. 

Office  Space 


FOR  LEASE  IN  AUSTIN,  TX 


Highly  visible,  well  located  garden  office  park  on 
the  south  side  of  Research  Blvd.  between  Ohlen 
Road  and  Anderson  Scjuare,  just  west  of  Lamar  Blvd. 
Attractive  stucco  building  with  large  lobby  atrium. 
North  wing  of  2,190  scjuare  feet  available.  Good 
signage.  Ideal  for  medical  or  general  office  use. 
Plenty  of  parking  front  and  rear. 

(512)452-3077  or  (512)266-9421 


For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 
806-383-3377. 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  PRACTICE  DYNAMICS, 
Dept  T,  11222  Richmond,  Ste  125,  Houston,  TX 
77082;  713-531-0911. 

Family  practice  in  community  near  Houston.  Enjoy  small 
town  atmosphere  near  city  amenities.  Well-established 
with  offices  adjacent  to  hospital.  Transition  available. 
For  information  package,  contact  Business  & Profes- 
sional Associates  at  713-782-8888.  TMH-1422. 

FOR  SALE  — Two  physician  partnership  — retiring,  Ur- 
ban DFW,  No  HMO,  98%  collections.  Two  open  staff 
hospitals  within  seven  mile  radius.  Good  growth  area, 
excellent  public  and  private  school  systems,  five  major 
universities,  major  sport  franchises,  eight  lakes  within 
40  mile  radius,  terms  and  financial  help  available.  Re- 
spond AD  Box  805,  401  W 15th,  Austin,  TX  78701. 

PRACTICE  FOR  SALE,  SUBURBAN  HOUSTON:  Busy  pediatri- 
cian leaving  to  take  full-time  teaching  position.  Hospital 
has  Pedi  unit.  Level  II  Nursery  with  Neo.  Excellent  after- 
hours  coverage.  James  L.  Lukefahr,  MD,  3219  Plain- 
view  St.,  Pasadena,  Texas  77504.  (713)  947-0530. 


RADIOLOGY  OFFICE  PRACTICE  FOR  SALE.  New  building 
equipped  with  CT,  ultrasound,  mammogram  and  fluoro 
rooms.  In  well-located  area  close  to  doctors  offices  and 
hospital.  Respond  AD  Box  807,  401  W 15th,  Austin,  TX 
78701. 

DERMATOLOGY  PRACTICE  FOR  SALE.  Well  equipped  office, 
lucrative  solo  practice  in  suburban  Dallas.  Gross  rev- 
enue $300K/year.  Price  negotiable.  Available  immedi- 
ately. Call  214-462-1414  for  details. 


OTHER 

PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  cv  to:  Reuben 

PO  Box  423 14  D . ■ 

Houston,  TX  77242-23 1 4 Broil  Ste  in 
FAX  713-784-9260  & Associates 


Research  Physicians  Needed 

reSearch  For  Health,  a private-practice  research  organi- 
zation, is  seeking  recent  graduates  in  General  Practice 
or  Internal  Medicine  for  a part-time/full-time  research 
position.  Direct  patient  care.  Send  curriculum  vitaes  to: 
Kathleen  M.  Murphy,  MD,  research  for  Health,  Inc., 
902  Frostwood,  Suite  315,  Houston,  TX  77024,  or  call 
(713)  932-1234. 


SAN  ANTONIO 


SAN  ANTONIO  — Full  time  position  for  BE/ 
BC  family  practice  physician  with  ER  exper- 
ience or  emergency  physician  looking  for 
slower  pace.  Level  II  hospital  located  in  the 
medical  center  area.  Good  patient  mix,  little 
trauma  or  pediatrics.  Excellent  specialty  back- 
up, guaranteed  hourly  rate  with  bonuses  and 
paid  malpractice.  Contact  John  F.  Bragan, 
M.D.,  15600  San  Pedro,  #107,  San  Antonio, 
Texas  78232,  210/490-1357. 


f Correctional  Healthcare  ^ 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P  hysi- 
cian  student  repayment  program.  Inquiries:  TDJC, 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
yor  contact  Glynda  Baker,  (409)  291-4020. i 


DALLAS  COUNTY 


Tired  of  costly  overhead?  Tired  of  not  being  able 
to  practice  medicine  because  of  all  the  business 
headaches?  Dallas  County  has  an  excellent 
opportunity  for  you.  Dallas  County  is  now 
accepting  applications  for  a Public  Health 
Physician.  As  a Public  Health  Physician,  you  will 
be  the  Dallas  County  Jail  Medical  Director,  and  will 
be  responsible  for  examining  and  treating  patients 
who  are  inmates  in  the  Dallas  County  Jails. 
Minimum  Requirements  are: 

• Medical  Doctor 

• Currently  licensed  in  Texas 

We  offer  excellent  benefits.  This  is  an  ideal 
opportunity  for  a physician  needing  experience,  or 
a physician  interested  in  public  health.  Salary 
range  is  $5,21 1-$6, 253/mo.  Hours  7:00  am  to  3:30 
pm  M-F.  If  interested  call  (214)  920-7910. 


EEO/AA/HH 


BUSINESS  AND 
FINANCIAL  SERVICES 


$$  MONEY  FOR  DOCTORS  $$ 

All  50  States! 

We  can  arrange  funds  for  professionals  at  a lower 
cost  than  banks.  If  you  need  money  for  any  rea- 
son, contact  R.B.D.  MEDICAL,  INC. 

(214)  492-8095,  ext.  1 234#  (24  hrs.) 
or  Fax  (2 1 4)  394-4 1 85  for  free  info 
Residents!  Borrow  up  to  $35,000  now. 


Physician’s  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous 
service.  Competitive  fixed  rate.  Physicians  Service  As- 
sociation, Atlanta,  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Medical  Accounts  Receivables  — Includes  Personal  Injury 
Claims.  PLACEMENT/MANAGEMENT  SERVICES  also 
available.  For  information  call:  210-497-7574. 


Fellowship  Opportunity  in  Rural  Clinical  Care 


The  University  of  Texas  Medical  Branch  at  Galveston  has  established  an  innovative  advanced  training  opportu- 
nity to  prepare  physicians  for  success  in  rural  practice.  Training  is  available  as  six  or  twelve  month  experiences, 
and  half  of  the  time  will  be  spent  in  the  actual  provision  of  care  in  selected  rural  sites  in  coastal  Texas.  The 
remainder  of  training  time  will  be  dedicated  to  an  individualized  curriculum  focused  by  the  needs  of  the  learner 
which  could  include:  operative  obstetrics,  colposcopy,  dinical  dedsion  making,  information  management,  or 
emergency  and  trauma  management  skills. 

Applicants  should  be  board  eligible  or  certified  in  family  pradice,  pediatrics,  or  internal  medidne  and  qualified 
for  licensure  in  Texas.  Annual  salary  for  this  heavily  service-oriented  learning  program  is  $60,000,  with  the 
opportunity  for  further  salary  augmentation  in  approved  adivities.  Interested  applicants  should  send  a resume 
and  the  names  of  two  references  to  the  fellowship  director  listed  below.  The  first  training  session  will  begin  in 
April,  1993. 

Bill  Crump,  M.D.  415  Texas  Avenue  Galveston,  Texas  77555-0853 

The  University  of  Texas  Medical  Branch  at  Galveston  is  an  EEO/AA  M/F/H/V  Employer.  The  University  of 
Texas  Medical  Branch  at  Galveston  only  hires  individuals  authorized  to  work  in  the  United  States. 
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Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50. 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Denise  Kotson, 
Classified  Manager,  TEXAS  MEDICINE,  401  West  15th, 
Austin,  Texas  78701. 
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C ME  / Continuing 
education  Directory 


Courses 


MAY 

AIDS 

May  3-7,  1993 

HIV/AIDS  Conference.  New  Orleans. 
Contact  Delta  Region  AIDS  Education  and 
Training  Center,  1542  Tulane  Ave,  New 
Orleans,  LA  70112  (504)  568-3855 

Anesthesiology 

May  13-16,  1993 

Central  Atlantic  Seminar  in  Anesthesiolo- 
gy. Washington,  DC.  Contact  George 
Washington  University  Medical  Center, 
2300  K St,  NW,  Washington,  DC  20037 
(202)  994-4285 

Cardiology 

May  7-8,  1993 

Newer  Applications  in  Echocardiography. 
Dallas.  Contact  Presbyterian  Healthcare 
System,  Office  of  CME,  8160  Walnut  Hill 
Ln,  Dallas,  TX  75231  (214)  891-2323 

May  12-14,  1993 

Clinical  Auscultation  of  the  Heart.  Wash- 
ington, DC.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Dermatology 

May  6-9,  1993 

Practical  Dermatology  for  the  Primary 
Care  Physician.  Pentagon  City,  Va.  Con- 
tact Eastern  Virginia  Medical  School,  Con- 
tinuing Medical  Education,  PO  Box  1980, 
Norfolk,  VA  23501  (804)  446-6143 

Emergency  Medicine 

May  21-23,  1993 

Diagnostic  Ultrasound  for  Emergency 
Medicine.  St  Louis,  Mo.  Contact  American 
College  of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-9911  (800) 
798-1822  or  (214)  550-0911 

Genetics 

May  14-16,  1993 

Genetics  Board  Review  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 


Oncology 

May  20-21,  1993 

Intracranial  Tumors:  Modern  Management. 
San  Francisco.  Contact  University  of  Cali- 
fornia at  San  Francisco,  Extended  Programs 
in  Medical  Education,  Rm  LS-105,  San 
Francisco,  CA  94143-0742  (415)  476-4251 

Pathology 

May  13-15,  1993 

Current  Issues  in  Surgical  Pathology.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Pediatrics 

May  13-15,  1993 

Advances  & Controversies  in  Clinical  Pe- 
diatrics. San  Francisco.  Contact  University 
of  California  at  San  Francisco,  Extended 
Programs  in  Medical  Education,  Rm  LS- 
105,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

May  18-21,  1993 

International  Symposium  on  Pediatric 
Neuro-Oncology.  Houston.  Contact  The 
University  of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Surgery,  General 

May  3-5,  1993 

Current  Topics  in  General  Surgery.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

May  26-28,  1993 

Current  Issues  in  Anatomic  Pathology.  San 
Francisco.  Contact  University  of  California 
at  San  Francisco,  Extended  Programs  in 
Medical  Education,  Rm  LS-105,  San  Fran- 
cisco, CA  94143-0742  (415)  476-4251 

JUNE 

Cardiology 

June  11-12,  1993 

Congenital  Heart  Disease  in  the  Adult. 
Toronto.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 


Emergency  Medicine 

June  9-10,  1993 

Emergency  Care  Update.  Arlington,  Tex. 
Contact  CareFlite  Fort  Worth,  1301  Penn- 
sylvania Ave,  Ft  Worth,  TX  76104  (800) 
772-5840,  or  CareFlite  Dallas,  PO  Box 
225344,  Dallas,  TX  (214)  944-8143 

Family  Practice 

June  6-11,  1993 

Family  Medicine  Review  Course.  Virginia 
Beach,  Va.  Contact  Eastern  Virginia  Medi- 
cal School,  Continuing  Medical  Education, 
PO  Box  1980,  Norfolk,  VA  23501  (804) 
446-6143 

June  12-16,  1993 

Family  Practice  Board  Review  Course.  Ar- 
lington, Va.  Contact  George  Washington 
University  Medical  Center,  2300  K St,  NW, 
Washington,  DC  20037  (202)  994-4285 

June  14-18,  1993 

Family  Practice  Workshop.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Internal  Medicine 

June  25-27,  1993 

Symposium  in  Internal  Medicine. 
Williamsburg,  Va.  Contact  Eastern  Vir- 
ginia Medical  School,  Continuing  Medical 
Education,  PO  Box  1980,  Norfolk,  VA 
23501  (804) 446-614 3 

Obstetrics  and  Gynecology 

June  9-13,  1993 

The  Female  Patient.  S Padre  Island.  Con- 
tact Scott  & White  Memorial  Hosp,  Office 
of  CME,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Oncology 

June  4-5,  1993 

Cancer  in  Men.  Austin.  Contact  Scott  & 
White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Otolaryngology 

June  23-25,  1993 

International  Conference  on  Cochlear  Im- 
plants. San  Francisco.  Contact  University  of 
California  at  San  Francisco,  Extended  Pro- 
grams in  Medical  Education,  Rm  LS-105,  San 
Francisco,  CA  94143-0742  (415)  476-4251 
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C ME  / Continuing  Education 


Pediatrics 

June  14-18,  1993 

Acute  Care  Pediatrics:  Reivew  and  Update. 
Hilton  Head  Island,  SC.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-4941 

Risk  Management 

June  17,  1993 

Streetwise!  Risk  Management  Workshop.  S 
Padre  Island.  Contact  Medical  Risk  Man- 
agement, Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

JULY 

AIDS 

July  21-25, 1993 

National  Lesbian  & Gay  Health  Confer- 
ence: AIDS/HIV  Forum.  Washington,  DC. 
Contact  George  Washington  University 
Medical  Center,  2300  K St,  NW,  Washing- 
ton, DC  20037  (202)  994-4285 

Obstetrics  and  Gynecology 

July  1-5,  1993 

Highlights  in  Women’s  Health  Care.  Santa 
Fe,  NM.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

AUGUST 

Internal  Medicine 

Aug  2-7,  1993 

Internal  Medicine  Review.  S Padre  Island. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

Aug  2-4,  1993 

Ob-Gyn  Summer  Symposium.  Teton  Vil- 
lage, Wyo.  Contact  Office  of  CME,  Texas 
Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)  743-2929 

Pathology 

Aug  7-14,  1993 

Fine  Needle  Biopsy  Course.  Maui,  Hawaii. 
Contact  University  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  LS-105,  San  Francisco,  CA 
94143-0742  (415)  476-4251 
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Calendar  of  Meetings 


• Denotes  Texas  meeting 

April 

Apr  2-4,  1993,  Scottsdale,  Ariz 
American  Society  of  Cytology  Meeting 
Contact  Yener  S.  Erozan,  MD,  1015  Chest- 
nut St,  Ste  1518,  Philadelphia,  PA  (215) 
922-3880 

Apr  22-25,  1993,  Irving 

• Texas  Radiological  Society  Annual  Meet- 
ing & Scientific  Program 

Contact  TRS,  401  W 15th  St,  Austin,  TX 
78701  (800)  880-1300  or  (512)  370-1507 

May 

May  13-16,  1993,  Houston 

• TMA  Annual  Session 

Contact  Dale  Willimack,  TMA  Depart- 
ment of  Annual  Session  and  Meeting  Man- 
agement, 401  W 15th  St,  Austin,  TX 
78701  (800) 880-1300 

May  15-16,  1993,  Houston 

• Texas  Society  of  Anesthesiologists  Inter- 
im Meeting 

Contact  TSA,  401  W 15th  St,  Ste  990, 
Austin,  TX  78701  (512)  370-1659 

May  20-22,  1993,  Portland,  Ore 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  ASIM,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808  (202) 835-2746,  ext  266 

June 

June  10-12,  1993,  Houston 

• Baylor  Ophthalmology  Alumni  Associa- 
tion Meeting 

Contact  Baylor  College  of  Medicine,  Oph- 
thalmology Dept,  6501  Fannin,  Ste  NC- 
200,  Houston,  TX  77030  (713)  798-3708 

June  17-18,  1993,  Austin 

• TMA  Conference  for  CME  Sponsors 

Contact  Carrie  Laymon,  Medical  Educa- 
tion Dept,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  (512)  370-1446 
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AMBULATORY/ 
PRIMARY  CARE 

Opportunities  Available  in: 
Killeen,  Texas 

• Full  Time  or  Part  Time 

• Paid  CME/Malpractice 

• No  Nights/No  Call 

• No  Hospital  Responsibility 

• MD  or  DO 

• BC  or  Residency 
Completion 

• State  License 

• ACLS/BCLS 

For  further  information  please 
contact  Susan  Bray  or 
Susan  Mamakos  at 

1-800-966-2811 


PL 

Healthcare  Corporation 

10227  Wincopin  Circle, 
Suite  400 

Columbia,  Maryland  21044 
1-410-964-2811 

An  Equal  Opportunity  Employer 


TALKTOTEXAS 

with 

Texas  Medicine 
Classifieds 


Fax  or  phone  in  your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 
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Medical 

Malpractice 

Insurance 


Insured  with 
the  J.U.A.? 

Want  Out? 

Our  Company  Offers: 

•Financial  stability 
•Economically  pleasing 
premiums 
•A  quick  response 


KELLEY 
RHODES 

INSURANCE  INC. 

3500  South  Gessner  Suite  202  Houston,  Texas  77063 
Telephone:  713.954.5500  Fax:  713.954.5528 


Ambulatory 
Preventive  Medicine 


The  city  of  Fort  Worth  / Tarrant 
County  Health  Departments 
are  seeking  BE/BC  family 
practice  or  public  health/pre- 
ventive medicine  physicians 
for  full-time  employment.  Will 
work  in  areas  of  pediatrics, 
family  planning,  STD  control 
and  HIv  services. 

Consider  a full-time  public 
health  career  with  no  office 
overhead,  minimal  night 
call,  flexible  hours,  research 
opportunities  and  excellent 
benefits.  Texas  license  or 
ability  to  obtain  required. 

Send  CV  to: 

Nick  Curry,  MD,MPH 
1800  University  Dr. 

Fort  Worth,  TX  76107 


MEDICAL  CROSSWORD  NO.  7 


ACROSS 

1 . A sensation  of  unsteadiness  and 
a feeling  of  movement  within  the 
head  (9) 

5.  Consists  of  the  tarsus,  metatarsus,  and 
phalanges  (4) 

9.  Radiography  of  the  kidney  (10) 

10.  A medicinal  and  poisonous 
element  (7) 

1 1 . Premenstrual  tension,  abbrev  (3) 

1 3.  Chemical  symbol,  magnesium  (2) 

14.  Chemical  element,  Sn  (3) 

1 5 . The  unit  of  volume  in  the  metric 
system,  English  spelling  (5) 

1 8.  The  customary  amount  and  kind  of 
food  and  drink  taken  by  a person 
from  day  to  day  (4) 

1 9.  Adipose  tissue  (3) 

2 I . A brief  contractile  response  of  a 

skeletal  muscle  elicited  by  a single 
maximal  volley  of  impulses  in  the 
neurons  supplying  it  (6) 

24.  Clubfoot  (7) 

25.  Collar  bone  (8) 

26.  A chronic  generalized  connective 
tissue  disorder,  initials  (3) 

Solution  on  p 24. 

GOW  PUBLISHING  © 1992 


DOWN 

1 . Mental  activity  in  which  fantasy 

runs  unhampered  by  logic  and 
experience  (7) 

2 and  17.  Brand  name  of  ranitidine  (6) 

3 . The  taking  of  food  or  drugs  into  the 
body  by  mouth  (9) 

4.  Systemic  disease  associated  with  the 
presence  and  persistence  of 
pathogenic  microorganisms  or  their 
toxins  in  the  blood  (10) 

6.  The  back  of  the  head  (7) 

7 . Management  and  care  of  a patient 
or  the  combating  of  disease  or 
disorder  (9) 

8 and  20.  The  organ  of  vision  (3) 

1 2 . A semisolidified  mass  of 
coagulum  (4) 

16.  The  small,  irregularly  triangular 
sesamoid  bone  forming  the 
knee-cap  (7) 

1 7 . Same  clue  as  2 Down  (6) 

1 9.  A convulsion  (3) 

20.  Same  clue  as  8 Down  (3) 

2 1 . A digit  of  the  foot  (3) 

22.  The  circular  pigmented  membrane 
behind  the  cornea  (4) 

23.  Composed  of  the  ilium,  ischium,  and 
pubis  (3) 
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The  down-to-earth  side 
of  space  medicine 


Health-system  reform:  Texas  physicians’  role  / 18,  30  • 77? <?  facts  on  electroconvulsive  therapy  / 5S 
• Potential  liabilities  haunt  emergency  department  physicians  / S3 


To  get  a great  deal 
on  this  little  number. . . 


. . . just  call  this  little  number 
1-800-634-1234 


Getting  a new  car  can  be  a bumpy  road. 
Shopping  for  the  best  deal  and  dickering 
on  your  trade-in  is  a real  hassle,  but 
Autoflex  Leasing  makes  it  easy. 

Let  Autoflex  leasing  do  the  shopping  for 
you.  We  get  you  the  car,  truck,  or  van 
you  want,  the  options  you  want,  and  the 
payment  you  want.  Plus,  we'll  take  your 
old  car  in  on  trade,  handle  all  the  paper- 
work, and  even  deliver  your  new  car  to 
your  door.  You  never  have  to  set  foot  on 
a car  lot  or  talk  to  a salesman. 


Best  of  all,  we  can  save  you  money!  We 
lease  all  domestic  and  import  models 
including  Lincoln,  Cadillac,  Mercedes, 
BMW,  Porsche,  Infiniti,  Acura,  Lexus, 
Toyota,  Nissan,  Mazda,  Ford,  Chevy, 
Jeep,  Honda,  Jaguar,  and  more! 

Call  Louis  Murad,  John  Welch,  or  A1 
Couvillon  today  for  more  information  or 
a free  phone  quote:  1-800-634-1234. 

Now  that  you've  got  the  number  to  call, 
let  us  get  the  little  number  you  want! 


Autoflex 

(I  E a S i N g) 
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TexasMedical 

Association 


Contact:  Louis  Murad,  John  Welch,  or  A1  Couvillon 

1-800-634-1234 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


GROUP  PLUS 


FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Tenn  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  ev  idence  of 
insurability  required. 


created  and  endorsed 
by  the  Texas  Medical 
Association 


2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 

P.O.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 


6. 


Underwritten  by  The  Prudential  for  24 
years  (1969—  1993) 


Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 
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Cover  photograph  courtesy  of  NASA. 


Texas  Medicine  feature 


“Physicians  use 
spinoffs  from  the 
space  program 
virtually  every  day, 
even  though  they 
probably  don’t 
know  it.  ” 

— Sam  L.  Pool,  MD 


The  down-to-earth  side  of 
space  medicine 

Mankind’s  journey  to  the  final  frontier  has 
changed  the  practice  of  medicine.  Recent 
space  medicine  discoveries  — - and  exciting 
research  projects  on  the  launchpad  — 
promise  to  open  new  horizons  for  earth- 
bound  physicians  and  their  patients. 

BY  CHARLES  D.  BANKHEAD 


11 

Upfront 

Dr  Tenery  to  become  president  at  annual  session  • Corporate  sponsors  aid  annual  session 

• Outreach  program  asks  you  for  two 
• TMA  leadership  conference  draws  increased  attention 
• New  member  service  addresses  physicians’  financial  needs 
• Fast-paced  video  helps  TMA  deliver  news 


18 

Legislative  Affairs 

Physicians  deliver  reform  message  in  Washington 
• Barratry  bill  signals  hope  for  lawsuit  abuse  relief 
• Physicians,  spouses  make  ‘house’  calls 

Commentary 

Senate  strives  to  provide  the  care  Texans  need 
By  Bob  Bullock 


24 

Public  Health 

AIDS  chairman:  epidemic  prompts  slow  response  from  physicians 
• What  is  the  National  Commission  on  AIDS? 

• Survey  reveals  physicians  are  treating  inquisitive  patients 
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Commentary 

Firearms  are  leading  cause  of  injury  mortality  in  Texas  . . . again 
By  David  F.  Zane,  MS;  Mary  Jo  Preece;  Patti  J.  Patterson,  MD,  MPH; 
Nagla  El.erian;  Erik  k.  Svenkerud,  MD,  MPH;  Dennis  M.  Perrotta,  PhD 


30 

Medical  Economics 

TMA  takes  decisive  steps  towards  leadership  role  in  health-care  reform 
• Program  focuses  on  avoiding  failure-to-diagnose  cancer  claims 
• Council  on  Socioeconomics  studies  low-cost  electronic  claims  clearinghouse 
• Crime  Victims  Compensation  program  cuts  physician  reimbursement  rate 


46 

Science  and  Education 

‘Reachable  Teachables’  program  to  gather  items  for  science  classes 

• Council  on  Medical  Education  studies  medical  examiners,  other  issues 

• Medicine  in  Texas:  News  from  around  the  state 

• Council  on  Scientific  Affairs  commends  excellence  in  science  teaching 


50 

Law 

Chiropractic  board  may  adopt  ‘worrisome’  rules  • Legal  notebook 

Navigating  the  Board  of  Medical  Examiners  system 
By  Daniel  W.  Bishop  II,  JD 

Potential  liabilities  haunt  emergency  department  physicians 
By  Hugh  M.  Barton,  JD 


57 

The  Journal 

Electroconvulsive  therapy 
By  William  H.  Reid,  MD,  MPH 


firearms  are 

LEADING  CAUSE 
OF  INJURY 
MORTALITY 
IN  TEXAS  . . . 
AGAIN 
• • • 

For  the  second 
straight  year,  more 
Texans  were  killed  by 
firearms  than 
motor  vehicles. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  - is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Oral  tablets  of  YOCON*  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000’s  NDC  53159-001-10  and  Blister-Paks  of  30’s 
NDC  53159-001-30 
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1.  A.  Morales  et  al.,  New  England  Journal  of  Medicine:  1221.  November  12, 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188.  McMillan 
December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  Letter,  27:2,  July  4, 1983. 

4.  A.  Morales  et  al.,  The  Journal  of  Urology  128: 

45-47’1982  Rev.  1/85 
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YOHIMBINE  HYDROCHLORIDE  | 

5.4  mg.  (1/12  grain)  per  table* 

1000  TABLETS 

DOSAGE:  1 tablet  3 times  daSy.w 
« Erected  by  a physician.  S "* 

tterature  for  complete  tnton 


Available  at  pharmacies  nationwide 
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PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
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UT-MED  Consultation  Services 

1 -800  -FACULTY 

The  University  of  Texas  Medical  Branch  at  Galveston  (UTMB) 


“Dear  Physician: 

The  challenges  tv e face  as  a tertiary  care  teaching  facihity  in  providing 
quality  care  may  seem  insurmountable  to  a referring  physician.  *We  are 
committed  to  addressing  the  perceptions  and  myths  about  access  to  care  at 
‘U‘1 Vd/B.  In  the  coming  months  ive  zvill  dispel  these  myths  and  e?(plain  the 
facts  in  blact^and  zvhite.  ‘Thus,  you  zvill  realize  our  commitment  to  you,  the 
referring  physician. 

Sincerely, 


Michael  M.  Warren,  M.  D. 
Medical  Director,  UT-MED 


MYTH 

FACT 

® UTMB  has  no  available  beds. 

(D  On  occasion,  UTMB  may  not  have  had  specialty 
beds  immediately  available.  We  have  committed 
to  providing  more  patient  beds  in  1993. 

(D  The  consultation  and  referral  line 
(1 -800-FACULTY)  is  always  busy. 

© To  accommodate  the  high  volume  of  calls,  roll-over 
telephone  lines  have  been  added  and  personnel 
has  been  increased  by  40  percent. 

® Faculty  members  are  inaccessible. 

© An  on-call  system  by  specialty  provides  24-hour 
access  to  faculty  and  residents. 

® The  patient  transfer  process  is  difficult. 

© Protocols  have  been  updated  and  the  Consulta- 
tions Services'  staff  has  completed  advanced 
training  to  streamline  the  transfer  process. 

© follow-up 

© clinic 

© 

A physician-to-physician  telephone  resource  for  information,  consultation  and  referral. 

1-800-FACULTY 
(1-800-322-8589) 
or  locally  1 (409)  772-5000 

A service  of 

UT-MED,  The  Group  Practice  of  Medicine 


The  University  of  Texas  Medical  Branch  at  Galveston 
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Use  electronic  claims 
technology  to  the  fullest 
extent 

I READ  WITH  INTEREST 
“Medicare  incentives  encourage 
physicians  to  file  electronic 
claims”  (Texas  Medicine,  February 
1993,  pp  34-41)  and  the  letter  from 
John  Menchaca,  MD,  about  the  fact 
that  insurance  companies  stand  to 
gain  most  from  electronic  claims 
(Texas  Medicine,  March  1993,  p 7). 
I fully  agree  with  Dr  Menchaca. 

Many  economies  can  be  realized 
with  electronic  claims.  It  is  time  for 
the  TMA  to  actively  encourage  addi- 
tional developments  — standardized 
electronic  claims  forms,  electronic 
EOBs,  and  magnetic  insurance  cards. 

As  Dr  Menchaca  clearly  under- 
stands, the  physician  office  has  re- 
duced the  clerical  work  load  of  in- 
surance companies.  Now  is  the  time 
for  insurance  companies  to  return 
the  favor.  The  benefits  of  electronic 
claims  submission  are  limited  cur- 
rently by  the  lack  of  a standardized 
electronic  claim  form  that  could  be 
used  between  carriers,  and  by  the 
lack  of  a standard  (or  perhaps  by 
lack  of  interest  on  the  part  of  the 
carriers)  whereby  the  EOBs  and 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
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discretion  of  the  managing  editor  and  editori- 
al advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
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money  could  be  returned  and  credit- 
ed to  encounters  electronically. 

Just  as  the  physician  office  helped 
reduce  the  insurance  companies’ 
clerical  load,  now  they  can  help  us 
control  administrative  costs  by  cre- 
ating an  “electronic  EOB.”  Commu- 
nication should  take  place  at  night 
when  both  the  phone  system  and  the 
medical  office  computer  system  are 
underutilized.  But  we  can  carry  it  a 
step  further.  Credit  card  companies 
can  determine  up-to-the-moment 
credit  availability.  Why  not  a health 
insurance  card  that  would: 

1.  Magnetically  carry  a patient’s 
identifying  information,  de- 
ductibles, and  copayments. 
Offices  would  be  more  efficient  if 
the  information  could  be  cap- 
tured by  “swiping”  it  through  a 
credit  card  reader  than  by  typing 
in  this  information  manually. 

2.  Access  in  real  time  what  the  in- 
surance payment  will  be,  thereby 
permitting  the  office  to  collect  at 
the  time  of  services  all  that  insur- 
ance will  not  pay. 

My  office  currently  spends  a 
great  deal  of  time  in  both  of  these 
tasks,  especially  determining  insur- 
ance benefits  related  to  surgery.  The 
technology  is  “on  the  shelf.” 

Edward  Hurst,  MD 

PO  Box  1277 
Greenville,  TX  75401 


(Editor’s  note:  The  TMA  Council  on  Socio- 
economics recently  reviewed  a proposal  to 
develop  a statewide  electronic  claims  clear- 
inghouse. [See  article  on  p 31. 1 The  council 
is  currently  looking  to  simplify  claims  pro- 
cessing thereby  reducing  costs  to  the  physi- 
cian and  patient.  A first  step  in  this  effort  is 
to  encourage  Texas  physicians  to  file  claims 
electronically.) 


PCRM  reiterates  stance 
on  cow’s  milk 

Dr  John  Howe’s  commentary 
criticized  our  recommenda- 
tions regarding  the  health  haz- 
ards of  cow’s  milk  consumption,  but 
his  summary  of  our  recommenda- 
tions is  incomplete  and  inaccurate. 
(See  Texas  Medicme,  January  1993, 
pp  64-65.)  And  nowhere  in  his  com- 
mentary did  he  provide  any  support 
for  a contrary  position. 

Contrary  to  his  statement,  we  did 
not  “fail  to  mention”  that  the  Ameri- 
can Academy  of  Pediatrics’  recommen- 
dations against  unmodified  cow’s  milk 
apply  to  the  first  year  of  life.  We  share 
the  academy’s  concern  that  cow’s  milk 
is  deficient  in  iron  and  essential  fatty 
acids  and  that  its  proteins  can  elicit 
gastrointestinal  blood  loss  in  infants. 

However,  our  concerns  go  further. 
We  recommend  that  parents  be  in- 
formed of  the  risks  cow’s  milk  pre- 
sents to  children,  including  insulin-de- 
pendent diabetes,  colic,  allergies,  and 
lactose  intolerance.  Evidence  linking 
diabetes  to  cow’s  milk  exposure 
comes  from  both  epidemiologic  (1) 
and  human  clinical  studies  (2)  and 
strongly  suggests  that  bovine  albumin 
stimulates  the  production  of  antibod- 
ies that  can  then  attack  and  destroy 
the  insulin-producing  cells  of  the  pan- 
creas. It  appears  that  viral  exposures 
are  also  necessary  to  expose  the  vul- 
nerable pancreatic  proteins.  Approxi- 
mately 20%-30%  of  children  are  ge- 
netically susceptible  to  diabetes. 
Happily,  most  do  not  experience  the 
sequence  of  events  leading  to  the  dis- 
ease. But  if  this  theory  is  correct,  the 
most  prudent  course  is  an  avoidance 
of  cow’s  milk.  That  would  also  mean 
that  infants  should  not  be  given  cow’s 
milk  formulas  and  that  breast-feeding 
mothers  should  not  consume  cow’s 
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milk,  since  several  bovine  proteins 
have  been  shown  to  pass  into  mater- 
nal breast  milk. 

All  dairy  products  other  than 
nonfat  milk  and  its  derivatives  con- 
tribute to  heart  disease,  cancer,  obe- 
sity, non-insulin-dependent  diabetes, 
and  all  other  problems  associated 
with  animal  fat  consumption. 

Finally,  the  milk  sugar  lactose 
breaks  down  to  glucose  and  galac- 
tose. The  latter  has  been  linked  to 
cataracts  (3,4)  and,  in  preliminary 
findings,  to  ovarian  cancer  (5). 

Our  final  recommendations  were 
that  recommendations  and  require- 
ments for  milk  consumption  should  be 
dropped  from  federal  guidelines  and 
that  federal  programs,  such  as  the  WIC 
and  school  lunch  programs,  should  be 
consistent  with  these  guidelines. 

We  would  be  pleased  to  provide  fur- 
ther information  on  these  issues  and  do 
not  believe  that  the  public  is  well 
served  by  the  unsupported  rhetoric  that 
some  have  brought  into  print. 

Nea!  D.  Barnard,  MD 

President 
Physicians  Committee 
for  Responsible  Medicine 
PO  Box  6322 
Washington,  DC  20015 
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Dr  Howe  responds 

Dr  Neal  Barnard’s  letter 
reinforces  the  importance  of 
my  message  in  the  January  is- 
sue: this  controversy  is  a clear  indi- 
cation of  the  importance  of  a scien- 
tifically literate  populace  and  the 
role  the  scientific  community  can 
and  should  play  in  promoting  an 
appreciation  for  and  understanding 
of  science. 

It  is  up  to  us,  the  scientific  com- 
munity in  Texas,  to  educate  the  pub- 
lic — from  preschoolers  to  golden 
agers  — about  science:  how  it  really 
works,  how  it  impacts  our  daily 
lives,  why  it’s  important  to  us  now 
and  in  the  future. 

Consider  the  impact  if  each  per- 
son reading  this  issue  of  Texas 
Medicine  spent  just  1 hour  this  year 
working  to  improve  the  public’s  un- 
derstanding of  science  in  everyday 
life.  One  hour  talking  to  a high 
school  biology  class,  a Sunday 
school  class,  or  civic  group;  1 hour 
giving  a science  club  a tour  of  your 
facilities;  1 hour  with  the  teachers  at 
your  local  school. 

Think  about  it  — scientific  litera- 
cy depends  on  all  of  us! 

John  P.  Howe  Hi,  MD 

President 

Texas  Society  for  Biomedical  Research 
401  W 15th  St,  Suite  680 
Austin,  TX  78701 


(800)  880-1395 

Get  the  latest  news 
on  health  and 
medical  legislation 
before  the  Texas 
Legislature.  The 
brief  recorded 
message  is  updated 
each  weekday  at 
10:30  a.m. 

A service  of  the 
Texas  Medical 
Association  Public 
Relations 
Department,  in 
cooperation  with  the 
Division  of  Public 
Affairs. 
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More  than  80,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

D 

1 hysicians  in  over  75  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  electronic  remit- 
tance; UB  billing;  custom  report  writing  and  a hospital-physician  network. 


Contact  your  local  dealer 
for  more  information 

Independent  Consulting 
Experts 

Alvin,  Tx  713/585-4767 

Management  Solutions 

Arlington,  Tx  800/275-5266 

Medical  Design  & Images 

Austin,  Tx  512/454-6774 

Medical  Systems,  Inc 
Dallas,  Tx  214/342-0789 

Texas  Medical 
Systems,  Inc. 

Dallas,  Tx  800/551-4588 

Compatible  Micro 
Solutions,  Inc 

El  Paso,  Tx  915/833-7011 

Health-Tech 
Systems,  Inc. 

El  Paso,  Tx  915/833-0686 

Advanced  Medical 
Management,  Inc. 

Houston,  Tx  713/789-0030 

Healthcare  Computers,  Inc 

Houston,  Tx  7 13/465-9956 

Management  Integrated 
Solutions,  Inc./CCMS,  Inc. 

Houston,  Tx  713/580-6717 

DRG  Associates 

San  Antonio,  Tx  210/336-2188 


For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701. 


Anderson  Data  Sources,  Inc. 
Victoria,  Tx  512/576-6946 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming.  Inc  Systems  Plus.  Inc.  and  its  logo  are 
registered  trademarks  of  Systems  Plus.  Inc.  ©1992  Systems  Plus.  Inc. 


If  it's  time  for  you  to  enter  the  legal  ring,  don't  feel  like  you  have  to 
throw  in  the  towel.  With  our  superior  counsel  and  in-house  attorneys, 
our  company  maintains  a tough  stance  on  claims  and  a vigorous 
defense  that  fights  to  win. 

We’re  ICA. 

The  insurance  company  Defending  Defensible  Doctors. 

Call  us  at  (800)  899-2356  or  (713)  871-8100, 

4295  San  Felipe,  Houston,  Texas  77027. 


INSURANCE 
CORPORATION 
OF  AMERICA 

fC-;  . - 

y ' , 


TEXAS  MEDICAL  ASSOCIATION 


Upfront 


Dr  Tenery  to  become 
president  at  annual 
session 

Robert  M.  Tenery,  Jr,  MD, 
Dali  as,  will  he  installed  as 
TMA  president  for  1993-1994 
during  the  membership  luncheon  at 
the  1993  TMA  Annual  Session  in 
Houston.  The  luncheon  is  scheduled 
for  12:15  pm  on  Saturday,  May  15, 
in  Ballroom  B,  George  R.  Brown 
Convention  Center. 

Dr  Tenery,  who  was  chosen  TMA 
president-elect  by  the  House  of  Del- 
egates last  May,  is  an  ophthalmolo- 
gist. He  is  a third-generation  physi- 
cian whose  father  served  as  TMA 
president  in  1963.  A member  of  the 
House  of  Delegates  since  1979,  he 
also  chaired  the  TMA  Membership 
Committee  from  1986  to  1992.  An 
alternate  delegate  to  the  AMA  since 
1988,  Dr  Tenery  writes  a monthly 
opinion  column  for  the  AMA’s 
American  Medical  News. 

Also  featured  during  the  mem- 
bership luncheon  will  be  Lynn  Ash- 
by, the  editorial/opinion  editor  of 
The  Houston  Post.  He  will  speak  on 
“Welcome  to  Houston  — The  land 
of  run  and  shoot.” 

Tickets  for  the  luncheon  ($22.50 
per  person)  will  be  available  at  the 
ticket  sales  desk  at  annual  session, 
which  begins  May  13  and  runs 
through  May  16. 

Robert  M. 

Tenery,  Jr,  MD 


Corporate  sponsors  aid 
annual  session 

Every  year  corporate 
sponsors  support  TMA’s  efforts 
to  offer  educational  programs 
and  special  events  at  annual  session 
through  financial  grants. 

At  the  top  of  the  list  of  support- 
ers for  the  1993  Annual  Session  are 
five  companies  that  provided  grants 
at  the  “Platinum  Sponsor”  level. 
They  are: 

• Allen  & Hanburys,  Division  of 
Glaxo,  Inc,  Research  Triangle 
Park,  NC; 

• Marion  Merrell  Dow,  Kansas  City, 
Mo; 

• Texas  Medical  Association  Insur- 
ance Trust,  Austin; 

• Texas  Medical  Liability  Trust, 
Austin;  and 

• Wyeth-Ayerst  Laboratories, 
Philadelphia,  Pa  (Wyeth,  Ayerst, 
Pediatric,  and  A.H.  Robins 
Divisions). 


The  sponsorship  program,  which 
includes  four  levels  of  participation, 
offers  companies  the  opportunity  to 
sponsor  special  events  such  as  the 
Annual  Membership  Luncheon  or  a 
program  in  a medical  specialty. 

Also  providing  support  to  this 
year’s  session  are  “Gold  Sponsors” 
Bristol-Myers  Squibb  Company, 
Princeton,  NJ;  SmithKline  Beecham 
Pharmaceuticals,  Philadelphia,  Pa;  The 
Upjohn  Company,  Kalamazoo,  Mich; 
and  Glaxo,  Inc,  Research  Triangle 
Park,  NC  (Glaxo  Pharmaceuticals, 
Allen  & Hanburys,  Cerenex  Pharma- 
ceuticals, and  Glaxo  Corporate  Divi- 
sions). 

The  “Silver  Sponsors”  include  the 
American  Cancer  Society,  Texas  Divi- 
sion, Inc,  Austin;  Du  Pont  Pharma, 
Irving;  Genentech,  Inc,  South  San 
Francisco,  Calif;  and  Miles,  Inc, 
Pharmaceutical  Division,  West 
Haven,  Conn. 

The  “Bronze  Sponsors”  are  Muro 
Pharmaceutical,  Inc,  Tewksbury, 
Mass,  and  The  Purdue  Frederick 
Company,  Norwalk,  Conn. 


Outreach  program  asks  you  for  two 

PHYSICIANS  WILL  HAVE  THE  opportunity  to  “tap  two”  as  part  of  an 
outreach  program  sponsored  by  the  membership  department  at  TMA’s 
1993  Annual  Session  this  month. 

“Our  goal  is  for  every  member  to  try  to  recruit  two  new  members  to  their 
county  medical  society,”  said  Amy  Bruno,  TMA’s  recruitment  manager. 

TMA  now  counts  83%  of  Texas  physicians  among  its  members,  a very 
strong  number  in  comparison  to  other  states’  associations  and  societies. 

For  interested  physicians,  the  membership  department  will  offer  packets  of 
materials,  including  names  of  nonmembers,  at  the  “Outreach  Desk”  in  the 
House  of  Delegates  meeting  room. 

Certificates  of  recognition  and  awards  will  be  presented  to  participants 
who  successfully  recruit  new  members  in  the  outreach  program.  The  deadline 
for  recruiters  to  get  credit  for  nonmembers  who  join  is  February  28,  1994. 

For  more  information,  contact  Amy  Bruno,  TMA  membership  depart- 
ment, (800)  880-1300  or  (512)  370-1443. 
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T M A LEADERSHIP  CONFERENCE 
DRAWS  INCREASED  ATTENTION 

TEXAS  PHYSICIANS  PACKED  into  the  auditoriums  at  TMA’s  Winter 
Leadership  Conference  in  February  to  hear  a series  of  state  and  national 
speakers  talk  about  health-system  reform. 

The  intensity  of  government’s  focus  on  health-care  issues  has  resulted  in  a 
corresponding  increase  in  interest  from  physicians,  says  Jon  Hornaday, 
TMA’s  director  of  special  services  and  coordinator  of  the  conference. 

“Feedback  from  those  attending  the  conference  reflected  a level  of  involve- 
ment far  greater  than  we  have  seen  in  recent  years,”  he  said. 


John  B.  Crosby,  senior  vice  presi- 
dent of  health  policy  development 
at  the  American  Medical  Associa- 
tion, was  among  panelists  who  an- 
swered questions  about  the  legisla- 
tive and  regulatory  outlook  for 
health-system  reform. 


Jerry  A.  Bell,  Jr,  JD,  part- 
ner of  Fulbright  and  Ja- 
worski,  explained  how  to 
survive  the  legal  and  ethi- 
cal challenges  of  managed 
care  as  he  presented  the 
Philip  R.  Overton  Lec- 
tureship in  Medicine  and 
Law.  Mr  Bell  is  chairman- 
elect  of  the  Health  Law 
Section  of  the  State  Bar  of 
Texas. 


TMA  President  'William  G.  Gamel, 
MD,  Austin,  welcomed  Gov  Ann 
Richards  as  the  conference’s  lun- 
cheon speaker.  Governor  Richards 
noted  the  need  for  state  reform  to 
complement  that  at  the  federal  lev- 
el but  emphasized  the  state’s  role  in 
advocating  preventive  care. 


US  Sen  Phil  Gramm  (R-Tex)  drew 
vigorous  applause  from  physicians 
at  the  conference  when  he  described 
the  US  health-care  system  as  the 
finest  in  the  world.  He  stressed  that 
effective  reform  must  not  be  based 
on  merely  a redistribution  of  costs 
and  that  both  buyers  and  sellers  of 
health  care  must  be  prepared  to  al- 
ter their  behaviors. 


Texas  Department  of  Health  Com- 
missioner David  R.  Smith,  MD, 
pointed  out  the  necessity  to  im- 
prove on  a health-care  system  that 
rewards  bad  behavior  instead  of 
preventive  care  risk-reduction. 


12 


TEXAS  MEDICINE 


VOLUME  89  NO.  5 


MAY  1993 


IJ  p front 


New  member  service  addresses  physicians’  financial  needs 

Texas  Mkdical  Association  has  endorsed  Mercer  as  provider 
of  financial  plans  and  investment  and  practice  management  programs 
for  TMA  members. 

Mercer  is  the  largest  fee-only  investment  and  financial  management  advi- 
sory firm  in  the  United  States.  It  specializes  in  working  with  physicians  and 
other  health-care  professionals  and  has  $500  million  under  advisement  and 
more  than  1,400  clients. 

Mary  W.  Geda,  MD,  chair  of  the  TMA  Council  on  Member  Services,  says 
the  endorsement  came  as  a result  of  the  association’s  recognition  of  mem- 
bers’ needs  for  a highly  professional  financial  planning  and  investment  man- 
agement service  in  the  turbulent  and  uncertain  investment  markets  of  today. 

“Most  physicians  would  rather  concentrate  on  their  patients  if  they  could 
find  a reliable  source  to  handle  their  financial  affairs,”  she  says.  “We  have 
found  a good  answer  for  our  membership  with  Mercer.” 

The  firm,  which  charges  a fee  rather  than  a commission,  uses  a “portfolio 
design”  investment  strategy,  which  it  says  out-performs  “market  timing”  and 
“stock  selection”  strategies  by  a huge  margin.  Mercer’s  on-staff  attorneys, 
financial  planners,  retirement  specialists,  and  investment  experts  produce 
custom-tailored  programs  for  its  clients. 

The  Mercer  program  also  features  computer-aided  financial  analysis  and 
“what  if”  scenarios  in  structuring  customized  strategic  game  plans  for  its  clients. 

“A  coordinated,  comprehensive  program  that  considers  all  financial,  in- 
vestment, and  practice  needs  at  once  is  the  best  answer  for  most  physicians,” 
says  Howard  Rochestie,  Mercer’s  board  chairman,  who  will  speak  at  a series 
of  TMA  workshops  beginning  May  25. 

Mercer  is  bound  by  rules  and  regulations  of  the  Investment  Advisors  Act  of 
1940  and  regulated  by  the  Securities  and  Exchange  Commission.  The  firm  is 
headquartered  in  Santa  Barbara,  Calif,  with  offices  in  Lansing,  Mich,  and  Hous- 
ton. Mercer  has  been  in  business  30  years  and  employs  about  60  specialists. 

It  is  the  TMA  member’s  responsibility  to  observe  and  monitor  the  perfor- 
mance of  his  or  her  investments.  TMA  cannot  and  will  not  guarantee  fund 
performance  or  income  to  those  joining  the  Mercer  program. 

All  TMA  members  are  eligible  for  discounts  on  all  Mercer  services.  For 
more  information,  call  Mercer  at  (800)  825-5152. 


Fast-paced  video  helps 
TMA  deliver  news 

WITH  TWO  SIMPLE  BUT 
explicit  words,  “Standby” 
and  “Action!”  the  director 
rolls  the  camera.  Anchor  Susan 
Rudd  Wynn,  MD,  lifts  her  chin  and 
smiles  brightly  as  she  welcomes  her 
audience  to  “Texas  Physicians  Speak 
Out!”  — TMA’s  latest  news  video 
for  physicians. 

Forty-five  minutes  later,  she  dashes 
out  of  the  Austin  production  facility 
just  in  time  to  catch  a flight  back  to 
her  allergy  practice  in  Fort  Worth. 
Just  as  swiftly,  the  production  crew 
creates  a new  backdrop  to  tape  TMA 
President  William  Gamel,  MD,  and 
two  other  interviews.  Later  in  the  day, 


several  stories  are  shot  at  the  State 
Capitol. 

After  another  day  of  back-to- 
back  interviews,  two  days  of  rough- 
cut  editing,  and  two  of  final  polish, 
TMA’s  news  video 
is  ready  to  air. 

This  edition  was 
mailed  at  the  end 
of  March  to  all 
county  medical  so- 
ciety presidents 
and  members  of 
TMA’s  Hospital 

Governor  Ann  Richards 
was  interviewed  for 
TMA’s  news  video  prior 
to  her  speech  at  the 
TMA  Winter  Leader- 
ship Conference  in 
February. 


Medical  Staff  Section  with  a letter 
encouraging  them  to  use  it  at  an  up- 
coming meeting. 

The  17-minute  news  show  pre- 
sents the  critical  issues  affecting 
physicians  on  a state  and  national 
level  with  the  fast  pace  and  visual 
impact  native  to  video  productions. 
Anchor  Susan  Rudd  Wynn,  MD, 
who  chairs  TMA’s  Council  on  Com- 
munication, adds  a personal,  physi- 
cian-to-physician  touch  that  could 
not  be  achieved  with  an  actor. 

This  edition  of  “Texas  Physicians 
Speak  Out!”  focuses  on  “hot”  medi- 
cal issues  debated  before  the  Texas 
Legislature,  such  as  the  sunset  re- 
view of  the  Texas  State  Board  of 
Medical  Examiners  and  the  Texas 
Medical  Practice  Act  and  TMA-sup- 
ported  bills  pushed  by  Gov  Ann 
Richards  and  Sen  David  Sibley. 
Health-system  reform  and  Texas 
Congressmen’s  outlook  for  physi- 
cians, increased  Medicare  reim- 
bursement, and  the  outcomes  of  two 
significant  legal  cases  also  are  cov- 
ered. The  show  ends  with  “TMA  in 
60  Seconds,”  a brief  update  of  other 
TMA  activity. 

Those  interviewed  in  the  video 
include  Texas  Gov  Ann  Richards; 
Senators  Phil  Gramm  and  David 
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Sibley;  Congressmen  Bill  Archer, 
Tom  DeLay,  and  Greg  Laughlin; 
TMA  President  William  G.  Gamel, 
MD;  Nancy  Dickey,  MD,  member 
of  the  AMA  Board  of  Trustees;  Fred 
Castrow,  MD,  chairman  of  TMA’s 
Council  on  Legislation;  Lou  Good- 
man, PhD,  director  of  TMA’s  Divi- 
sion of  Medical  Economics;  and 
Kim  Ross,  director  of  TMA’s  Divi- 
sion of  Public  Affairs. 

Written  by  Yasemin  Hadley  Flo- 
rey of  TMA’s  public  relations  depart- 
ment, the  news  video  is  only  one  ele- 
ment in  the  “Texas  Physicians  Speak 
Out!”  program  created  by  the  Coun- 
cil on  Communication  last  year.  The 
program  positions  the  association  to 
speak  out  to  members  and  the  public 
more  strongly  and  consistently  on  is- 
sues of  concern  to  Texas  physicians 
and  their  patients.  ★ 


Correction 

In  the  article  “Medical  merger  forms 
Neal-Oswalt  family”  on  p 45  of  the 
April  issue  of  Texas  Medicine , the 
mother  of  Doctors  Charles,  John, 
William,  and  Barry  Oswalt  was 
misidentified.  The  article  should 
have  stated  that  the  marriage  of  Eu- 
genia Oswalt  and  Durwood  Neal, 
Sr,  formed  the  Neal-Oswalt  medical 
family.  We  apologize  to  the  family 
and  sincerely  regret  the  error. 


We  don’t 
work  miracles. 


HOUSTON,  TX  (713)  993-0847  • DALLAS/FT.  WORTH,  TX  (817)  545-1300  • AUSTIN.  TX  (512)  469-3569 


Haynes  Oneal 

CERTIFIED  PUBLIC  ACCOUNTANTS 
& MANAGEMENT  CONSULTANTS 


Today,  knowing  a little  about 
taxes,  Medicare  regulations  and 
insurance  reimbursement  is  not 
enough.  The  days  when  even  the 
best  physician  might  manage  his  or 
her  own  practice  and  know  every- 
thing there  is  to  know  about  insur- 
ance reimbursement  are  over. 
Reporting  requirements  and  gov- 
ernment regulations  have  become 
so  complex  that  it  is  difficult  to 
maintain  suitable  expertise  in- 
house  on  a wide  variety  of 
billing  issues. 

We  believe  these  complicated 
economic  times  demand  the  inde- 
pendent opinions  and  financial 
assessments  of  certified  public 
accountants  with  specific  training 
and  experience  in  health  care  issues. 

Our  firm  is  locally  owned.  Our 
clients  receive  our  personal  atten- 


tion. We  are  a team  of  men  and 
women  acknowledged  as  profes- 
sionals having  met  rigorous  edu- 
cational and  testing  standards. 
State  laws  recognize  that  only  cer- 
tified public  accountants  are  quali- 
fied to  perform  a full  range  of 
accounting  services.  We  are  the 
only  CPA  firm  endorsed  by  the 
Texas  Medical  Association. 

We  provide  a full  range  of  ser- 
vices: CPT  coding  assistance, 
Medicare  compliance,  tax  and 
estate  planning  for  physicians, 
insurance  reimbursement  issues, 
analysis  of  managed  care  contracts, 
practice  evaluations,  analysis  of  fee 
schedules,  work  flow  studies,  prac- 
tice valuations,  litigation  support, 
systems  analysis  and  financial  pro- 
cedures, cash  flow  and  cost  control. 

Only  a recognized  team  of  health 
care  certified  public  accountants 
can  give  you  all  these  services. 

We  don’t  work  miracles.  We 
emphasize  planning.  We  empha- 
size structuring.  We  emphasize 
understanding. 

And  if  a physician  feels  like  we 
have  worked  a miracle,  it  just 
means  we  have  given  what  a team 
of  certified  public  accountants  and 
health  care  consultants  from  our 
firm  can  give. 


From  left:  Mickey  O'Neal,  Jim  Haskins, 
Tom  McGuinness,  Reed  Tinsley 
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NEWSMAKERS 


Frederick  J.  Bonte,  MD,  director  of  the 
Nuclear  Medicine  Center  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  was 
awarded  the  Max  Cole  Leadership 
Award  from  the  Dallas  County 
Medical  Society. 

The  US  Secretary  of  Health  and  Hu- 
man Services  named  George  T.  Bryan, 
MD,  dean  of  medicine  and  vice  presi- 
dent for  academic  affairs  at  UTMB- 
Galveston,  to  serve  on  the  Council 
on  Graduate  Medical  Education  of 
the  Health  Resources  and  Services 
Administration. 

George  R.  Buchanan,  MD,  director  of 
the  Center  for  Cancer  and  Blood 
Disorders  at  Children’s  Medical 
Center  of  Dallas,  is  the  first  holder 
of  the  Children’s  Cancer  Fund  Dis- 
tinguished Chair  in  Pediatric  Oncol- 
ogy and  Hematology  at  The  LJniver- 
sity  of  Texas  Southwestern  Medical 
Center  at  Dallas. 


Robert  D.  Gross,  MD 


Fort  Worth  pediatric  ophthalmolo- 
gist Robert  D.  Gross,  MD,  was  appoint- 
ed to  the  American  Academy  of  Pe- 
diatrics’ national  committee  on  child 
health  financing. 


P eople 


Oncologist  Michael  Kasper,  MD, 

Austin,  received  a 3-year  appoint- 
ment as  Cancer  Liaison  Physician  at 
Brackenridge  Hospital. 


Amanullah  Khan,  MD,  PhD 


Amanullah  Khan,  MD,  PhD,  director  of 
the  St  Paul  Immunotherapy  Cancer 
Center  in  Dallas,  received  a gold 
medal  from  the  president  of  Pak- 
istan for  his  scientific  achievements 
in  the  field  of  medicine.  Created  by 
the  Pakistan  Academy  of  Medical 
Sciences,  the  award  is  the  highest 
honor  given  a Pakistani  physician. 

Internist  Lynne  M.  Kirk,  MD,  is  a 1 993 
recipient  of  the  “She  Knows  Where 
She’s  Going’’  award,  presented  an- 
nually by  Girls  Incorporated  of 
Metropolitan  Dallas.  Dr  Kirk  is  as- 
sociate dean  for  medical  education 
at  T he  University  of  Texas  South- 
western Medical  School. 

Mary  F.  Lipscomb,  MD,  was  appointed 
the  first  Goforth  Professor  in  pathol- 
ogy at  The  University  of  Texas 
Southwestern  Medical  Center  at 
Dallas. 

Allergist  John  P.  McGovern,  MD,  is  the 

first  recipient  of  the  Houston  Acade- 
my of  Medicine  John  P.  McGovern 
Compleat  Physician  Award.  The  an- 
nual award  was  established  to  recog- 


John P.  McGovern,  MD 

nize  physicians  whose  careers  have 
been  founded  on  the  Oslerian  ideals 
of  medical  excellence,  humane  and 
ethical  care,  commitment  to  medical 
humanities  and  writing,  research, 
and  harmony  between  the  academi- 
cian and  the  medical  practitioner. 

Yoakum  family  physician  A.  Earl 
Mgebroff,  MD,  was  appointed  to  the 
commission  on  membership  and 
member  services  of  the  American 
Academy  of  Family  Physicians. 

Jane  Preston,  MD,  Austin  psychiatrist 
and  director  of  the  Texas  Tele- 
medicine Project,  was  named  interim 
president  of  the  American  Tele- 
medicine Association. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization ; or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
40 1 W 15th  St,  Austin,  TX  78701. 


TEXAS  MEDICINE 


VOLUME  89  NO.  5 


MAY  1993 


15 


People 


Edward  R.  Rensimer,  MD 


Infectious  disease  specialist  Edward  R. 
Rensimer,  MD,  Houston,  has  been  ap- 
pointed to  serve  on  The  Ryan  White 
Council  of  the  1993  Harris  County 
HIV  Health  Services  Planning  Council. 

Rod  J.  Rohrich,  MD,  plastic  surgery 
chairman  at  The  University  of  Texas 
Southwestern  Medical  Center  at 
Dallas,  was  elected  to  the  board  of 
directors  for  the  Plastic  Surgery  Edu- 
cational Foundation. 


DEATHS 


Leon  Wilson  Clark,  MD,  68;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1947;  died  De- 
cember 22,  1 992. 

General  Lee  Cranfill,  MD,  62;  Dumas; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1955;  died 
September  9,  1992. 

James  Lawrence  DuCroz,  MD,  82; 

Pasadena;  Louisiana  State  University 
Medical  School,  1937;  died  Febru- 
ary 4,  1993. 

Herbert  Houston  Harris,  MD,  86;  Hous- 
ton; Baylor  College  of  Medicine- 
Dallas,  1929;  died  February  3, 
1993. 

Richard  D.  Haskell,  MD,  56;  Humble; 
University  of  Vermont  College  of 
Medicine,  1962;  died  February  13, 
1993. 

William  J.  Mangold,  Sr,  MD,  73;  Lock- 
ney;  The  University  of  Texas  South- 
western Medical  School,  1950;  died 
December  11,  1992. 

Robert  Leslie  Moore,  MD,  86;  Dallas; 
Johns  Hopkins  University  School  of 
Medicine,  1931;  died  February  7, 
1993. 

Claude  Pollard,  Jr,  MD,  80;  Austin;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1937;  died  February  2, 
1993. 

Herman  Rice,  MD,  75;  Kerrville;  Wash- 
ington University  School  of 
Medicine,  1942;  died  January  31, 
1993. 


Anthony  P.  Rousos,  MD,  77;  Austin; 
University  of  Maryland  School  of 
Medicine,  1942;  died  December  21, 

1992. 

Norman  W.  Staker,  MD,  72;  Lamesa; 
Tulane  University,  1944;  died  De- 
cember 10,  1992. 

Winifred  L.  Sugg,  MD,  60;  Dallas;  Uni- 
versity of  North  Carolina  School  of 
Medicine,  1957;  died  February  10, 

1993. 

Thomas  R.  Sunbury,  MD,  71;  Temple; 
Ohio  State  University  College  of 
Medicine,  1951;  died  January  23, 
1993. 

Theodore  Joseph  Trumble,  MD,  63;  The 

Woodlands;  Creighton  University 
School  of  Medicine,  1956;  died 
February  5,  1993. 

J.  Norris  Tucker,  MD,  80;  Houston; 
Baylor  College  of  Medicine-Dallas, 
1935;  died  February  11,  1993. 

Malcolm  Jefferson  Wall,  Jr,  MD,  52; 

Galveston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1976; 
died  January  30,  1993. 

Maurice  A.  Watts,  MD,  74;  Lubbock; 
Temple  University  School  of 
Medicine,  1951;  died  February  13, 
1993. 
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Extra  strength  pain  relief 
free  of  extra  prescribing 
restrictions. 


Telephone  prescribing  in  most  states 
Up  to  five  refills  in  6 months 
No  triplicate  Rx  required 
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15  years  of  proven 

clinical  experience 

• Effective  central  and  peripheral  pain  relief. 

• Excellent  patient  acceptance — nausea, 
sedation  and  constipation  have  rarely 
been  reported.1 

• Four  to  six  hours  of  extra  strength  pain 
relief  from  a single  dose. 
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• The  heritage  of  VICODIN®* 
billion  doses  prescribed.2 


over  one 


• The  8th  most  frequently  prescribed 
medication  in  America.2 


~vicodinl£S 

(hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750mg) 


Extra  strength  pain  relief 
you  can  phone  in. 


1 Data  on  file,  Knoll  Pharmaceutical  Company  * r <7 

1 Standard  industry  new  prescription  audit. 

‘(hydrocodone  bitartrate  5mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 
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©1992.  Knoll  Pharmaceutical  Company 


V3087/10-92 


Printed  in  U.S.fl. 


Maintain  control  of  your  patient’s  pain  the 


(hydrocodone  pitartrate  7.5mg  (Warn 
and  acetaminophen  750mg) 


e habit  f 


It’s  yoftr  prescription  3 
not  a suggestion. 


INDICATIONS  AND  USAGE : For  the  relief  of  moderate  to  moderately  severe  pain  CONTRAINDICATIONS : Hypersensitivity  to  acetaminophen  or  hydrocodone  WARNINGS : Respiratory  Depression : At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression  Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of  patients  with  nead  injuries. 
Acute  Abdominal  Conditions : The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions  PRECAUTIONS : Special  Risk  Patients : VICODIN/  VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture  Cough  Reflex : Hydrocodone  suppresses  the  cough 
reflex;  as  with  all  narcotics,  caution  should  be  exercised  when  VICODIN/ VICODIN  ES  Tablets  are  used  postoperatively  and  in  patients  with  pulmonary  disease  Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsychotics, 
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may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus.  Usage  in  Pregnancy:  Teratogenic  Effects : Pregnancy  Category  C.  Hydrocodone  has 
been  shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN/VICODIN  ES  Tablets  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus  Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs  include  irritability  and 


excessive  crying,  tremors,  hyperactive  reflexes,  increased  respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever  Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to  the  mother  shortly  before  delivery 
may  result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses  are  used.  Nursing  Mothers : It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs  are  excreted  in  human  milk  ana 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug 
to  the  mother  Pediatric  Use : Safety  and  effectiveness  in  children  have  not  been  established  ADVERSE  REACTIONS : The  most  frequently  observed  adverse  reactions  include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other  adverse  reactions  include:  Central  Nervous  System:  Drowsiness, 
mental  clouding,  lethargy,  impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psychic  dependence  and  mood  changes  Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in  suppressing  the  nausea  and 
vomiting  which  may  occur  (see  above);  however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount  of  narcotic 
required  to  produce  a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN  ES  Tablets  may  produce  constipation.  Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been 
reported  Respiratory  Depression : Hydrocodone  bitartrate  may  produce  dose-related  respiratory  depression  by  acting  directly  on  the  brain  stem  respiratory  center.  Hydrocodone  also  affects  the  center  that  controls  respiratory  rhythm,  and 
may  produce  irregular  and  periodic  breathing.  If  significant  respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of  naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated.  DRUG  ABUSE  AND  DEPENDENCE: 


VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Substance  Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN/VICODIN  ES  Tablets  should  be  prescribed  and  administered  with  caution  OVERDOSAGE : Acetaminophen  Signs  and 
Symptoms:  In  acute  acetaminophen  overdosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic 
coma,  and  thrombocytopenia  may  also  occur.  Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include  nausea,  vomiting,  diaphoresis  and  general  malaise. 
Clinical  and  laboratory  evidence  of  hepatic  toxicity  may  not  be  apparent  until  48  to  72  hours  post-mgestion.  Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyanosis),  extreme  somnolence  progress- 
ing to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac 
arrest  and  death  may  occur. 
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Cancer  Seminars 


The  Texas  Medical  Association's  Physi- 
cian Oncology  Education  Program 
(POEP)  is  sponsoring  the  following  can- 
cer prevention  and  detection  seminars: 


Environmental  Cancer  Risks 


May  20 


McAllen 


• George  L Delclos,  MD,  MPH 

of  SW  Center  for  Occupational 
and  Environmental  Health 


AIDS-Related  Oncology 


May  27 


Corpus  Christi 


• Alexandria  Levine,  MD 

University  of  Southern  California 
School  of  Medicine 

• Lillian  M.  Fuller,  MD 

UT  M.D.  Anderson  Cancer  Center 

• Bruce  Polsky,  MD 
Memorial  Sloan-Kettering 
Cancer  Center 


Cancer  Screening  Guidelines  and 

T ECHNIQUES  OF  EARLY  DETECTION 


May  28 


T YLER 


• Elise  Cook,  MD 

Cancer  Screening  & Detection  Clinic, 
UT  M.D.  Anderson  Cancer  Center 

• Lori  Whitaker,  MD,  PhD 

UT  M.D.  Anderson  Cancer  Center 

• Linda  Nan  White,  RN,  MSN 

UT  M.D.  Anderson  Cancer  Center 


There  is  NO  FEE  for  these  seminars. 

The  POEP  is  designed  to  enhance  the  role 
of  the  primary-care  physician  in 
communicating  and  implementing  cancer 
prevention,  screening  and  early  detection. 

If  you  would  like  to  receive  a complete 
agenda  or  to  register  for  a seminar,  call  the 
POEP  at  (800)  880-1300  Ext.  1672. 


Physician  Oncology 


Education  Program 


International  Trust  & 
Executive  Banking 
Services 


Ectc  is  an  experienced,  conservatively 
managed  Bank  & Trust  Company  located 
in  the  Bahamas  and  dedicated  to  the  preser- 
vation and  appreciation  of  the  professional 
client's  wealth. 

For  a confidential  informative  packet  by 
mail  please  write  or  contact  by  facsimile 
(809)325-1926. 

Managing  Director, 

Professional  Asset  Management  Group, 

Euro  Canadian  Trust  Company 
Euro  Canadian  Centre 
P.O.  Box  N-3742 
Nassau,  Bahamas 
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Physicians  deliver  reform 
message  in  Washington 

Physicians’  concerns  about 
the  health-system  reform  rec- 
ommendations to  he  delivered 
this  month  by  First  Lady  Hillary 
Rodham  Clinton  hardly  have  been 
allayed.  However,  Texas  doctors 
who  attended  an  American  Medical 
Association  summit  meeting  in 
Washington,  DC,  in  March  returned 
home  comfortable  that  organized 
medicine  had  made  its  voice  heard 
in  the  reform  debate. 

“Extremely  productive”  is  how 
Texas  Medical  Association  Presi- 
dent-elect Robert  M.  Tenery  Jr,  MD, 
Dallas,  described  the  AMA’s  “A 
Time  for  a New  Partnership”  sum- 
mit meeting  that  attracted  nearly 
1,100  physicians,  as  well  as  leading 
members  of  the  Clinton  administra- 
tion and  Congress  for  a 2-day  dis- 
cussion of  health-system  reform 
March  23-24.  Following  a day  of 
question-and-answer  sessions  with 
administration  and  congressional 
leaders,  the  physicians  spread  out 
around  the  Capitol  to  meet  with 
their  individual  lawmakers. 

“We  went  to  Washington  with 
two  things  in  mind,”  says  Dr  Tenery, 
who  joined  TMA  President  William 
G.  Gamel,  MD,  Austin,  in  leading  a 
delegation  of  about  20  TMA  mem- 
bers. “One  was  to  let  the  legislators 
and  people  in  the  executive  branch 
know  that  doctors  were  sincerely  in- 
terested in  meaningful  health-care 
reform.  On  the  other  hand,  we 
wanted  to  hear  what  they  had  to  say 
and  we  wanted  them  to  hear  us.  I 
think  we  did  that. 

“We  were  able  to  listen  to  essen- 
tially everybody  in  Washington  who 


Ken  Ortolon,  associate  editor,  writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


is  going  to  be  vital  in  making  the  de- 
cisions on  what  kind  of  health-care 
reform  we  have,”  Dr  Tenery  adds. 
“We  may  not  have  agreed  with  ev- 
erything they  said,  but  almost  with- 
out exception  everybody  said  we 
want  input  from  the  physicians  or 
AMA  or  both.  And  1 think  most  of 
them  meant  it.” 

Dr  Gamel  says  physi- 
cians certainly  came  away 
from  the  meeting  with  the 
feeling  the  politicians  want 
to  work  with  organized 
medicine. 

“The  politicians  got  to 
see  how  the  doctors  felt 
and  the  doctors  got  a feel 
for  what  the  real  political 
climate  was,”  Dr  Gamel 
says.  “We’re  not  going  to 
get  everything  we  want; 
that’s  not  the  political  pro- 
cess. But  I think  they’re 
sensitive  to  us  and  I think  they’re 
sensitive  to  the  fact  that  they  do  not 
want  to  ruin  the  quality  of  health 
care  in  this  country.” 

Administration  officials  top  speaker  list 

AMA’s  summit  followed  closely  on 
the  heels  of  news  media  reports  of  a 
major  rebuff  from  the  Clinton  ad- 
ministration when  AMA  asked  for 
more  input  into  the  planning  process 
of  Mrs  Clinton’s  health  reform  task 
force.  Despite  that  supposed  snub, 
the  Clinton  administration  was  well 
represented  at  the  summit,  with 
both  Vice  President  A1  Gore  and 
Health  and  Human  Services  Secre- 
tary Donna  Shalala  among  the 
speakers.  Others  who  spoke  includ- 
ed Democratic  Senators  Edward 
Kennedy  of  Massachusetts  and 
George  Mitchell  of  Maine,  Republi- 
can Sens  Phil  Gramm  of  Texas  and 
Bob  Dole  of  Kansas,  and  Rep  Pete 
Stark  (D-Calif). 


AMA  Trustee  Nancy  Dickey, 
MD,  Richmond,  says  the  stature  of 
the  speakers  says  a lot  about  the 
success  of  the  meeting  in  communi- 
cating physicians’  concerns  to  top 
Washington  decision-makers. 

“I  think  that  message  was  clearly 
delivered,”  Dr  Dickey  says.  “When 
people  of  the  stature  of  Pete 
Stark,  Ted  Kennedy,  Newt 
Gingrich,  and  Senator 
Mitchell  come  over  and  are 
willing  to  subject  themselves 
to  off-the-cuff  questions  and 
answers,  it  says  they  felt  the 
issues  were  important  and 
the  coming  together  of  that 
number  of  physicians  was 
important.” 

While  Vice  President 
Gore  struck  a discordant 
note  when  he  warned  that 
AMA  could  not  dominate 
the  reform  debate,  Dr  Dick- 
ey says  she  does  not  believe  that 
comment  signaled  any  antagonism 
toward  physicians  on  the  part  of  the 
administration. 

“His  tone  the  entire  time  was  col- 
legial,” she  says.  “I  think  he  perhaps 
was  saying  it  is  a new  day,  if  ever 
there  was  a time  — and  I think 
AMA  would  question  it  — that 
AMA  could  dictate  the  outcome.  We 
are  simply  part  of  the  process.  But 
there  was  clearly  an  invitation  there 
for  us  to  be  part  of  the  process.” 

Gore  outlines  administration  goals 

Perhaps  most  encouraging  in  Vice 
President  Gore’s  remarks  were  the 
goals  he  outlined  for  health-system 
reform,  says  Dr  Tenery. 

“Gore  said  four  things  that  were 
really  important,”  Dr  Tenery  says. 
“Number  one,  they  believe  that  pa- 
tients should  be  able  to  choose  their 
own  doctors;  number  two,  they 
want  some  sort  of  universal  access; 
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number  three,  for  the  first  time  they 
said  they  wanted  liability  reform; 
and  number  four,  they  want  to  de- 
crease our  hassle  factor  and  paper- 
work so  that  the  doctor  can  get  hack 
to  the  patients.” 

All  four  of  those  goals  have  been 
espoused  by  TMA  for  some  time. 
“They  were  telling  us  what  we 
wanted  to  hear,”  Dr  Tenery  says. 
“Whether  that  transfers  over  to 
something  that  is  meaningful  that 
comes  out  of  the  task  force,  we 
don’t  know.” 

While  physicians  were  encour- 
aged with  the  reception  they  re- 
ceived in  Washington,  the  apprehen- 
sion over  what  Mrs  Clinton’s  task 
force  would  recommend  remained. 

“The  supposition  is  that  it’s  going 
to  he  managed  competition  with 
global  budgets  and  a national  health 
board,”  Dr  Tenery  says.  “That’s 
something  of  a double  oxymoron. 
Our  feeling  is  that  if  you’re  going  to 
have  managed  competition,  that 
means  the  marketplace  determines 
the  price  of  fees  and  the  cost  con- 
tainment. But  when  you  put  a global 
budget  on  top  of  that,  you’ve  really 
induced  government  control  before 
you’ve  ever  had  a chance  to  see  if  it’s 
going  to  work.” 

Legislators  see  mandate  for  reform 

Dr  Dickey  says  the  meetings  with 
congressmen  left  little  doubt  health- 
system  reform  will  happen,  probably 
this  year.  “During  the  trips  to  the 
Hill  that  were  made  by  either  indi- 
viduals or  small  groups  1 think  we 


heard  from  a lot  of  legislators  that 
they  got  the  message  in  this  last  elec- 
tion,” she  says.  “They  feel  there  is  a 
mandate  for  change  or  reform;  the 
question  is  what  shape  it’s  going  to 
take,  how  we’re  going  to  debate  it.  1 
think  we  heard  repeatedly  the  com- 
mitment from  the  administration 
that  the  plan  will  be  on  the  table  the 
first  week  of  May.  They’re  following 
strictly  the  timetable  that  was  given 
to  them.” 

Dr  Dickey  says  there  also  is  little 
doubt  cost  containment  will  be  part 
of  the  package.  “Several  of  the  speak- 
ers, particularly  Democratic  leader- 
ship, reminded  us  that  reform  is  nice 
but  cost  is  imperative,”  Dr  Dickey 
says.  She  says  she  believes  physicians 
are  willing  to  accept  some  cost  con- 
trol but  expect  something  in  return. 

“I  find  there  is  a willingness  on  the 
part  of  physicians  to  participate  in  the 
pain  — that  is,  to  be  willing  to  talk 
about  participation  in  the  cost  prob- 
lem if  there  is  meaningful  reform  in 
the  areas  of  regulation,  liability,  and 
antitrust  relief,”  Dr  Dickey  says.  “But 
there  is  concern  on  the  physicians’ 
part  that  there  have  been  promises  in 
the  past  that  physicians  are  held  to 
hut  the  administration  is  not.” 

Dr  Tenery  is  cautiously  opti- 
mistic. “Overall  1 feel  like  they  heard 
us.  Overall  I think  they  want  to 
communicate  with  us,  they  want  our 
input,  and  they  surely  want  our  co- 
operation. And,  if  they  don’t  give  us 
input,  it’s  going  to  be  more  difficult 
to  get  our  cooperation.” 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association’s  stance  on  state  legislation  are  defined  as 
“legislative  advertising ,”  according  to  Tex  Govt  Code  Ann 
§ 305.027 . That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine;  Robert  G. 
Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St, 
Austin,  TX  78701. 


Barratry  hill  signals  hope 
for  lawsuit  abuse  relief 

At  the  beginning  of 
the  73rd  Legislature,  TMA 
leaders  felt  the  chances  of 
meaningful  liability  reform  being  en- 
acted this  year  were  remote.  But  a 
joint  effort  by  physicians  and  trial 
lawyers  to  crack  down  on  old-fash- 
ioned ambulance  chasing  has  led  to 
hope  that  doctors  will  see  significant 
relief  from  lawsuit  abuse. 

TMA  and  the  Texas  Trial  Lawyers 
Association  (TTLA)  are  cooperating 
in  an  effort  to  pass  House  Bill  2506 
by  state  Rep  Steve  Wolens  (D-Dal- 
las).  Representative  Wolens’  bill 
would  make  barratry  a felony  offense 
in  Texas.  The  bill  also  slaps  restric- 
tions on  advertising  by  attorneys  and 
arrangements  in  which  attorneys  pay 
others  to  drum  up  clients. 

Barratry,  according  to  The  Amer- 
ican Heritage  Dictionary  of  the  En- 
glish Language,  is  “the  offense  of 
exciting  or  stirring  up  quarrels  or 
groundless  lawsuits.”  Under  state 
law,  an  attorney  commits  barratry  if 
he  or  she  solicits  business,  such  as 
personally  contacting  the  victim  of 
an  automobile  accident  and  offering 
to  file  suit  against  the  person  who 
caused  the  accident. 

Kim  Ross,  TMA  director  of  pub- 
lic affairs,  says  the  barratry  bill  is  a 
major  component  of  TMA’s  anti- 
lawsuit abuse  effort  and  could  dras- 
tically cut  the  number  of  groundless 
medical  malpractice  suits  filed. 

“The  lawsuit  abuse  package  be- 
ing proposed  by  the  Texas  Trial 
Lawyers  Association  and  supported 
by  TMA  is  an  important  part  of  a 
two-pronged  attack  on  lawsuit  re- 
forms and  medical  liability,”  Mr 
Ross  says. 

The  first  part  of  that  attack,  he 
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says,  is  making  sure  the  state’s  cur- 
rent professional  liability  law  is 
reenacted  this  session  — or  “repeal- 
ing the  repealer”  that  would  sunset 
the  law  — and  adding  amendments 
to  require  screening  of  nonmeritori- 
ous  suits  and  alternate  dispute  reso- 
lution, such  as  mediation. 

“The  second  half,  of  course,  is  the 
lawsuit  abuses  themselves 
by  unscrupulous  attor- 
neys,” Mr  Ross  says. 

“We’re  going  to  do  every- 
thing we  can  to  push 
through  things  that  stop 
lawsuit  problems  before 
they  occur.” 

Trial  lawyers  seek  to  clean  up 
profession 

That,  for  TMA,  is  where 
the  barratry  bill  comes  in. 

For  the  trial  lawyers,  the 
bill  is  an  opportunity  to 
put  a stop  to  unethical 
activities  being  carried 
out  by  some  unscrupu- 
lous members  of  their 
own  profession. 

“What  we  have  done  is  try  to 
comprehensively  address  the  prob- 
lems of  communications  with 
lawyers  from  a criminal  side  and, 
secondarily,  from  the  ethical  side,” 
says  Richard  Hile,  an  Austin  attor- 
ney who  chairs  the  TTLA  Commu- 
nications Committee.  “The  pur- 
pose of  that  is  to  broaden  the 
statute  so  it’s  more  easily  prose- 
cutable and  to  enhance  the  penal- 
ties so  that  the  district  attorneys 
can  justify  the  expenditure  of  time 
and  effort  necessary  in  these  types 
of  cases.” 

The  criminal  side  Mr  Hile  speaks 
of  is  traditional  barratry,  which  cur- 
rently is  a misdemeanor  offense  in 
Texas.  However,  Rep  Wolens’  bill 
also  attacks  some  noncriminal  activ- 


ities, such  as  false  and  misleading 
advertising  by  attorneys. 

Mr  Hile  says  probably  fewer  than 
five  barratry  cases  are  brought  in  Texas 
each  year  because  of  the  complexity  of 
the  cases  and  the  fact  that  the  offense 
is  a misdemeanor.  At  the  same  time, 
abuses  are  widespread,  he  says. 

The  classic  example  of  barratry  is 
an  attorney  contacting  ac- 
cident victims,  either  in 
person  or  by  telephone, 
and  encouraging  them  to 
initiate  lawsuits  that  the 
attorney  would  then  han- 
dle. But  there  are  many 
other  arrangements,  some 
that  involve  “runners” 
who  drum  up  business  for 
attorneys,  Mr  Hile  says. 

Some  attorneys  pay 
bonuses  as  high  as 
$30,000  to  paralegals,  pri- 
vate investigators,  or  oth- 
ers who  bring  clients  to 
them,  he  says.  In  Houston, 
many  wrecker  and  ambu- 
lance drivers  carry  attor- 
neys’ business  cards  or 
power  of  attorney  forms  that  acci- 
dent victims  can  sign  on  the  spot  au- 
thorizing an  attorney  to  act  for 
them.  Wrecker  drivers  also  have 
been  known  to  offer  to  drive  acci- 
dent victims  straight  to  an  attorney’s 
office.  As  many  as  16  Houston  firms 
have  a standing  request  with  the  po- 
lice department  for  copies  of  all  ac- 
cident reports,  Mr  Hile  says. 

In  addition  to  personal  injury  cases, 
these  types  of  activities  are  common  in 
criminal,  divorce,  and  other  cases. 

“One  of  the  most  difficult  prob- 
lems is  that  most  people  don’t  know 
that  this  is  an  offense,”  Mr  Hile  says. 

Bill  creates  felony  offense 

To  combat  these  unethical  activities, 
HB  2506  would  increase  barratry  to 


“WE’RE 
GOING  TO  DO 

EVERYTHING 

WE  CAN  TO 

PUSH  THROUGH 

THINGS  THAT 

STOP  LAWSUIT 

PROBLEMS 

BEFORE  THEY 
OCCUR.” 


a third-degree  felony  and  broaden 
the  type  of  activities  considered  an 
offense.  In  addition  to  prohibiting 
an  attorney  from  soliciting  profes- 
sional employment  from  a prospec- 
tive client,  the  bill  prohibits  attor- 
neys from  allowing  an  employee  or 
agent  to  do  so  on  their  behalf  and 
makes  it  an  offense  to  invest  money 
in  an  arrangement  that  would  lead 
to  barratry. 

Other  provisions  of  the  bill  ad- 
dress unethical  activities  that  do  not 
fall  under  the  barratry  offense,  such 
as  misleading  advertising.  HB  2506 
would  prohibit  advertising  by  attor- 
neys that  uses  celebrity  spokesper- 
sons or  background  sounds  of 
sirens,  crashing  vehicles,  or  explo- 
sions. It  also  bans  dramatizations 
and  statements  that  characterize  the 
quality  of  the  lawyer’s  services  and 
requires  advertisements  to  disclose 
the  geographic  location  of  the 
lawyer’s  office. 

In  early  April,  the  measure  already 
had  had  a hearing  before  the  House 
Committee  on  Criminal  Jurisprudence 
but  no  action  had  been  taken. 

Mr  Hile  said  TTLA  is  working 
on  substitute  language  that  would 
restrict  written  solicitations  by  at- 
torneys as  well.  That  language  also 
would  cover  physicians,  chiroprac- 
tors, physical  therapists,  other 
health  professionals,  private  inves- 
tigators, and  others.  The  new  lan- 
guage would  prohibit  any  profes- 
sional from  writing  to  a person 
within  30  days  of  an  accident  or 
negligent  event,  within  30  days  of 
an  arrest,  or  if  he  or  she  knew  the 
person  already  had  a lawyer  or 
were  being  treated  by  another  med- 
ical professional. 

Finally,  the  bill  would  prohibit 
contact  with  anyone  who  has  indi- 
cated they  do  not  want  to  be  con- 
tacted. That  would  hit  the  people 
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using  accident  reports  or  case-filing 
lists  to  solicit  business,  Mr  Hile  says. 

Mr  Ross  says  TMA  supports 
the  inclusion  of  unethical  solicita- 
tions and  advertising  by  medical 
professionals  under  the  hill.  “We 
strongly  support  that  and  have 
met  with  the  trial  lawyers  on  that 
subject,”  he  says.  “We’re  also  in- 
trigued about  whether  or  not  we 
can  take  some  of  the  advertising 
restrictions  and  adapt  them  to  the 
health  professions.” 

While  it  would  seem  that  both 
TMA  and  TTLA  are  taking  the  high 
road  on  the  barratry  issue,  the  hill  is 
not  unanimously  popular  among 
TTLA  members. 

“The  trial  lawyers  association  al- 
ready has  had  a number  of  their 
members  quit  and  hire  their  own 
lobbyists  to  try  to  defeat  this  bill,” 
Mr  Ross  says. 

Cooperation  by  TMA  and 
TTLA  also  is  increasing  the  chances 
of  getting  legislation  on  other  lia- 
bility reform  issues.  Already  the 
groups  have  reached  agreement  on 
legislation  similar  to  that  approved 
in  Michigan  that  would  require  at- 
torneys filing  suits  to  present  an 
affidavit  that  a medical  expert  has 
reviewed  it  and  deemed  it  to  be 
meritorious.  That  law  reduced  law- 
suits in  Michigan  by  nearly  a third, 
Mr  Ross  says. 

Negotiations  also  are  under  way 
on  other  issues,  including  speeding 
up  the  discovery  process  and 
expanding  expert  witness  rules  to 
hospitals. 

“We  entered  the  session  with 
the  conservative  expectation  that 
we’d  be  lucky  if  we  got  the  repeal- 
er,” Mr  Ross  says.  “Now  there  is 
potential  for  meaningful  lawsuit 
abuse  reform.” 


Physicians,  spouses 
make  ‘house’  calls 

More  than  150  TMA 
physicians  and  TMA  Al- 
liance members  made 
“house”  calls  on  their  state  represen- 
tatives — and  their  senators,  as  well 
— during  Capitol  Check-Up  held 
March  10  and  1 1. 

Physicians  and  their  spouses 
met  with  the  lawmakers  to  discuss 
health-related  legislation  on  issues 
ranging  from  health  insurance  re- 
form to  restricting  minors’  access 
to  tobacco.  Many  of  the  partici- 
pating physicians  wore  white  lab 
coats  and  distributed  first  aid  kits 
to  the  lawmakers. 

The  event  was  sponsored  by 
TMA  and  the  Alliance.  It  was 
staged  in  place  of  the  health  fair 
usually  sponsored  by  the  Alliance 
during  legislative  session.  Renova- 
tion being  done  on  the  Capitol 
made  use  of  the  Rotunda  for  the 


State  Sen  Jane  Nelson  (R-Flower  Mound) 
(right)  discusses  health-care  legislation  with  a 
delegation  of  physicians  and  Alliance  mem- 
bers from  Tarrant  County  during  Capitol 
Check-Up. 

health  fair  impossible  this  year. 

Capitol  Check-Up  highlighted  a 
year  of  unprecedented  grassroots 
lobbying  activity  by  physicians  and 
their  spouses,  says  Valerie  Terry, 
TMA  director  of  political  education. 

“We  had  physicians  and  physician 
spouses  in  Austin  who,  before  this 
event,  had  never  been  involved  in  the 
political  process,”  Ms  Terry  says. 

In  addition  to  Capitol  Check-Up, 
more  than  25  physicians  and  Alliance 
members  have  been  coming  to  Austin 
each  week  to  personally  lobby  their 
representatives  and  senators. 

“This  has  had  a dramatic  effect 
on  lawmakers’  attitudes  toward 
and  interest  in  TMA’s  legislation 
positions,”  says  Kim  Ross,  TMA’s 
chief  lobbyist. 
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Senate  strives  to  provide 
the  care  Texans  need 

Bob  Bullock 

Lieutenant  Governor 
State  of  Texas 

While  Bill  Clinton 
struggles  to  reform  Ameri- 
ca’s costly  health-care  sys- 
tem, the  Texas  Senate  has  been  hard 
at  work  this  session  making  sure 
that  the  children  of  our 
state,  the  elderly,  and  the 
sick  receive  the  care  they 
need.  Although  there  is 
still  much  to  be  done,  we 
have  made  an  extraordi- 
nary commitment  in  the 
state  budget  to  providing 
critical  health  and  human 
services,  and  we  have 
passed  several  bills  that 
promise  to  improve  peo- 
ple’s lives. 

For  the  third  consecu- 
tive biennium,  Texas  has 
averted  threatened  cuts 
and  significantly  in- 
creased the  amount  of 
money  spent  on  helping 
our  needy  neighbors.  In 
the  proposed  budget 
passed  by  the  Senate  on 
March  2,  we  will  spend 
$23.6  billion  in  state  and 
federal  funds  on  health 
and  social  services,  roughly  34%  of 
the  total  state  budget.  For 
1994-1995,  the  Senate  increased 
health  and  human  services  funding 
by  $4.4  billion  — four  times  the 
amount  added  to  education,  five 
times  the  increase  to  prisons,  and  six 
times  the  total  increase  to  highways. 

While  this  money  is  meant  to  help 
the  poor  and  frail,  it  does  not  go  into 
their  pockets.  It  goes  toward  paying 


the  health-care  professionals  and  fa- 
cilities that  serve  these  Texans.  These 
days,  the  State  of  Texas  is  the  medi- 
cal profession’s  biggest  client  — as- 
suring that  doctors,  dentists,  nurses, 
hospitals,  and  other  care  providers 
get  paid  for  their  work. 

Despite  this  huge  expenditure, 
Texas  remains  among  the  stingiest 
states  in  serving  the  neediest  citizens. 
We  rank  46th  in  public  welfare 
spending  and  49th  in  spending  on 
mental  health,  while  nearly 
one  fourth  of  all  our  citi- 
zens are  uninsured.  Sixty 
percent  of  the  uninsured 
are  working.  Elderly  Tex- 
ans are  the  fastest  growing 
segment  of  our  population. 

We  also  have  the  na- 
tion’s second  highest  num- 
ber of  poor  children.  One 
in  4 Texas  children  live  in 
poverty,  compared  to  a na- 
tional figure  of  1 in  5. 
Meanwhile,  we  rank  48th 
in  benefit  level  for  Aid  to 
Families  with  Dependent 
Children  (AFDC)  — a fam- 
ily of  three  must  try  to  get 
by  on  $184  each  month. 

Texas  is  struggling 
within  its  limited  means 
to  meet  skyrocketing  de- 
mands. The  number  of 
people  qualifying  for 
Medicaid  is  expected  to 
grow  from  1.9  million 
this  year  to  2.3  million  by  1995. 
That’s  about  the  same  number  of 
people  who  live  in  Arkansas.  With- 
in 2 years,  we  will  be  providing 
AFDC  payments  to  920,000  Tex- 
ans, about  the  same  number  of 
people  who  live  in  San  Antonio. 

I am  proud  of  the  way  the  Senate 
has  responded  to  the  need,  not  just 
with  money  hut  with  innovative  and 
forward-looking  ideas.  We  passed  two 


bills  in  March  designed  to  give  Texans 
greater  access  to  affordable  health 
care  by  increasing  funding  to  certain 
clinics  and  providing  more  family 
doctors  to  areas  suffering  a shortage 
of  doctors  by  offering  tuition  loan  re- 
imbursements to  graduating  doctors 
who  work  in  these  areas. 

Another  bill  passed  this  session 
will  provide  immunizations  for  all 
Texas  children.  Most  recently,  the 
Senate  passed  a package  of  eight 
bills  to  prevent  abuse  of  mental 
health  patients  and  insurance  fraud. 

Still  to  come  is  a measure  that 
will  help  combat  childhood  hunger 
by  extending  federal  summer  food 
programs  to  serve  500,000  more 
children  and  make  the  programs 
more  accessible  to  the  children  of 
working  mothers. 

There  is  much  to  do,  many  needs 
to  meet,  but  I am  proud  of  our 
achievements  so  far  and  confident 
that  the  people  of  our  state  will  be 
better  off  for  our  work. 

(Editor’s  note:  Lt  Gov  Bob  Bullock  has  worked 
closely  with  TMA  this  year  on  a wide  range  of 
health  issues,  including  professional  liability, 
health  insurance  reform,  and  sunset  of  the 
Texas  State  Board  of  Medical  Examiners.)  ★ 
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Breast  of  Best  of 

chicken  pork 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat,  cholesterol, 
and  calories.12* 


New  study: 

Pork  is  now  31%  leaner 

Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques.1 According  to  new  1992  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Compare  pork  with  chicken1 2* 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1.4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6.1  g 

2-2g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi 
tional  fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1992. 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products,  1979. 
Agricultural  handbook  8-5. 


Table  refers  to  3-oz,  cooked  servings. 


TODAY’S  PORK 


The  Other  White  Meat 
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‘You  will  be  affected  by  AIDS,  even  if  you  are  not  infected’ 

Speakers  from  across  Texas  and  the  nation  ventured  to  The 
University  of  Texas  at  Austin  campus  in  March  to  plead  for  more  AIDS 
education  in  the  workplace  and  schools  at  hearings  of  the  National 
Commission  on  AIDS. 

The  hearings  focused  on  new  developments  in  HIV  education  in  the  work- 
place and  on  issues  that  public  officials  face  in  developing  and  implementing 
programs  on  HIV  education  for  adolescents. 

The  following  are  excerpts  from  testimony  presented  at  the  hearings. 

• Sandy  Bartlett,  Central  Texas  AIDS  in  the  Workplace  Task  Force:  “You  will  be 
affected  by  AIDS,  even  if  you  are  not  infected.” 

• Kate  Barnhart,  student.  New  York  City:  “The  full  spectrum  of  adolescent 
sexuality  must  be  taken  into  account  when  providing  safe  and  safer  sex 
instruction.  Explicit,  complete,  nonjudgmental  information  about  HIV 
transmission  and  prevention,  along  with  the  means  to  use  this  informa- 
tion, must  be  made  available  to  every  young  person  in  this  country.” 

• Ledia  I.  Martinez,  MD,  MPH,  American  Red  Cross:  “A  special  concern 
of  mine  are  the  thousands  of  children  and  adolescents  in  school  systems 
who  are  not  receiving  HIV/AIDS  education  because  educational  materi- 
als in  their  language  are  not  available.  Often  teachers  are  not  included 
in  AIDS  training  so  they  can  gain  the  skills  necessary  to  deliver  effective 
HIV/AIDS  education  in  the  classroom.” 

• Carol  S.  Camlin,  AIDS  Action  Committee  of  Massachusetts:  “The  lack  of 
knowledge  about  AIDS  allows  large  numbers  of  American  employees  to  con- 
tinue to  hold  negative  and  potentially  discriminatory  attitudes  towards  co- 
workers with  HIV  infection  of  AIDS.” 

• Marvin  Jeter,  teacher  living  with  AIDS,  Akron,  Ohio:  “Education  is  our 
first  line  of  defense.” 

• Martin  Fishbein,  PhD,  Institute  of  Communications  Research  at  the  Uni- 
versity of  Illinois  at  Champaign-Urbana:  “We  have  learned  that  behaviors 
that  were  assumed  to  be  difficult,  if  not  impossible,  to  change  can  be 
changed  and  changed  radically.  There  have  been  major  changes  in  various 
sexual  practices  among  some  segments  of  the  gay  community  as  well  as  ma- 
jor changes  in  needle-use  behavior  (both  cleaning  and  sharing)  among  some 
injecting  drug  users.  Behavioral  research  has  produced  a wealth  of  findings 
relevant  to  the  development,  implementation,  and  evaluation  of  efforts  to 
prevent  HIV  transmission.  Behavioral  sciences  can  help  to  eliminate  this 
deadly  disease,  but  this  will  only  happen  if  it  is  given  the  opportunity  and 
support  to  do  so.” 


AIDS  chairman: 
epidemic  prompts  slow 
response  from  physicians 

June  E.  Osborn,  MD,  who 
chairs  the  National  Commission 
on  Acquired  Immune  Deficiency 
Syndrome,  has  been  traveling  across 
the  United  States  since  1989.  Her 
journey  finally  will  end  in  Septem- 
ber. But  during  the  past  4 years  she 
has  been  listening  to  and  learning 
from  thousands  of  individuals  in 
hopes  of  formulating  a national  pol- 
icy on  AIDS. 

While  in  Austin  during  March  for 
a 2-day  public  hearing,  Dr  Osborn 
described  her  experiences  on  the 
commission  as  “very  powerful”  — 
powerful  in  the  sense  that  she  has 
seen  the  best  Americans  had  to  offer 
in  the  way  of  caring  for  one  another. 
But  she  also  has  witnessed  the  worst. 

“In  a curious  way  we  (commis- 
sion members)  have  gotten  to  know 
the  country  better  than  politicians 
do,”  says  Dr  Osborn,  dean  of  the 
University  of  Michigan  School  of 
Public  Health.  “We  have  actually 
been  talking  to  people  who  are  in 
trouble  and  are  dealing  with  prob- 
lems in  their  own  communities.  We 
have  seen  the  best  and  most  altruis- 
tic in  America  and  some  of  the 
worst  troubles.” 

One  situation  in  particular  dis- 
turbs Dr  Osborn:  the  rate  at  which 
her  colleagues  responded  to  the 
deadly  disease. 

“Physicians  have  been  rather  slow 
to  do  their  homework  on  this  one,” 
says  Dr  Osborn.  “We,  as  physicians, 
must  respond.  The  sight  of  health- 
care professionals  running  away 
from  this  epidemic  is  an  ugly  one  and 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
Health  section  of  Texas  Medicine. 


one  that  I hope  is  nearly  over.” 

While  she  soon  will  complete  her 
4-year  appointed  term  as  commis- 
sioner, Dr  Osborn  stresses  that  “the 
epidemic  is  here  to  stay.” 

“We  (the  commission)  will  be  go- 


ing out  of  business  shortly,”  she 
says.  “However,  physicians  have  to 
continue  to  learn  about  the  disease 
and  know  enough  to  be  fearless, 
compassionate,  and  caring.” 
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June  E.  Osborn,  MD,  chair  of  the  National 
Commission  on  AIDS,  provides  a medical 
perspective  on  the  deadly  disease  at  a break- 
fast co-sponsored  in  March  by  the  Travis 
County  Medical  Society  and  Texas  Medical 
Association.  Dr  Osborn  commented  that  the 
society  and  association  were  the  only  medical 
organizations  to  have  sponsored  a special 
event  for  the  commission  during  its  4-year  ex- 
istence. The  commission  was  in  Austin  for  2 
days  of  public  hearings  on  preventive  strate- 
gies in  the  workplace  and  schools. 

What  is  the  National 
Commission  on  AIDS? 

Four  physicians,  a Baptist 
minister,  an  attorney,  a re- 
searcher, and  eight  other  pro- 
fessionals joined  forces  in  1989 
with  a common  interest.  Created  by 
Congress  in  1989,  the  National 
Commission  on  AIDS  was  given  the 
assignment  to  make  recommenda- 
tions to  Congress  and  the  president 
for  a consistent  national  policy  on 
the  HIV  epidemic. 

The  specially  appointed  commis- 
sion held  public  hearings  and  site  vis- 
its across  the  United  States  in  addi- 
tion to  conducting  a series  of  studies 
on  the  disease.  The  commission  is- 
sued annual  and  interim  reports  on 
the  twin  epidemics  of  HIV  and  sub- 
stance use,  antidiscrimination,  legisla- 
tion, correctional  facilities,  research, 
rural  communities,  health-care  deliv- 
ery, HIV  in  Puerto  Rico,  federal  lead- 
ership, and  immigration  regulations. 

The  commission’s  office  is  based 
in  Washington,  DC.  Information  on 
commission  activities  and  reports  is 
available  by  calling  (202)  254-5 125. 


Survey  reveals  physicians 
are  treating  inquisitive 
patients 

The  next  patient  you  treat 
might  just  have  a few  ques- 
tions on  his  or  her  mind. 

A Texas  Medical  Association  sur- 
vey reveals  that  many  Texas  physi- 
cians are  experiencing  an  increase  in 
questions  from  patients  about 
screening  procedures,  diet  and  nutri- 
tion, sexual  behavior,  and  drug  or 
alcohol  abuse.  Physicians  also  are 
seeing  an  increase  in  AIDS-related 
problems  as  well  as  substance  abuse, 
adolescent  pregnancy,  cancer,  and 
infectious  diseases. 


“The  survey  results  show  that  pre- 
vention is  a priority  for  both  the  pa- 
tient and  physician,”  says  Catherine 
R.  Edwards,  PhD,  TMA’s  director  of 
public  health  and  scientific  affairs. 

The  results  are  based  on  respons- 
es from  600  physicians  who  were  in- 
terviewed during  September  and  Oc- 
tober of  1992.  TMA  members  and 
nonmembers  were  asked  their  opin- 
ions on  a wide  variety  of  topics  such 
as  public  health  problems,  govern- 
ment regulations,  legislative  issues, 
reimbursement  issues,  practice  man- 
agement issues,  and  association 
communication  programs.  MVA  Re- 
search of  Houston  interviewed  600 
physicians  for  the  study. 


Have  you  noticed  an  increase  or  decrease  in  the  following  health  problems  in  your  practice? 

The  largest  group  of  physicians  (47%)  cited  an  increase  in  AIDS-related  problems.  This  was  followed 
by  substance  abuse  (38%),  adolescent  pregnancy  (35%),  cancer  (35%),  and  infectious  disease  (34%). 


Increase  in  Health  Problems 


Have  you  noticed  an  increase  or  decrease  in  the  number  of  questions  from  patients  concerning  drug 
and  alcohol  abuse,  screening  procedures,  sexual  behavior,  diet  or  nutrition? 

Two  out  of  3 physicians  reported  an  increase  in  questions  about  screening  procedures  while  61% 
cited  a rise  in  queries  concerning  diet  and  nutrition.  Approximately  3 in  10  indicated  an  increase 
in  questions  about  sexual  behavior  and  drug  or  alcohol  abuse. 


Questions  from  Patients 


% Reporting  Increase 
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COMMENTARY 

Firearms  are  leading 
cause  of  injury  mortality 
in  Texas  . . . again 

David  F.  Zane,  MS* 

Mary  Jo  Preece 

Patti  J.  Patterson,  MD,  MPH 

Nagla  Elerian 

Erik  K.  Svenkerud,  MD,  MPH 
Dennis  M.  Perrotta,  PhD 


IN  1991,  FOR  THE  SECOND 
straight  year,  more  Texans  were 
killed  by  firearms  than  by  motor 
vehicles. 

The  Texas  Department  of  Health 
routinely  reviews  death  records  to 
determine  changing  trends  in  deaths 
of  Texas  residents.  In  1990,  guns 
surpassed  motor  vehicles  as  the  lead- 
ing cause  of  injury  mortality  in  the 
state  (1).  Texas  was  the  first  state  to 
report  this  trend  to  federal  health 
officials  (2).  The  methodology  em- 
ployed in  tracking  firearm-related 
mortality  has  been  described  else- 
where (2). 

The  latest  available  vital  statistics 
data  demonstrate  this  pattern  has 
continued  in  Texas  (Fig  1).  In  1991, 
there  were  3,692  deaths  associated 
with  guns  compared  with  3,180  fa- 
talities related  to  motor  vehicles  (3). 

Between  1990  and  1991,  the  num- 
ber of  Texans  killed  by  bullets  in- 
creased 7%  (from  3,443  to  3,692), 
while  motor  vehicle-related  fatalities 
declined  4%  (from  3,309  to  3,180). 

The  overall  increase  in  firearm- 
related  deaths  from  1990  to  1991 


* The  authors  are  with  the  Texas  Department 
of  Health.  Mr  Zane  and  Ms  Preece  are  in  the 
Injury  Control  Program  of  the  Epidemiology 
Division;  Dr  Patterson  and  Ms  Elerian  are  with 
the  Bureau  of  Maternal  and  Child  Health;  Dr 
Svenkerud  is  in  the  Bureau  of  Disease  Control 
and  Epidemiology;  and  Dr  Perrotta  is  director 
of  the  Epidemiology  Division. 


Fig  1.  Motor  vehicle  and  firearm-related  deaths  in  Texas,  1970-1991. 
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Fig  2.  Comparison  of  firearm  and  motor  vehicle  deaths  for  Texans  ages  <20  years. 
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can  be  attributed  to  a 17%  increase 
in  firearm-related  homicides.  In 
1990,  1,635  murders  were  accom- 
plished with  guns;  in  1991,  this  in- 
creased to  1,918.  The  number  of 
firearm-related  deaths  that  were  self- 
inflicted,  unintentional,  committed 
through  legal  intervention,  or  whose 
intention  was  undetermined,  re- 
mained essentially  unchanged. 

Traditionally,  motor  vehicle 
crashes  have  been  the  leading  injury 
cause  of  early  death  in  the  state. 
However,  in  1991,  guns  were  associ- 
ated with  more  premature  deaths 
than  motor  vehicles,  surpassing  mo- 
tor vehicles  as  the  leading  injury 
cause  of  years  of  potential  life  lost 
(YPLL).  YPLL  is  a statistic  used  to 
measure  premature  mortality.  It  rep- 
resents the  sum  of  years  of  life  lost 
annually  by  individuals  who  die  be- 


fore the  age  of  65  years.  In  1991, 
guns  accounted  for  107,638  years  of 
potential  life  lost,  as  compared  with 
97,549  years  of  potential  life  lost 
due  to  motor  vehicles  (3).  Other  ma- 
jor causes  of  premature  death  in 
1991  included  cancer  (113,644 
YPLL),  heart  disease  (87,425 
YPLL),  certain  conditions  in  the 
perinatal  period  (62,175  YPLL),  and 
HIV  infection  (55,810  YPLL). 

For  Texans  aged  1 to  44  years, 
trauma,  especially  that  caused  by 
motor  vehicles,  has  historically  been 
the  leading  cause  of  mortality.  How- 
ever, in  1991,  gunfire  killed  more 
Texans  in  this  age  group  than  did 
motor  vehicles  (2,698  v 2,301 
deaths,  respectively)  (3).  In  fact, 
firearms  caused  more  deaths  in  this 
age  bracket  than  cancer  (1,692), 
HIV  infection  (1,654),  heart  disease 
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Fig  3.  Firearm  deaths  for  Texans  ages  <20  years  as  a percent  of  total  deaths  by  age,  1991. 
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Fig  4.  Firearm  deaths  for  Texan  males  ages  <20  years  as  a percent  of  total  deaths  by  age  and  race,  1991. 
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(1,159),  or  stroke  (257).  Approxi- 
mately 12  million  Texans  are  be- 
tween the  ages  of  1 to  44.  (4).  Thus, 
gunfire  is  the  leading  cause  of  death 
for  69%  of  the  state’s  population. 

Although  motor  vehicles  contin- 
ue to  be  the  leading  injury  killer  of 
our  youth  (less  than  20  years  of 
age),  the  gap  between  motor  vehicles 
and  firearms  is  decreasing  (Fig  2).  In 
1980,  1,047  youths  died  from  motor 
vehicle-related  injuries,  and  364 
youths  died  as  a result  of  gunfire.  In 
1991,  692  youths  were  killed  by 
motor  vehicles  and  544  died  from 
gunfire.  Twenty-two  children  under 
the  age  of  10  years  died  as  a result 
of  gunfire  in  1991. 

Adolescents  are  particularly  at 
risk  of  dying  from  gunfire.  In  1991, 
36%  (456/1,272)  of  all  deaths 
among  Texas  adolescents  aged  15 
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through  19  years  were  caused  by 
gunfire  (Fig  3).  The  percentage  of 
mortality  attributed  to  firearms  in 
this  age  group  varied  by  race/ethnici- 
ty. Fifty-seven  percent  of  all  deaths 
among  African-Americans  in  this 
age  group  were  firearm-related,  as 
compared  with  23%  for  Caucasians 
and  39%  for  Hispanics.  For  males  in 
this  age  group,  the  racial/ethnic  dif- 
ferences were  more  striking.  Sixty- 
four  percent  of  all  deaths  among 
African-American  males  15  through 
19  years  old  in  1991  were  firearm- 
related  (Fig  4). 

While  we  recognize  that  the  pre- 
vention of  firearm-related  fatalities  is 
a very  emotional  and  controversial 
issue,  the  fact  remains  that  firearms 
are  associated  with  a significant  loss 
of  life.  To  put  this  into  perspective, 
more  Texans  were  killed  by  gunfire 

MAY  1993 


during  1991  (3,692)  than  were 
killed  in  the  entire  Vietnam  War 
(3,405)  (5). 

Public  health  is  in  the  unique  po- 
sition to  better  understand  the  scope 
and  magnitude  of  this  clearly  pre- 
ventable problem.  We  hope  that  this 
study  will  stimulate  further  research 
to  improve  the  understanding  of 
firearm-related  mortality  and  mor- 
bidity in  the  state. 
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TMA  takes  decisive  steps 
towards  leadership  role  in 
health-care  reform 

The  already  rapid  pace 
of  change  in  medicine  has  ac- 
celerated to  new  levels  in 
1993  with  President 
Clinton’s  vow  to  control 
spiraling  costs  while  ex- 
panding access  to  care. 

In  response  to  Texas 
physicians’  need  to  main- 
tain autonomy  and  con- 
trol of  medical  care,  the 
Texas  Medical  Associa- 
tion has  initiated  a plan 
that  emphasizes  practi- 
cal, hands-on  solutions. 

“What  else  can  affect 
the  practice  of  medicine 
more  than  health-care  reform  and 
all  of  its  ramifications?”  asked  TMA 
President  William  G.  Gamel,  MD, 
who  heads  TMA’s  Special  Commit- 
tee on  Health  System  Reform 
(SCHSR).  “It  is  going  to  affect  ev- 
erybody and  everything  connected 
with  medicine.  Physicians  absolutely 
must  be  in  the  forefront  of  the 
health-care  reform  issue.” 

Initially,  the  TMA  plan  includes 
three  objectives: 

• To  strategically  position  the  asso- 
ciation as  a force  shaping  health- 
system  reform; 

• To  maintain  physician  autonomy 
and  control  of  medical  practice; 
and 

• To  develop  proactive  state/county, 
federal,  and  medical  practice  re- 
sponses to  health-system  reform. 

With  the  approval  of  the  TMA 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


Board  of  Trustees,  a panel  of  physi- 
cians has  been  named  to  lead  the 
SCHSR  to  meet  TMA’s  health-care 
reform  goals. 

Panel  members  are  Dr  Gamel, 
who  will  continue  as  chairman  of 
the  group  after  his  term  as  TMA 
president  expires  this  month;  Janis 
L.  Birchall,  MD,  of  Cor- 
pus Christi;  Max  C.  But- 
ler, MD,  of  Houston; 
Norman  H.  Chenven, 
MD,  of  Austin;  Hector 
L.  Franco,  MD,  of  El 
Paso;  Paul  B.  Handel, 
MD,  of  Houston;  Kermit 
B.  Knudsen,  MD,  of 
Temple;  Hugh  Lamens- 
dorf,  MD,  of  Fort 
Worth;  Donald  M. 
Maudlin,  MD,  of  Dallas; 
Ronald  J.  Pinkenburg, 
MD,  of  Tyler;  Robert  W.  Sloane,  Jr, 
MD,  of  Fort  Worth;  Marc  T.  Taylor, 
MD,  of  San  Antonio;  and  Josie  R. 
Williams,  MD,  of  Paris. 

Serving  as  consultants  to  the  pro- 
ject are  Jim  Bob  Brame,  MD,  of  El- 
dorado; Fred  F.  Castrow  II,  MD,  of 
Houston;  Merle  W.  Delmer,  MD,  of 
San  Antonio;  Nancy  W.  Dickey, 
MD,  of  Richmond;  Fouis  E.  Gibson, 
MD,  of  Corsicana;  Mike  McKinney, 
MD,  of  Pasadena;  Frederick  F. 
Merian,  MD,  of  Victoria;  J.  James 
Rohack,  MD,  of  College  Station; 
John  H.  Smith,  MD,  of  Fort  Worth; 
and  Robert  Tenery,  MD,  of  Dallas. 

“This  group  isn’t  being  put  to- 
gether just  to  study  the  issues,”  said 
Fouis  Goodman,  PhD,  TMA  direc- 
tor of  medical  economics.  “I  see  it  as 
a ‘strike  force’  that  will  produce 
very  specific  programs  to  deal  with 
the  changes  in  medicine  and  to  guide 
Texas  physicians  through  what  we 
expect  to  be  a period  of  upheaval.” 

He  said  health-system  reform  is 
the  most  important  challenge  that 


medicine  has  faced  since  Medicare 
was  enacted  in  1965. 

“We  must  provide  TMA  members 
with  a means  to  control  their  own 
destinies,”  said  Dr  Goodman.  “This 
group  will  devise  ways  to  get  critical 
information  to  the  members,  study 
possible  structural  changes  in  the  or- 
ganization to  deal  with  reform,  con- 
sider policy  recommendations  for 
both  TMA  and  the  AMA,  and  posi- 
tion TMA  to  become  a major 
influence  in  determining  how  reforms 
are  implemented  across  the  state.” 

In  addition  to  providing  overall 
direction  for  TMA’s  health-care  re- 
form efforts,  the  SCHSR  will  focus 
on  four  specific  areas:  communica- 
tion and  education,  managed  care 
relations,  TMA-county  medical  soci- 
ety partnerships,  and  legal  and  leg- 
islative issues.  Goals  for  these  four 
subcommittees  are: 

• Communication  and  education 

Convey  TMA’s  policy  and  posi- 
tion on  health-system  reform  is- 
sues and  provide  educational  op- 
portunities to  physicians  and 
their  staff  members  on  how  to 
prosper  in  a changed  medical 
practice  environment. 

• Managed  care  relations 

Position  medicine  in  the  face  of  a 
changing  medical  environment 
becoming  dominated  by  managed 
care-type  organizations  and  thor- 
oughly evaluate  the  current 
health-care  marketplace. 

• TMA-county  medical  society  partnerships 
Produce  activities  for  joint  imple- 
mentation by  TMA  and  county 
medical  societies  and  develop  ed- 
ucational programs  and  products 
for  individual  physicians  seeking 
guidance  on  survival  under  man- 
aged competition. 

• Legal  and  legislative  issues 

Assure  a level  playing  field  for  prac- 


“ w E MUST 
PROVIDE 

TMA  MEMBERS 

WITH  A MEANS 

TO  CONTROL 

THEIR  OWN 
DESTINIES.” 
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ticing  physicians  in  contracting  with 
managed  care  entities  and  for  physi- 
cian-controlled organizations  to 
compete  for  managed  care  products. 

The  SCHSR  met  during  March 
and  April  and  is  expected  to  make 
recommendations  to  the  House  of 
Delegates  during  annual  session,  May 
13-16.  The  committee  is  expected  to 
continue  at  a high  level  of  activity  un- 
til TMA-sponsored  programs  are  up 
and  running.  Dr  Goodman  said. 


Council  on 

Socioeconomics  studies 
low-cost  electronic  claims 
clearinghouse 

Filing  insurance  claims 
could  soon  become  easier  and  less 
expensive  for  Texas  physicians  if 
a proposed  Texas  Medical  Association- 


PROGRAM  FOCUSES  ON  AVOIDING 
FAILURE-TO-DI AGNOSE  CANCER  CLAIMS 

Statistics  show  that  one  of  the  most  expensive  claims  made 
against  physicians  is  for  failure  to  diagnose  cancer.  With  that  in  mind, 
TMA’s  Risk  Management  Department,  in  conjunction  with  the  Physi- 
cian Oncology  Education  Program  (POEP)  of  the  Texas  Cancer  Council,  has 
scheduled  a special  series  of  workshops  entitled  “Your  burden  of  proof: 
Avoiding  expensive  failure-to-diagnose  cancer  claims”  as  part  of  a larger  risk 
management  series  on  avoiding  failure-to-diagnose  claims. 

The  special  workshops  are  scheduled  for  Corpus  Christi,  June  26;  College 
Station,  June  30;  Dallas,  July  15;  Temple,  July  22;  McAllen,  July  31;  Abi- 
lene, August  14;  Houston,  August  19;  and  Tyler,  August  28. 

The  special  program  is  sponsored  by  a $15,000  grant  from  POEP  as  a 
part  of  a project  to  implement  innovative  cancer-related  continuing  medical 
education  (CME)  programs. 

Workshop  participants  will  receive  3 hours  of  Category  I CME  credit  for 
the  program,  which  when  combined  with  a 12-hour  home  study  course  will 
satisfy  the  15-hour  CME  credit  requirements  for  HB  18  liability  premium 
discounts.  For  more  information,  costs,  and  to  register,  call  TMA  Practice 
Management  Services  at  (800)  880-1300  or  (512)  370-141  1. 


William  G.  Gamel,  MD,  Austin,  chairs 
TMA’s  new  Special  Committee  on  Health 
System  Reform. 


Blue  Cross/Blue  Shield  electronic 
claims  clearinghouse  is  approved. 

A plan  for  such  a clearinghouse, 
to  be  jointly  developed  by  TMA  and 
Blue  Cross  and  Blue  Shield  of  Texas, 
was  included  in  the  final  report  of 
the  Committee  on  Electronic  Claims 
by  the  TMA  Council  on  Socioeco- 
nomics at  its  February  26  meeting 
during  TMA’s  Winter  Leadership 
Conference  in  Austin. 

The  venture  would  be  a statewide, 
all-payor,  all-insurance  company  elec- 
tronic claims  clearinghouse  operated  at 
little  or  no  expense  to  TMA  members. 

According  to  Crawford  Guthrie, 
director  of  provider  automation  for 
Blue  Cross/Blue  Shield  in  Dallas,  the 
cost  of  processing  the  claims  would 
be  borne  primarily  by  the  insurance 
companies.  A physician’s  office 
would  incur  only  the  expense  of 
telephone  charges  and  buying  and 
maintaining  computer  equipment. 

Most  commercial  electronic  claims 
clearinghouses  collect  as  much  as  a 50- 
cent-per-claim  fee,  which  usually  ends 
up  being  passed  on  to  patients,  he  said. 

According  to  Mr  Guthrie, 
Blue  Cross  has  already  committed 
“significant  resources”  to  the  develop- 
ment of  an  electronic  media  claims  sys- 
tem and  currently  receives  about  50% 
of  the  claims  it  processes  electronically. 

The  Texas  clearinghouse  would 
be  part  of  a network  being  devel- 
oped jointly  on  a national  basis  by 
Blue  Cross  and  Blue  Shield  Plans 
and  International  Business  Ma- 
chines, called  EDI-USA.  The  nation- 
al network  is  currently  negotiating 
contracts  with  major  insurance  car- 
riers and  will  work  as  an  electronic 
switching  organization  to  channel 
claims  to  the  appropriate  insurer. 

The  Texas  clearinghouse  would 
also,  at  a future  date,  begin  imple- 
menting other  functions  such  as 
standard  electronic  remittance  no- 
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tices  and  electronic  funds  transfers. 

The  council  would  also  like  to  re- 
view members’  written  comments 
and  suggestions  about  the  proposal. 
They  should  be  sent  to  Bradley  Rein- 
er, TMA  Health  Care  Financing  De- 
partment, 401  W 15th  St,  Austin,  TX 
78701,  or  by  fax  to  (512)  370-1632. 

The  council  voted  to  request  that 
Blue  Cross/Blue  Shield  develop  a de- 
tailed business  plan  and  identify 
available  resources  for  the  project 
for  further  review. 

Crime  Victims 
Compensation  program 
cuts  physician 
reimbursement  rate 

SAYING  THAT  INCREASED 
demand  has  caused  a shortfall  in 
the  balance  of  the  Texas  Crime 
Victims  Compensation  Fund,  Texas  At- 
torney General  Dan  Morales,  JD,  has 
ordered  that  after  March  15,  1993, 
physicians  filing  claims  to  the  fund  will 
he  paid  60%  of  approved  charges. 

Mr  Morales  said  the  state’s  rising 
crime  rate,  coupled  with  a heightened 
awareness  of  the  fund  by  citizens  and 
victims  rights  groups,  has  caused  a 
dramatic  increase  in  the  number  of 
claims  filed,  seriously  depleting  the 
fund.  Physicians’  claims  to  the  fund 
for  services  to  uninsured  crime  vic- 
tims are  paid  under  the  current  Texas 
Workers’  Compensation  Commission 
fee  guidelines,  according  to  a 
spokeswoman  for  the  program. 

Mr  Morales  said  the  reduction  in 
reimbursement  will  be  reviewed  on  a 
month-by-month  basis  and  would 
be  raised  or  lowered  in  the  future 
based  on  the  availability  of  funds. 

For  more  information  about  the 
program,  contact  the  attorney  gener- 
al’s office  at  (512)  463-6400.  ★ 
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There  is  a lot  of  talk  these  days  about  value  . . . 
Though  we  may  not  all  agree  on  what  value  is, 
We  all  agree  that  value  is  something  we  want. 

Texas  Medical  Liability  Trust  has  its  own 
definition  of  value  for  the  90’s.  If 


Competitive  Pricing 
Financial  Strength 
Personal  Service 
Integrity 
Honesty 
Quality 
Stability 
Efficiency 
Commitment 


are  what  you  value  in  a medical  liability  carrier, 
make  the  right  move  now  to 
Texas  Medical  Liability  Trust, 
the  only  health  care  liability  claim  trust 
created  & endorsed  by 

Texas  Medical  Association  and  endorsed  by  the 
Texas  Academy  of  Family  Physicians. 

Call  us  at  1-800-580-8658  or  512-454-6781, 
extension  3026  or  3011  for  a valuable  consultation. 
Or  simply  return  the  business  reply  card  inserted  in 
Texas  Medicine.  We’ll  call  you. 


M 


TEXAS  MEDICAL  LIABILITY  TRUST 


You  are  cordially  invited  to  stop  by  TMLT’s  Exhibit  Booth  #514 
at  TMA  Annual  Session,  May  13-16. 

Physicians  attending  are  eligible  to  register  for  Two  Drawings.  The  all  new  1993 
Pocket  PDR  and  a unique  Bonsai  Tree  will  go  home  with  two  lucky  winners! 
Physician  spouses  can  register  to  win  a beautiful  Silk  Wildflower  Arrangement! 
As  always,  we  are  looking  forward  to  seeing  you.  Stop  by  our  booth,  say  hello 
and  pick  up  a fresh,  seedling  tree  ready  for  planting.  See  you  there! 


Mr  Bankhead  is  a Houston-based  free-lance  writer. 
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Fascination  with  space  exploration  is  ubiquitous.  Few  endeavors  have  captured  the 
imagination  or  galvanized  the  spirit  of  America  as  the  space  program.  For  35  years, 
the  nation  has  marveled  at  the  feats  of  science  and  engineering,  boasted  of  the 
achievements,  and  participated,  albeit  vicariously,  in  malting  history. 
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Though  often  overshadowed  by 
more  visible  activities,  medicine  has 
been  fundamental  to  the  space  pro- 
gram since  its  inception.  From  the 
nascent  Mercury  flights  to  the  moon 
landings  to  the  succession  of  space 
shuttle  missions,  medicine’s  presence 
and  contributions  have  matured. 
Space  medicine  has  evolved  from  the 
rudiments  of  monitoring  vital  signs  to 
sophisticated  in-flight  investigation, 
including  small-scale  clinical  studies. 

The  journey  into  the  last  frontier 
has  opened  a whole  new  frontier  in 
medicine.  The  odyssey  has  led  from 
a largely  observational  phase  to  new 
insight  into  fundamental  issues  of 
human  physiology  — insight  that 
has  implications  for  health  and  dis- 
ease states  on  earth. 

Space  medicine  has  taken  physi- 
cians and  scientists  to  the  brink  of 
several  exhilarating  possibilities:  un- 
derstanding specific  disease  process- 
es and  how  to  intervene  more  effec- 
tively against  them;  designing  better 
drugs;  and  growing  functional, 
transplantable  human  tissue. 

lofty  benefits  here  on  earth 

WHETHER  SPACE  MEDICINE 
crosses  the  brink  depends  great- 
ly on  whether  the  space  pro- 
gram itself  moves  to  its  much-debat- 
ed next  phase  — development  of  a 
space  station.  When  Congress  even- 
tually decides  the  fate  of  the  $38  bil- 
lion space  station,  medicine  ar- 
guably stands  to  gain  or  lose  as 
much  from  the  decision  as  any  other 
component  of  the  space  program. 
Access  to  a long-duration  space  fa- 
cility would  offer  the  ability  to  per- 
form life  sciences  studies  lasting  a 
year  or  more.  By  comparison,  the 
Skylab  missions  of  20  years  ago  last- 
ed a maximum  of  84  days. 

Medical  benefits  derived  from  the 
space  program  long  ago  exceeded  the 
ability  to  keep  track  of  them,  says  Sam 
L.  Pool,  MD,  chief  of  the  medical  sci- 
ences division  at  the  Johnson  Space 
Center  (JSC).  Few  physicians,  and  even 
fewer  patients,  realize  the  windfall. 
“Physicians  use  spinoffs  from  the 


From  left,  payload  spe- 
cialists F.  Drew  Gaffney, 

MD,  and  Millie  Flughes- 
Fulford,  and  astronaut 
James  P.  Bagian,  MD, 
are  pictured  during 
blood-drawing  exercises 
on  the  middeck  of  the 
earth-orbiting  Columbia 
in  June  1991.  This  mis- 
sion was  the  first  shuttle 
flight  to  be  devoted  ex- 
clusively to  life  sciences 
research.  Photo  cour- 
tesy of  NASA. 

space  program  virtually  every  day, 
even  though  they  probably  don’t 
know  it,”  said  Dr  Pool. 

Computed  tomography  (CT)  and 
magnetic  resonance  imaging  both 
trace  their  origins  to  satellite  image- 
enhancement  techniques  developed 
through  the  space  program.  Cardiac 
pacemakers,  defibrillators,  im- 
plantable medication  pumps,  and 
portable  electrocardiogram  (ECG) 
devices  all  evolved  from  electronics 
and  miniaturization  research  sup- 
ported by  the  National  Aeronautics 
and  Space  Administration  (NASA). 

Similarly,  the  space  program  gave 
birth  to  the  capability  to  transmit 
voice  and  data  signals  on  a single  ra- 
dio frequency.  Today,  that  capability 
has  become  indispensable  to  emergen- 
cy medical  services,  allowing  emer- 
gency medical  technicians  to  report 
on  a patient’s  condition  while  trans- 
mitting an  ECG,  for  example. 

“I  speak  to  physician  groups  fair- 
ly often,”  said  physician/astronaut 
Rhea  Seddon,  MD.  “I  think  most  of 
them  start  out  a little  skeptical 
about  how  space  medicine  relates  to 
them.  But  by  the  end  of  my  presen- 
tation, they’re  usually  excited  be- 
cause they  can  see  how  the  program 
correlates  with  what  they’re  doing. 

“NASA  has  developed  a lot  of 
ways  to  talk  with  spacecraft  and 
send  data  from  one  place  to  another. 
The  ability  to  send  data,  pictures, 
and  information  has  very  practical 
applications.  We  can  take  what  we 
learn  from  the  space  program  — in 
the  way  of  hardware,  satellites,  com- 


puterization, miniaturization  — and 
apply  it  to  the  medical  field.” 

As  an  example,  NASA  used  its 
satellite  communication  capabilities 
to  link  US  physicians  with  those  in 
Armenia  during  that  nation’s  devas- 
tating earthquake  in  1990. 

“NASA  is  an  open  organization,” 
said  Dr  Seddon.  “Its  charter  specifies 
that  one  of  its  major  purposes  is  to 
share  information  with  other  people, 
tell  people  what  we’re  doing.” 

A Texas-based  space  race 

Much  of  the  sharing  occurs 
through  NASA’s  active  technol- 
ogy transfer  program,  which 
has  helped  bring  dozens,  if  not  hun- 
dreds, of  medical  applications  to 
commercial  and  clinical  fruition. 

However,  the  space  agency  has  a 
long  history  of  space  medicine  re- 
search, much  of  it  done  at  Texas  in- 
stitutions. At  any  given  time,  NASA 
is  supporting  dozens  of  investiga- 
tions that  have  potential  relevance 
to  clinical  situations  on  earth. 
Knowledge  gained  from  space 
medicine  research  has  come  at  a rel- 
atively modest  price:  Life  sciences 
accounts  for  $70  million  of  NASA’s 
$14  billion  1993  budget. 

“We’re  not  talking  about  big 
medicine  or  big  research  here,”  ob- 
served Carolyn  Huntoon,  PhD,  di- 
rector of  space  and  life  sciences  at 
JSC.  “We’re  not  trying  to  duplicate 
what  the  National  Institutes  of 
Health  is  doing. 

“Sometimes  the  direct  relationship 
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NASA  program  shares  the  benefits  of  space-based  research 


By  conservative  estimates,  at  least  30,000  spinoffs 
have  evolved  from  the  space  program  since  its  in- 
ception. As  much  as  any  field  of  endeavor,  medicine 
and  health  care  have  benefited  from  the  technology 
transfer  program. 

NASA’s  commitment  to  share  knowledge  derived 
from  space-related  research  and  development  was  for- 
malized 31  years  ago  with  the  Technology  Utilization 
Program,  which  gave  birth  to  the  spinoff.  NASA 
defines  a spinoff  as  a product  or  process  derived  from 
knowledge  and  technology  developed  as  a result  of 
space  exploration. 

“Over  the  years,  we’ve  tried  to  identify  all  the  prod- 
ucts and  technology  that  have  come  from  space 
medicine,  but  it’s  virtually  impossible  to  keep  track  of 
all  of  them,”  said  Sam  L.  Pool,  MD,  director  of  the 
medical  sciences  division  at  the  Johnson  Space  Center. 
“Most  physicians  use  the  technology  even  if  they  don’t 
know  it.” 

Each  year  NASA  publishes  a booklet  highlighting 
notable  spinoffs  in  various  fields.  The  health-care  sec- 
tion routinely  occupies  the  most  space  in  the  booklet  or 
ranks  among  its  more  lengthy  sections. 

• Recent  spinoffs  include  a commercially  available 
microbe  analyzer  that  employs  a sophisticated  pat- 
tern recognition  system  to  monitor  microbial 
growth.  As  many  as  20  different  specimens  — 
collected  from  the  throat,  blood,  urine,  and  other 
sources  — can  be  analyzed  simultaneously,  produc- 
ing results  in  5 hours  or  less. 

“The  process  previously  took  several  days,”  said 
Dr  Pool.  “Until  the  results  were  available,  the  typi- 
cal clinical  approach  was  to  load  up  on  antibiotics 
without  knowing  whether  they  would  work.” 

• The  ability  to  measure  body  core  temperature  has 
been  simplified  and  made  more  accurate  by  virtue 
of  an  ingestible  capsule  containing  a tiny  ther- 
mometer. The  device  measures  and  relays  internal 
temperature  as  it  traverses  the  digestive  tract. 
Space-derived  advances  include  telemetry,  micro- 
circuitry, and  battery  technology. 

• Sorbent  dialysis  traces  its  origin  to  space-related  re- 
search into  techniques  for  purifying  and  recycling 
water  for  long-duration  flights  and  for  desalinization 
of  sea  water.  The  most  recent  extension  of  the  tech- 


nology is  a portable  unit  that  allows  patients  to  dia- 
lyze at  home. 

• Technology  transfer  from  space  to  health  care 
needn’t  involve  direct  patient  care  to  have  a major 
impact.  Take,  for  example,  a food  service  system 
used  by  hospitals.  The  system  makes  use  of  integral 
heating,  whereby  insulated  plates  and  bowls  heat  in- 
dependently. The  process  allows  plating,  storing, 
heating,  and  serving  of  meals  in  volume,  including 
separation  of  hot  and  cold  foods.  Meals  can  be  pre- 
pared well  in  advance  of  serving  time  without  loss  of 
quality  or  flavor.  The  technology  was  developed  for 
food  service  on  the  Apollo  moon  missions. 

• A burn  analysis  system  evolved  from  ultrasound  tech- 
nology developed  for  detecting  microscopic  flaws  in 
aircraft  and  spacecraft.  The  scanner  uses  depth-mea- 
surement technology  to  assess  burn  depth,  determin- 
ing where  dead  tissue  ends  and  healthy  skin  remains. 

• A chair  developed  to  assess  the  effect  of  weightless- 
ness on  vestibular  function  has  found  application  in 
clinical  evaluation  of  patients  with  balance  disor- 
ders. Patients  placed  in  the  chair  are  turned  in  differ- 
ent directions,  while  a computerized  system  moni- 
tors vestibular  response.  The  chair  also  has  found  a 
home  in  the  evaluation  of  deaf  and  blind  patients, 
those  with  Meniere’s  disease,  and  people  with 
vestibular  loss  of  uncertain  origin. 

• The  excimer,  or  cold  laser,  also  has  its  origin  in  the 
space  program.  The  technology  originally  was  de- 
veloped for  measurement  of  atmospheric  gases. 
The  laser  has  won  supporters  in  the  medical  field 
as  a treatment  for  atherosclerosis  because  of  its 
ability  to  vaporize  plaque  without  damaging  blood 
vessel  walls. 

The  list  of  products  and  technologies  could  go  on 
indefinitely,  but  they  would  all  point  to  the  ready  ap- 
plicability of  space-derived  knowledge  in  medicine 
and  other  fields.  In  some  cases,  the  advances  have 
come  full  circle. 

“There  are  some  medical  devices  that  we  can  now 
buy  commercially  and  use  in  the  space  program  with 
little  or  no  modification,”  said  Dr  Pool. 
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Texas  physicians,  institutions  play  major  role  in  space  medicine 


Texas  institutions  have  had  a major  hand  in  the  devel- 
opment of  space  medicine  knowledge  and  applying 
that  knowledge  to  clinical  issues  faced  by  physicians. 
Recently,  several  medical  centers  have  made  strides  in 
solidifying  their  role  in  space  medicine  research  and  en- 
suring a continued  prominent  role  in  the  acquisition 
and  application  of  space-derived  knowledge. 

The  University  of  Texas  Medical  Branch  at  Galveston 
(UTMB)  has  established  the  nation’s 
first  space  medicine  fellowship,  a joint 
project  with  the  Johnson  Space  Center 
(JSC).  Open  only  to  physicians,  the  2- 
year  program  provides  training  in  clini- 
cal, research,  and  operational  aspects  of 
space  medicine.  The  program  leads  to  a 
master  of  science/aerospace,  and  the 
first  classes  begin  this  summer. 

“The  program  will  be  of  benefit 
to  UTMB  and  to  NASA,”  said  Patri- 
cia Santy,  MD,  program  codirector 
and  an  associate  professor  of  psychi- 
atry and  behavioral  sciences  at 
UTMB.  “UTMB  is  interested  in  peo- 
ple who  want  to  do  space  biomedical 
research,  and  NASA  wants  opera- 
tionally oriented  clinicians  who  can 
function  in  the  space  program.” 

The  fellowship  will  include  joint 
grand  rounds  with  NASA  flight  sur- 
geons, rotations  at  JSC,  and  exposure 
to  the  aerospace  industry  via  work 
with  NASA  contractors  involved  in 
life  sciences  projects.  Course  work 
will  include  aerospace  medicine,  space  physiology,  and 
research  problems  in  space  biomedicine.  Every  fellow 
will  pursue  a space  medicine  research  project. 

The  fellowship  does  not  guarantee  consideration  for 
space  flight,  but  completion  of  the  program  would  not 
hurt  a physician’s  chances  of  becoming  an  astronaut. 

“People  interested  in  this  fellowship  obviously  are 
interested  in  the  space  program,”  said  Dr  Santy,  a for- 
mer NASA  flight  surgeon.  “While  it’s  not  a direct  path 
to  becoming  an  astronaut,  the  fellowship  is  a path  to 
stronger  credentials  for  space  flight.” 

Thus  far,  16  physicians  have  applied  for  the  pro- 
gram, representing  internal  medicine,  surgery,  family 
practice,  and  emergency  medicine.  Applicants  must  be 
board  certified  or  eligible  for  certification. 


UTMB  also  has  established  a link  with  the  interna- 
tional space  community  by  virtue  of  being  named  an 
affiliate  campus  of  the  International  Space  University 
(ISU),  a graduate  program  in  space  development  and  re- 
search. The  ISU  has  seven  affiliate  campuses  in  the  US, 
and  UTMB  is  the  only  one  in  Texas. 

Currently,  the  ISU  offers  a summer  program  that 
compresses  a year  of  study  into  a 10-week  period  at 
affiliate  campuses.  By  1995  the  ISU  ex- 
pects to  have  a permanent  campus  in 
Strasbourg,  France,  at  which  time  it  will 
begin  offering  year-round  study. 

“When  the  main  campus  is  built, 
UTMB  will  accept  fellows  or  graduate 
students  from  the  ISU  who  are  interest- 
ed in  space  life  sciences  and  involve 
them  in  our  ongoing  programs,”  said 
Dr  Santy.  “At  that  point,  we  hope  to 
expand  the  fellowship  to  [non-MD] 
doctoral-level  individuals.” 

The  University  of  Texas  Southwestern 
Medical  Center  in  Dallas  has  strengthened 
its  ties  to  space  medicine  with  a 5-year, 
$5  million  grant  from  NASA  to 
establish  the  space  agency’s  only  special- 
ized research  and  training  center  in  physi- 
ology. The  project  will  examine  physiolog- 
ic mechanisms  involved  in  adaptation  to 
changing  environments.  Specifically,  the 
program  will  focus  on  the  effects  of  re- 
duced gravity  on  the  heart,  lungs,  and 
musculoskeletal  system. 

“The  central  theme  for  the  research 
will  be  disuse  atrophy,  as  it  occurs  in  microgravity 
and  affects  the  musculoskeletal  and  cardiovascular 
systems,”  said  principal  investigator  Gunnar 
Blomqvist,  MD,  a cardiologist  and  professor  of  inter- 
nal medicine  at  Southwestern.  “We  will  be  looking  at 
the  mechanisms  all  the  way  from  the  molecular  and 
cellular  level  to  the  whole  body.” 

Institutions  at  the  Texas  Medical  Center  (TMC)  have  a 
longstanding  relationship  with  NASA,  predating  the  open- 
ing of  the  Johnson  Space  Center  in  the  1960s.  TMC  and 
NASA  officials  recently  entered  into  discussions  aimed  at 
developing  even  closer  ties  in  space  medicine  research. 
TMC  officials  also  participate  on  the  Aerospace  Medical 
Advisory  Committee,  which  will  help  set  priorities  for 
biomedical  research  on  the  Space  Station  Freedom. 


From  left,  Geralyn  Meny,  MD,  a third- 
year  resident  in  radiology  at  The  Univer- 
sity of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas,  and  Sheryl  Wright,  MD, 
assistant  professor  of  internal  medicine  at 
Southwestern,  are  shown  in  the  life 
sciences  research  space  capsule  mock-up 
at  NASA.  Photo  courtesy  of  NASA. 
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Astronauts  F.  Story 
Musgraue,  MD,  (right) 
and  Lt  Cmdr  Mario 
Runco,  Jr,  team  up  to 
measure  intraocular 
pressure  during  their 
8-day  flight  in  1991. 
Photo  courtesy  of 
NASA. 


we  have  with  the  medical  community 
is  not  very  obvious  to  everyone.  We 
have  a small  staff,  and  we  get  things 
done  through  collaboration  with  in- 
vestigators at  other  institutions.” 

While  NASA  works  with  life  sci- 
ences investigators  across  the  coun- 
try, much  of  the  work  stays  in 
Texas.  The  space  agency  has  an  es- 
pecially close  relationship  with  insti- 
tutions at  the  Texas  Medical  Center, 
owing  greatly  to  the  center’s  prox- 
imity. The  relationship  goes  back  to 
the  early  ’60s,  even  before  JSC 
opened,  says  Dr  Huntoon. 

Initially,  space  medicine  research 
focused  almost  exclusively  on  physio- 
logic effects  of  microgravity  and  oth- 
er issues  related  to  astronaut  safety. 

“Taking  care  of  the  people  we 
put  into  space  has  always  been  our 
No.  1 priority,”  said  Dr  Huntoon. 
“But  the  knowledge  we’ve  gained 
from  those  efforts  has  often  had  ap- 
plication to  basic  issues  in  human 
physiology  and  to  medical  problems 
that  confront  physicians  on  earth.” 

A classic  example  came  from  the 
discovery  that  astronauts  begin  los- 
ing bone  mineral  soon  after  entering 
zero  gravity.  The  situation  mimics  os- 
teoporosis; however,  unlike  most  os- 
teoporotic patients,  astronauts’  bone 
mass  rebuilds  after  returning  from 
space.  That  revelation  provided  hope 
that  a treatment  could  be  found  to 
reverse  the  effects  of  osteoporosis. 

“NASA  researchers  were  the 
first  to  show  that  bone  loss  is  re- 
versible,” said  Helen  Lane,  PhD, 
chief  of  the  JSC  space  biomedical 


operations  and  research  branch. 
“Subsequently,  it  has  been  shown 
that  the  same  thing  can  be  done  in 
osteoporosis  with  the  use  of  calci- 
um, estrogen,  and  other  substances. 

“Eventually,  someone  would  have 
learned  (about  the  bone  rebuilding), 
but  I think  it  would  have  taken  a lot 
longer  without  space  medicine  re- 
search. Space  provides  a very  clean 
model  for  learning  about  the  basic 
processes  involved  in  the  physiology 
of  health  and  disease.” 

Research  continues  into  the  basic 
mechanisms  of  bone  loss  and  repair. 
Additionally,  NASA  is  evaluating  po- 
tential countermeasures  to  prevent 
the  mineral  loss.  Investigators  include 
endocrinologist  and  osteoporosis  au- 
thority Charles  Y.  Pak,  MD,  of  The 
University  of  Texas  Southwestern 
Medical  Center  in  Dallas. 

Slowing  the  aging  process 

Musculature  also  suffers 
from  exposure  to  weightless- 
ness. Absence  of  the  weight- 
bearing function  leads  to  atrophy, 
similar  to  that  which  occurs  with  ex- 
tended bed  rest,  recovery  from  bro- 
ken bones,  or  aging.  Better  under- 
standing of  the  mechanisms  involved 
in  muscle  atrophy  could  lead  to  ther- 
apy for  earth-bound  patients. 

Ground-based  models  have  re- 
vealed a biochemical  signaling 
process  that  shuts  off  protein  syn- 
thesis, probably  soon  after  expo- 
sure to  microgravity. 

“Removing  weight  bearing  on 


earth  leads  to  a very  rapid  decrease 
in  muscle  protein  synthesis  and 
myofibrillar  protein  synthesis,”  said 
Frank  Booth,  PhD,  a professor  of 
physiology  at  The  University  of 
Texas  Health  Science  Center  in 
Houston.  “Initially,  this  seems  to  oc- 
cur without  a decrease  in  messenger 
RNA,  which  would  imply  that  it’s  a 
translational  regulation:  The  lack  of 
weight  bearing  signals  a gene  to 
make  less  messenger  RNA  or  signals 
existing  messenger  RNA  that  less  is 
needed,  so  it  can  degrade  faster.” 

Animal  tissue  obtained  from  the 
Soviet  Cosmos  program  showed  that 
mRNA  levels  had  declined  after  2 
weeks  in  microgravity,  confirming 
the  ground-based  work. 

Dr  Booth  sees  aging  as  a potentially 
major  area  of  application  for  space-de- 
rived knowledge  about  muscle  atrophy. 

“With  aging  there  is  an  obliga- 
tory loss  of  muscle,”  he  said. 
“There  is  an  ongoing  debate  as  to 
whether  the  loss  is  solely  due  to  ef- 
fects that  are  not  reversible  by 
continued  activity. 

“There  is  no  question  that  people 
who  make  it  out  to  80  years  of  age 
have  weaker  muscles.  They  often 
have  falls,  and  whether  these  falls 
are  related  to  weak  muscles  is  debat- 
able. Having  stronger  muscles  cer- 
tainly would  not  be  a disadvantage 
to  preventing  falls  and  their  conse- 
quences,” he  said. 

“At  this  point,  the  studies  are 
mostly  descriptive.  Ultimately,  we 
hope  to  learn  how  to  prevent  muscle 
atrophy.  If  we  can  do  that  in  weight- 
lessness, I think  we  can  extrapolate 
to  bed  rest,  aging,  and  other  situa- 
tions on  earth. 

“Society  is  coming  to  the  point 
that  it  wants  elderly  people  to  have  a 
better  quality  of  life.  Stronger  mus- 
cles would  likely  have  an  impact  on 
quality  of  life.” 

Countering  the  fluid  shift 

WEIGHTLESSNESS  HAS  A PROFOUND 
effect  on  cardiovascular  func- 
tion. In  space,  fluid  rises  to  the 
upper  part  of  the  body,  especially 
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Medical  research  is  prime  objective  on  Spacelab  life  Science  missions 


he  space  program’s  life  sciences  research  endeavors 
achieved  a new  level  of  recognition  with  develop- 
ment of  the  Spacelab  Life  Sciences  (SLS)  missions, 
the  first  of  which  occurred  in 
June  1991.  SLS-2  is  scheduled 
for  August  of  this  year. 

SLS  activities  take  place  inside 
a specially  built  cylindrical  labo- 
ratory, 23  feet  long  and  16  feet 
wide,  stowed  in  the  cargo  bay  of 
a space  shuttle  vehicle.  The  SLS-1 
mission  focused  on  six  areas  of 
study:  cardiovascular/cardiopul- 
monary, renal/endocrine,  blood, 
immunity,  musculoskeletal,  and 
neurovestibular. 

Four  mission  specialists,  con- 
sisting of  three  physicians  and  a 
veterinarian,  carried  out  18  ex- 
periments during  the  8-day  mis- 
sion, most  of  which  focused  on 
spaceflight’s  effect  on  animals. 

For  the  most  part,  the  studies 
will  be  replicated  on  SLS-2. 

“Though  data  was  collected 
on  SLS-1,  the  primary  purpose  was  to  check  out  the 
laboratory  and  equipment  and  make  sure  everything 
worked  as  expected,”  said  Clarence  Alfrey,  MD,  a Bay- 
lor College  of  Medicine  hematologist  whose  work  was 
included  on  the  first  SLS  mission. 

SLS-2  is  scheduled  to  last  14  days  and  involve  14 


Space  Shuttle  Program 
STS-40  Cargo  Configuration 


Experiments  in  the  Spacelab  Life  Sciences  2 mission 
later  this  year  will  take  place  in  a laboratory  stowed  in 
the  cargo  bay  of  the  Space  Shuttle  Columbia.  Photo 
courtesy  of  NASA. 


primary  experiments,  but  more  of  the  work  will  involve 
assessment  of  microgravity’s  effects  on  crew  members. 
A third  mission  is  planned  for  1996,  with  a primary  fo- 
cus on  the  musculoskeletal  sys- 
tem, and  SLS-4,  slated  for  1998, 
will  focus  on  neurologic  function, 
according  to  Howard  S.  Schnei- 
der, PhD,  Spacelab  Life  Sciences 
mission  scientist.  SLS-4  will  be  a 
cooperative  venture  involving  the 
National  Institutes  of  Health  and 
the  National  Science  Foundation. 

“These  missions  have  to  be 
planned  far  in  advance  because  a 
lot  of  training  is  involved,  especial- 
ly when  non-astronauts  are  on 
board,”  said  Dr  Schneider.  “We 
have  to  establish  the  objectives  we 
want  to  accomplish  and  pretty 
much  stay  with  them,  because  the 
equipment  can’t  he  changed  out 
very  quickly.  It  takes  a lot  of  time 
to  develop  the  equipment  and 
make  sure  it  will  work  in  space. 

“Experiments  can  be 
modified  to  some  extent,  but  we  don’t  have  a great 
deal  of  flexibility.” 

Access  to  space  environment  is  a precious  commodi- 
ty, and  competition  for  SLS  consideration  is  keen.  Dr 
Schneider  said  the  request  for  projects  on  SLS-1  drew 
450  proposals. 
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the  head.  In  response,  the  heart  en- 
larges to  accommodate  increased 
blood  flow.  The  body  interprets  the 
enlargement  as  fluid  overload  and 
adjusts  by  decreasing  total  body 
and  intravascular  fluid  volume. 

Upon  astronauts’  returns  to  earth, 
their  hearts  and  cardiovascular  sys- 
tems do  not  adapt  immediately  to 
gravity,  and  crew  members  frequent- 
ly suffer  from  orthostatic  hypoten- 
sion, sometimes  for  several  days. 

For  more  than  15  years,  cardiol- 
ogist Gunnar  Blomqvist,  MD,  pro- 
fessor of  internal  medicine  at  The 
LIniversity  of  Texas  Southwestern 
Medical  Center,  has  sought  a better 
understanding  of  the  underlying 


physiologic  processes  involved  in 
the  fluid  shift  and  the  cardiovascu- 
lar response  to  it. 

“While  NASA  routinely  pre- 
scribes oral  fluid  loading  — a combi- 
nation of  salt  tablets  and  a large  vol- 
ume of  water  — before  returning  to 
earth,  the  treatment  often  fails  to 
prevent  the  symptoms  of  dehydra- 
tion, including  orthostatic  hypoten- 
sion,” said  Dr  Blomqvist,  who  di- 
rects Southwestern’s  space  research 
laboratory.  “If  landing  is  delayed, 
the  fluid  loading  may  actually  make 
the  dehydration  worse.” 

Ground-based  studies  have 
shown  differential  effects  of  a saline 
challenge.  Given  to  a person  in  a 


supine  position,  when  gravity  exerts 
minimal  effect,  the  fluid  load  is  lost 
almost  immediately.  When  the  saline 
is  infused  to  a person  standing  up- 
right, the  load  usually  isn’t  lost  until 
the  person  becomes  supine,  as  in 
preparation  for  sleep. 

“We’re  trying  to  answer  specific 
questions  about  how  to  make  space 
flight  and  reentry  safer,”  said  Dr 
Blomqvist’s  colleague  Sheryl 
Wright,  MD,  an  assistant  professor 
of  medicine  and  pediatrics  at 
Southwestern.  “But  all  the  infor- 
mation we  acquire  helps  us  evalu- 
ate regulatory  mechanisms  in 
pathologic  states,  as  well.  High 
blood  pressure  and  heart  failure  are 
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Astronaut  Bonnie  J. 
Dunbar,  PhD,  uses  a 
Doppler  to  collect  med- 
ical data  from  payload 
specialist  Lawrence  J. 
Delucas,  PhD,  OD, 
during  his  diagnostic 
“run”  in  the  Lower 
Body  Negative  Pressure 
device.  The  device  is 
hoped  to  increase  toler- 
ance of  orthostatism 
upon  return  to  earth’s 
gravity.  Photo  courtesy 
of  NASA. 


abnormal  states,  but  they  involve 
the  same  basic  principles  we’re 
dealing  with  in  space  flight.” 

Tracking  red  blood  cell  depletion 

Dr  Blomqvist  was  the 
principal  investigator  of  an  ex- 
periment included  in  the  first 
flight  of  Spacelab  Life  Sciences  (SLS) 
in  June  1991. 

Dating  back  to  the  Gemini  space 
missions,  medical  investigators  not- 
ed that  astronauts  lost  10%  to  20% 
of  their  red  blood  cell  mass  during 
even  relatively  brief  exposure  to  zero 
gravity.  The  cause  of  the  red  cell  de- 
pletion remained  largely  a mystery 
until  SLS-1,  when  cell  production 
and  destruction  was  studied  in  three 
crew  members. 

After  about  a day  in  space,  stud- 
ies indicated  that  crew  members 
continued  to  produce  red  cells  at 
about  the  same  rate  as  if  they  were 
on  earth,  a totally  unexpected  find- 
ing, says  hematologist  Clarence  P. 
Alfrey,  Jr,  MD,  a professor  of 
medicine  at  Baylor  College  of 
Medicine  in  Houston  and  member 
of  TMA’s  Council  on  Scientific  Af- 
fairs. Instead,  the  erythrocytes  con- 
tinued to  arise  in  the  marrow  but 
were  destroyed  in  the  marrow  be- 
fore they  could  be  released. 

“This  turned  out  to  be  a new 
way  in  which  many  different  kinds 
of  cells  are  controlled,  a phe- 
nomenon called  apoptosis,”  said  Dr 
Alfrey.  “Upon  entering  weightless- 
ness, erythropoietin  levels  drop  to 


essentially  undetectable  levels  and 
stay  that  way  as  long  as  the  person 
remains  in  weightlessness.  When 
erythropoietin  levels  fall,  cells  de- 
pendent on  it  for  growth  and  devel- 
opment die.  So  we  had  the  circum- 
stance of  intramedullary  death  of 
developing  red  cells,  a phenomenon 
demonstrated  in  a test  tube  but  nev- 
er in  animals  or  man.” 

Eventually,  astronauts  develop  a 
new  steady  state  of  erythrocyte 
production,  appropriate  for  weight- 
lessness. On  reentry,  the  body  has 
less  time  to  adapt.  Between  the  last 
orbit  of  a mission  and  the  return  to 
earth,  crew  members  donate  the 
equivalent  of  two  units  of  blood  to 
their  extremities,  says  Dr  Alfrey. 
That  plays  a major  role  in  the  or- 
thostatic hypotension  observed  in 
most  astronauts. 

Dr  Alfrey  believes  apoptosis  has 
potentially  major  clinical  implica- 
tions on  earth,  especially  in  the  treat- 
ment of  kidney  failure  involving  the 
use  of  recombinant  erythropoietin. 

“The  usual  approach  is  to  give 
patients  erythropoietin  every  3 days 
when  they  have  dialysis,”  said  Dr 
Alfrey.  “Evaluation  of  erythropoi- 
etin levels  in  dialysis  patients  has 
shown  that  blood  levels  of  erythro- 
poietin are  almost  undetectable  by 
the  time  they  get  their  next  dose. 

“I  believe  that  dialysis  patients, 
like  astronauts,  are  having  destruc- 
tion of  a lot  of  developing  red  cells 
in  the  marrow.  That  means  the  pa- 
tients might  need  much  larger  doses 
of  erythropoietin. 


i 


i 


“I  think  that  as  we  learn  more 
about  apoptosis,  we’re  going  to 
find  that  it  has  importance  for  a 
lot  of  clinical  areas.  There  are  a 
variety  of  clinical  situations  in 
which  failure  to  produce  red  cells 
might  result  from  intramedullary 
destruction.” 

Avoiding  decompression  injuries 

Decompression  sickness 
or  injury  usually  is  associated 
with  deep-sea  diving.  However, 
exposure  to  microgravity  can  also 
lead  to  decompression,  and  ongoing 
space  medicine  studies  may  have  im- 
portant implications  for  clinical  situ- 
ations involving  the  threat  of  air- 
bubble  emboli. 

“We’re  trying  to  determine  if 
there  is  any  degree  of  lung  injury  re- 
sulting from  decompression  that  is 
of  concern  to  astronauts,”  said 
Bruce  Butler,  PhD,  an  associate  pro- 
fessor of  anesthesiology  at  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter at  Houston. 

“Another  objective  is  to  deter- 
mine the  impact  of  venous  bubbles. 
We  want  to  know  whether  venous 
bubbles  circulating  in  the  lungs 
cause  the  lungs  not  to  contain  the 
bubbles,  allowing  the  bubbles  to  cir- 
culate into  the  arterial  circulation, 
where  they  could  be  distributed  to 
the  heart.  Then  the  consequences 
could  be  quite  profound. 

“Ultimately,  we  want  to  deter- 
mine situations  or  conditions  in 
which  astronauts  would  be  truly  at 
risk  for  a systemic  or  arterial  embo- 
lus and  how  we  might  avoid  that,  ei- 
ther by  preventing  bubble  formation 
altogether  or  understanding  the  in- 
jury as  it  proceeds  from  an  early, 
presymptomatic  state  to  a symp- 
tomatic state.” 

Ground-based  studies  have 
shown  that  space  decompression  in- 
volves chronic  exposure  to  venous 
bubbles,  as  opposed  to  an  acute 
showering  of  bubbles  that  affects 
divers.  The  chronic  exposure  paral- 
lels clinical  situations  involving  gas 
embolization. 
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“A  number  of  surgical  situa- 
tions come  to  mind,  including  by- 
pass procedures,”  said  Dr  Butler. 
“In  some  neurosurgical  proce- 
dures, patients  actually  are  in  a 
sitting  position.  If  a vein  in  cere- 
bral tissue  were  cut,  the  negative 
pressure  could  suck  air  into  the 
venous  circulation.  Patients  who 
are  on  ventilators  in  intensive 
care  units  can  have  barotrauma  if 
their  lungs  burst  from  the  high 
pressure.” 

Studies  by  Dr  Butler  and  col- 
leagues have  already  produced  a 
new  monitoring  technique  that 
could  prove  useful  for  surgical 
cases  involving  an  embolization 
risk.  The  system  involves  comput- 
er-assisted sound  digitization. 
High-frequency  Doppler  ultra- 
sound is  used  to  scan  the  circula- 
tion. Bubbles  or  emboli  reflect  the 
sound  with  different  intensity 
compared  to  the  blood  in  which 
they  are  trapped,  and  the  signal 
detected  can  be  used  not  only  to 
locate  an  embolus  but  also  to 
identify  its  nature. 

Reports  on  the  monitoring  sys- 
tem should  begin  appearing  in  clini- 
cal journals  in  the  near  future,  ac- 
cording to  Dr  Butler. 

Growing  spare  parts 

WHILE  NASA  DOES  NOT  OPENLY 
promote  one  area  of  life  sci- 
ences study  over  others,  few  in- 
vestigations have  generated  as  much 
optimism  and  enthusiasm  as  that 
which  currently  surrounds  a ground- 
based  project  at  JSC.  The  excitement 
centers  on  a patented  device  that 
overcomes  the  effects  of  gravity  to 
produce  a near-perfect  environment 
for  growing  cells  and  tissue.  The  im- 
plications are  perhaps  best  repre- 
sented by  news  media  accounts  that 
have  portrayed  the  device  as  offering 
the  potential  to  “grow  spare  parts 
for  people.” 

Called  a Rotating  Wall  Bioreac- 
tor or  Slow  Turning  Lateral  Vessel, 
the  device  allows  three-dimensional 
growth  of  cells  suspended  in  fluid. 


The  ultimate  goal  for 
NASA’s  Rotating  Wall 
Bioreactor,  which  al- 
lows three-dimensional 
growth  of  cells,  is 
growth  of  trans- 
plantable tissue,  perhaps 
even  entire  human  or- 
gans. Photo  courtesy  of 
NASA. 


Nurtured  inside  a slowly  rotating 
cylinder,  cells  are  constantly  bathed 
in  nutrients  and  oxygen,  mimicking 
the  cell  culture  process  envisioned  in 
microgravity. 

“Cells  are  very  sensitive  to  the 
effects  of  shear  that  result  with 
conventional  culturing  techniques,” 
explained  Glenn  Spaulding,  MD, 
head  of  the  JSC  biotechnology  pro- 
gram. “Also,  if  you  look  at  cells  in 
a petri  dish,  one  side  is  always  flat 
against  a surface  and  not  getting 
nutrients.  The  cells  devote  most  of 
their  energy  to  repairing  damage 
caused  by  the  process. 

“We  wanted  to  find  a way  to 
minimize  or  eliminate  the  effects  of 
shear  and  to  provide  for  optimal 
perfusion.  The  bioreactor  is  the  re- 
sulting solution.” 

Originally  designed  for  use  in  the 
microgravity  environment  of  the 
Space  Station  Freedom,  the  bioreac- 
tor already  has  made  its  mark  on 
earth.  Starting  with  donated  cells  or 
cells  from  patients,  the  bioreactor 
leads  to  development  of  tissue  that 
more  closely  resembles  the  source  of 
the  starter  cells. 

Using  the  bioreactor,  scientists 
have  grown  colon,  breast,  ovarian, 
and  brain  cancers;  viruses;  an  en- 
tire colonic  polyp;  cartilage;  a rab- 
bit cornea;  skin  and  lung  tissue; 


and  a specimen  of  small  intestine. 
Preliminary  work  has  begun  with 
pancreatic  islet  cells.  A California 
firm  has  received  a patent  for  hu- 
man stem  cells  grown  in  a bioreac- 
tor environment. 

The  NASA  hioreactor  holds  vast 
potential  for  learning  more  about 
normal  and  abnormal  cell  growth. 
Evaluation  of  drug  therapies  also 
stands  to  benefit.  The  bioreactor’s 
culturing  capabilities  already  appear 
to  have  paid  off  with  a new  ap- 
proach to  evaluating  therapy  for 
colon  cancer. 

“The  cell  types  from  patients  with 
colon  cancer  are  different  from  those 
grown  in  vitro,  but  we  can  grow  pa- 
tient cells  in  the  bioreactor,”  said  Dr 
Spaulding.  “We  can  grow  cells  in  the 
system  and  study  chemotherapeutic 
protocols.  If  the  levels  of  carcinoem- 
hryonic  antigen  decrease,  we  have 
some  confidence  that  the  therapy  will 
work.”  A colon  cancer  clinical  trial 
based  on  bioreactor  studies  will  be- 
gin in  the  near  future. 

Use  of  the  NASA  bioreactor 
simulator  also  has  led  to  new  in- 
sight about  lymphocytes’  ability  to 
penetrate  tumors.  Investigators  at 
The  University  of  Texas  M.D.  An- 
derson Cancer  Center  have  used 
the  device  to  study  lymphocyte 
movement,  with  an  eye  toward  de- 
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veloping  therapies  that  can  effec- 
tively control  immune  response. 

The  work  grew  from  evidence  of 
impaired  lymphocyte  locomotion  at 
sites  adjacent  to  tumors.  Impaired 
locomotion  also  might  be  at  the 
origin  of  a decline  in  immune  sys- 
tem response  that  can  occur  with 
space  flight. 

Neal  R.  Pellis,  PhD,  associate  pro- 
fessor of  surgery  and  immunology  at 
M.D.  Anderson,  believes  that  when 
lymphocytes  fail  to  penetrate  tumors, 
they  can’t  cross  the  interstitium  that 
holds  cells  together.  His  team  tested 
the  hypothesis  earlier  this  year  on  a 
space  shuttle  experiment  that  evalu- 
ated lymphocyte  movement  through 
collagen.  Initial  results  have  been  en- 
couraging, he  says. 

M.D.  Anderson  has  acquired  one 
of  the  devices  for  studies  of  potential 
therapies  to  enhance  lymphocyte  in- 
vasion of  tumors. 

“This  hardware  provides  a test- 
ing ground  for  a whole  new  genre 
of  drugs,”  said  Dr  Pellis,  an  associ- 
ate professor  of  surgery.  “I’m  talk- 
ing about  drugs  that  can  give  us  the 
capability  to  stop  or  promote  im- 
mune cell  invasion.  That  kind  of 
strategy  works  well  in  cancer, 
where  we  want  to  promote  inva- 
sion. When  we  want  to  stop  inva- 
sion, we  can  do  that  with  a fairly 
potent  [immunosuppressive)  drug 
that  has  a lot  of  side  effects. 

“I  think  this  approach  to  control- 
ling immune-cell  invasion  should 
work  well  in  infectious  diseases.  It 
certainly  should  have  application  in 
immune-mediated  rejection  in  organ 
transplantation.  Autoimmune  condi- 
tions often  are  attended  by  immune- 
cell invasion.” 

The  ultimate  goal  for  the  NASA 
bioreactor  is  the  capability  to  grow 
transplantable  tissue,  perhaps  even 
entire  human  organs.  The  current 
model  of  the  device  is  limited  by  its 
size  and  by  its  inability  to  overcome 
the  effects  of  gravity  as  tissue  cul- 
tures grow:  eventually,  the  cell  mass 
becomes  too  large  to  support  and 
drops  to  the  bottom. 


The  case  for  a space  station 

The  bioreactor,  along 
with  most  other  aspects  of 
NASA’s  life  sciences  program,  is 
geared  toward  realizing  its  full  po- 
tential on  the  space  station. 

“Very  simply,  we  need  access  to 
long-duration  space  flight,”  said  Dr 
Pool.  “With  the  space  shuttle,  we’re 
just  now  beginning  to  have  the  capa- 
bility to  put  very  sophisticated  (med- 
ical) equipment  in  space.  Spacelab 
gave  us  the  capability,  but  that  was 
20  years  ago. 

“Longer  stays  in  space  will  open 
a lot  of  doors.  In  particular,  they  will 
encourage  basic  research  that  will 
lead  to  a better  understanding  of  hu- 
man physiology.” 

Houston  heart  surgeon  Michael  E. 
DeBakey,  MD,  has  taken  a special  in- 
terest in  space  medicine  and  the  po- 
tential benefits  that  might  come  from 
establishment  of  a space  station. 

“The  basis  and  justification  for 
the  whole  space  program  and  the 
Space  Station  Freedom  is  research,” 
said  Dr  DeBakey.  “If  you  go  back 
over  the  history  of  space  agency  ac- 
tivity, you  can  see  what  research  has 
provided  and  what  it  has  done  to 
benefit  mankind,  especially  medicine. 

“So  much  of  what  has  evolved 
from  the  space  program  has  been 
transferred  to  medicine.  CT  scans, 
programmable  pacemakers,  magnetic 
resonance  imaging  — all  these  things 
came  directly  or  indirectly  from  space 
research.  Even  a simple  thing  like  the 
‘joystick’  that  allowed  astronauts  to 
operate  the  lunar  lander  with  one 
hand  was  later  adapted  to  give  handi- 
capped people  the  opportunity  to 
drive  a highway  vehicle.” 

Dr  DeBakey  and  colleagues  at 
Baylor  and  Methodist  Hospital 
have  been  working  with  NASA  en- 
gineers over  the  past  5 years  to  ap- 
ply space-related  electronics  and 
miniaturization  knowledge  to  the 
development  of  a permanent  left 
ventricular  assist  device. 

“There  are  at  least  150,000  pa- 
tients in  this  country  who  could 
benefit  from  a device  such  as  this 
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right  now,”  said  Dr  DeBakey. 

Money  spent  on  a space  station 
obviously  could  be  applied  to  equal- 
ly worthy  endeavors.  However,  he 
says  such  an  argument  is  old  and 
well  worn. 

“The  fact  of  the  matter  is  that  we 
have  to  set  priorities  in  the  use  of 
funds,”  said  Dr  DeBakey,  who  last 
year  made  a plea  for  support  of  a 
space  station  during  a congressional 
committee’s  fact-finding  visit  to  Hous- 
ton. “There  will  always  be  questions 
about  what  are  the  best  priorities. 

“Support  for  research  will  sup- 
port advancement  in  knowledge. 
Without  research,  we  get  no  ad- 
vancement in  knowledge.  Even  with 
research,  we  don’t  always  improve 
our  knowledge,  but  we  can  be  cer- 
tain that  we  will  not  improve  our 
knowledge  if  we  don't  do  research.” 

The  history  of  medicine,  observes 
Dr  Pellis,  suggests  that  research  op- 
portunities afforded  by  the  space 
program  should  not  be  wasted. 

‘“Evil  spirits’  caused  all  kinds  of 
diseases  until  the  late  1800s  and  ear- 
ly 1900s,”  he  said.  “Then  the  bacte- 
riological basis  of  infectious  disease 
was  documented  in  bioscience  and 
immediately  translated  into  clinical 
application.  That  changed  our 
whole  way  of  thinking  about  how 
we  treat  diseases  and  enabled  us  to 
prevent  an  enormous  number  of 
afflictions.  It  sounds  real  simple,  but 
in  fact,  it  took  100  years  of  science. 

“Big  inroads  into  the  treatment  of 
disease  usually  come  in  the  wake  of 
some  significant  change  in  our  under- 
standing of  the  biological  science, 
biochemistry,  or  genetics  of  cells.  I 
think  what  we’re  looking  at  (with  the 
bioreactor)  is  an  aspect  of  cell  biolo- 
gy that  we  otherwise  would  not  have 
found  if  not  for  the  space  program. 

“The  effects  of  gravity  on  lym- 
phocytes could  lead  to  a major 
change  in  our  understanding  of  cell 
biology,  allowing  us  to  achieve 
something  we  otherwise  were  unable 
to  do  before,”  Dr  Pellis  said.  “If  that 
happens,  it’s  all  by  virtue  of  the 
space  program.”  ★ 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Dallas 

Bruce  Crim,  Keith  H.  Prince, 
Charles  F.  Curtice,  Daniel  S.  Marley, 
Steve  Baggett 
(214)821-4640 


Houston 

L.  Wayne  Kirk,  Rick  D.  Bolin, 
John  Bedingfield 
(713)  465-4445 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)  490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 


You  Practice  Medicine 


We’ll  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  P.A. 

Al  Czerwinski,  M.D.  - Medical  Director 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 
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‘Reachable  Teachables’ 
program  to  gather  items 
for  science  classes 

CITING  A CRITICAL  NEED 
for  materials  and  literature  for 
science  classes  in  schools, 
TMA’s  Council  on  Scientific  Affairs 
has  begun  a program  designed  to  put 
educational  materials  into  the  hands 
of  Texas  students  and  teachers. 

TMA  is  seeking  a wide  array  of 
donated  items  such  as  used  stetho- 
scopes, old  x-rays,  microscopes,  pa- 
tient education  literature,  pharma- 
ceutical literature,  charts,  and  other 
items  that  have  educational  value  to 
students  in  kindergarten  through 
high  school. 

“This  program  is  designed  to 
gather  and  distribute  badly  needed 
teaching  aids  to  science  teachers 
around  the  state,”  said  John  W. 
Burnside,  MD,  of  Dallas,  chairman 
of  the  Council  on  Scientific  Affairs. 
“The  teaching  of  science  in  our 
schools  is  critical  to  developing  to- 
day’s young  minds  into  tomorrow’s 
physicians  and  researchers.  We  need 
to  do  more  to  help  teachers  reach 
students  and  stimulate  their  interest 
and  appreciation  of  science.” 

Both  local  teachers  and  state- 
wide administrators  agree. 

“We  have  very  little  material,” 
said  Julia  Kdwards,  a science  teacher 
in  Houston.  “What  we  have  is  usu- 
ally in  the  textbook,  and  it  is  very, 
very  limited.” 

Ms  Edwards,  who  teaches  a dis- 
trictwide magnet  program  in  sci- 
ence careers  in  the  Houston  Inde- 
pendent School  District,  says  any 
item  that  can  help  a young  student 
begin  to  understand  how  the  hu- 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


man  body  works  could  mean  a lot 
to  the  more  than  3,000  children 
she  teaches  each  year. 

“We  can  always  use  a stetho- 
scope,” she  said,  adding  other  items 
like  a sphygmomanometer,  slides,  or 
“anything  about  the  human  body,  any 
information  at  all  would  really  help.” 

Jim  Collins,  director  of  science  for 
the  Texas  Education  Agency  in  Austin, 
says  the  need  for  science  materials  is 
critical  in  all  parts  of  the  state. 

“With  the  financial  condition  of  a 
lot  of  the  school  districts  today,  in 
addition  to  the  rapid  increase  in  en- 
rollment they  are  seeing,  we  wel- 
come all  types  of  assistance  in  pro- 
viding science  materials,”  he  said. 
“We  need  that  union  between  the 
public  schools  and  the  private  sector. 
We  simply  can’t  solve  all  the  prob- 
lems by  ourselves.” 

The  program’s  first  project,  ac- 
cording to  Judith  Livingston,  TMA’s 
coordinator  for  scientific  affairs  and 
disease  prevention,  will  be  to  con- 
tact exhibitors  at  TMA’s  1993  An- 
nual Session  and  invite  them  to  con- 
tribute materials  they  are  unable  to 
distribute  to  the  program. 

Materials  will  then  be  brought 
to  TMA  in  Austin,  inventoried,  and 
stored.  Science  and  health  educa- 
tion coordinators  at  the  state’s  20 
regional  education  service  centers 
would  then  be  notified  of  what  is 
available,  and  arrangements  for 
distribution  would  be  made.  Each 
service  center  would  distribute  the 
materials  to  school  districts  within 
the  region  it  serves. 

According  to  Ms  Livingston,  the 
program  is  also  seeking  donated 
items  and  materials  from  physicians, 
clinics,  and  hospitals.  To  donate,  or 
for  more  information  about  the  pro- 
gram, contact  Ms  Livingston  at 
(800)  880-1300  or  (512)  370-1464. 


Council  on  Medical 
Education  studies  medical 
examiners,  other  issues 

The  TMA  Council  on 
Medical  Education  heard  sev- 
eral reports,  including  an  up- 
date on  the  status  of  the  Texas  State 
Board  of  Medical  Examiners  (TS- 
BME)  during  its  February  26  meet- 
ing at  TMA’s  Winter  Leadership 
Conference  in  Austin,  but  did  not 
send  any  action  items  to  the  House 
of  Delegates  in  May. 

The  council  examined  recent 
statistics  released  by  the  board 
showing  that  44,710  physicians 
were  licensed  in  Texas  as  of  January 
1993.  Of  the  total  number,  5.5% 
hold  Doctor  of  Osteopathy  degrees, 
and  17%  are  graduates  of  foreign 
medical  schools. 

Also  included  in  the  report,  the 
TSBME  approved  a teaching  fellow 
permit  that  allows  physicians  with  3 
years  of  graduate  training  outside 
the  United  States  to  be  on  the  faculty 
of  a Texas  medical  school  as  an  as- 
sistant or  associate  professor.  Al- 
though this  permit  satisfies  the  3 
years  of  US  graduate  training,  the 
applicant  must  pass  the  FLEX  or 
USMLE. 

The  council  also  received  a brief 
overview  of  the  Sunset  Review  Com- 
mittee’s recommendations  regarding 
sunset  of  the  Medical  Practices  Act 
and  the  TSBME. 

In  other  actions,  the  council: 

• Heard  a report  on  the  United 
States  Medical  Licensing  Exami- 
nation (USMLE)  from  a represen- 
tative of  the  Federation  of  State 
Medical  Boards  of  the  United 
States  (FSMB).  The  FSMB  has  de- 
veloped the  single,  three-step  ex- 
amination for  medical  licensure 
in  the  United  States  that  will, 
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MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Researchers  close  in  on  improving  kidney’s  acid  excretion  function 

Texas  Tech  University  Health  Sciences  Center,  Lubbock  — Research 
findings  show  that  two  enzymes  may  be  the  key  to  kidneys  overcoming 
a high  acid  content  in  the  bloodstream.  Neil  A.  Kurtzman,  MD,  chair  of 
the  department  of  internal  medicine  at  Texas  Tech  and  president  of  the 
National  Kidney  Foundation,  said  findings  from  research  to  be  published 
this  spring  in  the  Journal  of  Clinical  Investigation  and  Kidney  Interna- 
tional identify  2 ATPases,  enzymes  that  are  the  cellular  “pumps”  neces- 
sary to  overcome  a high  acid  content  in  the  bloodstream.  While  the  kid- 
ney’s ability  to  excrete  acid  has  long  been  recognized.  Dr  Kurtzman  said, 
the  molecular  process  that  helps  the  kidney  overcome  excessive  acid  has 
been  more  difficult  to  pinpoint. 

NIH  grant  helps  UTMB  to  launch  major  projects  in  structural  biology 

The  University  of  Texas  Medical  Branch,  Galveston  — After  recruiting 
more  than  20  scientists  in  the  field  of  structural  biology,  UTMB  is  bring- 
ing the  group  together  under  one  roof  to  probe  the  molecules  that  control 
health  and  disease.  UTMB  has  received  a $1.7  million  construction  and  ren- 
ovation grant  from  the  National  Institutes  of  Health  (NIH)  to  add  18,500 
square  feet  of  space  for  these  basic  scientists  and  staff.  According  to  Thomas 
N.  James,  MD,  president  of  UTMB,  the  NIH  funds  will  be  matched  with 
UTMB  institutional  funds.  “We  expect  this  group  to  launch  large-scale  basic 
science  projects,  which  will  create  jobs  and  generate  local  business  with  ad- 
ditional federal  and  private  funds  while  leading  to  new  knowledge  about 
major  diseases,”  said  Dr  James. 

Texas  A&M  receives  grant  to  establish  Center  for  Genome  Informatics 

Texas  A&M  Institute  for  Bioscience  and  Technology,  Houston  — Texas 
A&M  University  will  share  a $1  million  W.M.  Keck  Foundation  grant 
with  New  York  University,  awarded  for  medical  research  and  education. 
Texas  A&M  will  use  its  share  of  the  funds  to  establish  a Center  for  Genome 
Informatics  at  its  new  Institute  for  Bioscience  and  Technology  in  the  Texas 
Medical  Center.  Leland  Ellis,  PhD,  director  of  the  institute,  said  the  genome 
informatics  center  will  use  the  knowledge  of  genetics  gained  in  Texas 
A&M’s  myriad  agricultural  research  programs  to  improve  the  understanding 
and  analysis  of  information  gained  studying  the  human  genome. 

Medical  student  project  provides  link  to  developing  countries 

The  University  of  Texas  Southwestern  Medical  Center,  Dallas  — Medical 
students  here  hope  to  give  old  medical  equipment  a new  life  — and  pos- 
sibly touch  some  lives  — through  a project  sponsored  by  the  American  Med- 
ical Student  Association  (AMSA).  The  project,  called  “Heart  to  Heart,”  in- 
volves collecting  used  and  no  longer  needed  medical  equipment  and  sending 
it  to  physicians  in  developing  countries.  Items  such  as  stethoscopes,  oto- 
scopes, and  ophthalmoscopes  are  needed,  according  to  Kalyani  Raja,  a sec- 
ond-year medical  student  and  coordinator  of  the  project.  Equipment  will  be 
distributed  by  fourth-year  students  on  a rotation  in  a foreign  country  or  by 
physicians  traveling  to  developing  countries  for  charity  work,  Ms  Raja  said. 
To  donate  to  the  “Heart  to  Heart”  project,  contact  Ms  Raja  at  (214)  948- 
7016  or  contact  the  AMSA  chapter  at  the  nearest  medical  school. 

Information  for  this  column  comes  from  a variety  of  sources,  including  aca- 
demic institutions,  state  and  federal  agencies,  and  private  institutions.  We 
welcome  submission  of  items  of  interest.  Send  them  to  Texas  Medicine,  Sci- 
ence and  Education  section,  401  W 15th  St,  Austin,  TX  78701. 


Science  and  Education 


beginning  in  1994,  replace  the 
Federation  Licensing  Examina- 
tion (FLEX),  currently  used  in 
many  states  including  Texas.  The 
council  heard  results  from  the 
most  recent  battery  of  USMLE 
tests  administered. 

• Heard  a report  “Improving  ac- 
cess to  health  care  through  work- 
force reform:  Directions  for  the 
21st  Century,”  from  the  Council 
on  Graduate  Medical  Education 
(COGME),  which  addresses 
changing  the  physician  supply,  in- 
creasing minority  representation, 
and  reforming  medical  education. 
Based  on  the  report  and  other 
findings,  the  council  believes  that 
TMA  and  AMA  should  continue 
to  stress  incentives  rather  than 
numerical  quotas  to  address  the 
primary  care  shortage. 

• Received  a report  from  TMA’s  Ad 
Hoc  Task  Force  on  Tobacco  Use 
Prevention  about  the  status  of  re- 
search at  medical  schools  and  oth- 
er facilities  funded  by  the  tobacco 
industry.  According  to  the  report, 
an  AMA  survey  of  medical 
schools  indicates  that  less  than 
1%  of  the  total  funding  of  re- 
search is  from  the  tobacco  indus- 
try. The  report  also  noted  that 
through  diversification,  the  tobac- 
co conglomerates  assume  different 
identities,  which  undermines  the 
ability  of  research  institutions  to 
determine  if  funding  is  coming 
from  a tobacco-related  source. 

• Heard  a report  from  the  Texas 
Academy  of  Family  Physicians, 
“The  right  kind  of  doctor  for 
Texas:  A strategy  for  meeting  the 
workforce  needs  of  Texas,”  and 
studied  other  data  surrounding 
the  shortage  of  primary  care 
physicians.  The  council  ques- 
tioned the  feasibility  of  increasing 
the  number  of  family  practice 
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residency  slots  when  current  po- 
sitions are  not  filled. 

• Studied  the  Texas  Department  of 
Health’s  new  rules  governing  ad- 
ministration of  the  Resident 
Physician  Compensation  Pro- 
gram. The  new  sections  cover  the 
purpose  and  scope  of  the  pro- 
gram, define  terms  used  in  the 
sections,  establish  limits  on  reim- 
bursement amounts,  and  estab- 
lish criteria  for  the  method  of  re- 
imbursement. The  TDH  program 
received  $4  million  in  state  fund- 
ing. If  fully  funded  at  $15  mil- 
lion, up  to  $15,000  per  year 
could  be  allocated  for  each  eligi- 
ble resident;  current  funding  al- 
lows for  only  $4,000  per  year. 

TMA  council 
commends  excellence  in 
science  teaching 

Members  of  the  TMA 
Council  on  Scientific  Affairs 
served  as  final-round  judges 
for  the  Awards  for  Excellence  in 
Science  Teaching,  to  be  announced 
at  TMA’s  Annual  Session  in  Hous- 
ton on  May  15. 

At  a meeting  during  TMA’s  Win- 
ter Leadership  Conference  February 
26  in  Austin,  council  members  re- 
viewed nominations  that  had  been 
passed  from  the  first  round  of  judg- 
ing by  representatives  from  the  Sci- 
ence Teachers  Association  of  Texas, 
The  University  of  Texas  College  of 
Natural  Science,  the  Texas  Science 
Supervisors  Association,  and  mem- 
bers of  the  council. 

This  year,  first  and  second  place 
awards  will  be  given  at  each  level  for 
teachers  in  elementary,  middle/junior 
high,  and  high  school.  Each  of  the 
three  top  award  winners  will  receive 


a $1,000  check  and  commemorative 
plaque  at  annual  session.  Second 
place  winners  will  receive  $250  and  a 
commemorative  plaque  to  be  pre- 
sented in  local  ceremonies. 

In  addition,  the  winners  will  be 
recognized  in  an  exhibit  at  annual 
session  and  at  the  November  1993 
Conference  for  the  Advancement 
of  Science  Teaching  sponsored  by 
the  Science  Teachers  Association 
of  Texas. 

The  council  voted  to  recommend 
to  the  House  of  Delegates  that  the 
winners  of  the  1993  Award  for  Ex- 
cellence in  Science  Teaching  be  com- 
mended for  their  outstanding  contri- 
butions to  children’s  knowledge  and 
appreciation  of  science. 

In  other  actions,  the  council: 

• Heard  an  update  on  the  Natural 
Science  Ambassadors  Project, 
sponsored  by  the  Young  Physicians 
Section,  which  recruits  physicians 
to  speak  to  science  classes  in  Texas 
schools.  The  council  is  studying 
providing  assistance  in  design  and 
content  of  a package  of  resource 
materials  for  physicians  who  speak 
for  the  program. 

• Heard  a report  on  a survey  of  the 
17  largest  county  medical  soci- 
eties in  Texas  to  establish  a 
database  of  local  public  health 
and  science  education  programs. 
The  survey  was  implemented  in 
an  effort  to  better  communicate 
opportunities  for  collaboration 
between  public  health  and  scien- 
tific affairs  and  to  identify  areas 
in  which  TMA  might  be  of  ser- 
vice to  county  societies. 

• Reviewed  a proposal  to  establish 
a Women’s  Health  Research  Task 
Force  in  conjunction  with  the 
Council  on  Public  Health.  Poten- 
tial priorities  for  the  task  force 
were  outlined,  including  develop- 
ment of  a forum  to  review  wom- 


en’s health  research,  determining 
criteria  for  evaluating  and  com- 
municating research  findings,  and 
educating  physicians  and  the 
public  about  significant  research 
findings  in  the  area  of  women’s 
health.  ★ 


allergies  is 
no  place  for 
amateurs. 


Serious  allergies  require  serious  care  - the  kind 
that  only  well-trained  professionals  can  pro- 
vide. But  if  we’re  going  to  knock-out  allergies, 
we  need  team  work!  That’s  where  the  Asthma 
and  Allergy  Foundation  of  America  can  help. 

We’re  dedicated  to  helping  you  help 
your  patients.  We  offer  a toll-free  patient  infor- 
mation number,  a full  range  of  educational 
materials  for  adults  and  children  and  special 
school  and  community  programs.  Plus,  we  can 
put  them  in  touch  with  our  nationwide  net- 
work of  chapters  and  support  groups. 

Let  us  help  you  win  the  fight!  We’ve  been 
serving  asthma  and  allergy  sufferers  for  more 
than  40  years.  For  more  information  about 
our  services  or  professional  memberships,  call 
us  today. 

ASTHMA  & ALLERGY 
FOUNDATION  OF  AMERICA 

1125 15th  St.  NW,  Suite  502 
Washington,  DC  20005 

1-800-7-ASTHMA 


48 


TEXAS  MEDICINE 


VOLUME  89  NO.  5 


MAY  1993 


Where  Family 
Practice  Physicians 
come  for  special 
treatment. 


As  one  of  the  nation’s  oldest  and  largest  managed 
health  care  companies,  CIGNA  Healthplan  under- 
stands what  it  takes  to  help  physicians  make  the 
most  of  their  time.  Office  management,  staffing  and 
a host  of  other  time-consuming  administrative  duties  which  often  interfere  with 
patient  care,  are  handled  efficiently  by  a team  of  CIGNA  administrative 
professionals.  Physicians  find  that  the  CIGNA  environment  enables  them  to 
have  more  personal  time,  too.  Since  we  handle  administration,  claims,  billing 
and  more,  it  allows  our  physicians  time  for  family  and  friends. 

We  are  currently  seeking  Family  Practice  Physicians  for 

Dallas  Houston 

CIGNA  Healthplan  offers  a highly  competitive  compensation  and  benefits 
package,  paid  malpractice  insurance,  CME,  401 K and  more.  To  learn  about 
becoming  a CIGNA  Healthplan  physician,  call  or  send  your  CV  to:  CIGNA 
Healthplans  of  Texas,  Inc.,  Physician  Recruitment,  600  E.  Las  Colinas 
Blvd.,  Suite  1100,  Irving,  TX  75039,  (214)  401-5302.  EOE. 


CIGNA  Healthplan 

We  treat  people  well.SM 

An  Equal  Opportunity  Employer 


CIGNA 


B AUTO  LEASE  ANNOUNCEMENT  | 


GET  A 2ND  OPINION 


Now  that  you  have 
decided  to  lease 
your  next  new  car 
make  sure  you  are 
getting  the  abso- 
lute lowest  pay- 
ment quote.  We 
know  you  are  busy, 
but  a 2nd  phone 
call  could  save  you 
big  money. 

Myriad  Medical 
Leasing  offers  a full 
line  of  services  and 
will  handle  every- 
thing by  phone  and 
deliver  your  new 
car  to  your  home  or 
office  anywhere  in 
Texas. 


LEASING  ALL  MAKES 
AND  MODELS  FOR  LESS! 


Call  Us  Before  You  Lease 


(L  EASING) 


1-800-441-0950 

The  Perfect  Rx  For  You 


TIMBERLAWN 

An  independent  mental  health  system 

232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • Outpatient  Clinics 
24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 


ESTABLISHED  IN  1917 


HOSPITAL  SERVICES 

Treatment  of 

Children,  Adolescents,  Adults 
Short-term  Acute  Care 
Long-term  Care 

SUBSTANCE 

ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
Aftercare  Monitoring 

PROFESSIONAL 

EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 
Substance  Abuse  Fellowship 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Medication  Management 
Individual  and  Group 
Psychotherapy 

Family  Assessment  and  Therapy 
Substance  Abuse  Counseling 

PARTIAL  HOSPITALIZATION 
PROGRAMS 

Day  Hospital 

Children  - Adolescents  - Adults 
Medication  Supervision 
Aftercare  Programs 

RESIDENTIAL  SERVICES 

Adolescent  Residential 
Treatment  Program 
Substance  Abuse  Residential  Program 

ACCEL 

Unique  Treatment  Program  for  High 
Functioning  Men  and  Women 

For  your  patients' convenience,  evaluations 
may  be  done  at  any  of  our  four  locations: 
the  main  hospital  campus  in  Dallas, 
the  Timberlaum  North  Dallas  Center, 
the  Timberlaum  Las  Colinas  Center,  or 
the  Timberlaum  DeSoto/Duncanville  Center. 


Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 


TEXAS  MEDICAL  ASSOCIATION 


Chiropractic  board  may 
adopt  ‘worrisome’  rules 

Despite  objections  raised 
hy  TMA  members  and  the  as- 
sociation’s general  counsel,  the 
Texas  Board  of  Chiropractic  Exam- 
iners seems  prepared  to  adopt  rules 
that  would  effectively  allow  chiro- 
practors to  practice  medicine  to 
some  extent. 

“They  will  probably  adopt  them, 
but  they  have  not  yet  done  so,”  said 
C.J.  Francisco  III,  JD,  TMA  associate 
general  counsel.  “They  have  to  adopt 
within  180  days  from  the  date  of 
publication,  which  was  December  5. 
Otherwise,  they’re  automatically 
withdrawn.” 

Mr  Francisco  wrote  the  board  in 
January  expressing  concern  about 
the  language  of  the  proposed  rules 
and  requesting  a hearing  of  physi- 
cian testimony  before  the  board. 

In  the  letter,  Mr  Francisco  noted 
that  the  rules  — in  often  vague  and 
imprecise  language  — seemed  to  au- 
thorize chiropractors  to  perform 
procedures  that  fall  under  the  prac- 
tice of  medicine,  including: 

• Performing  acupuncture; 

• Using  immobilization,  splinting, 
bracing,  or  supportive  tech- 
niques; 

• Performing  complete  physical  ex- 
aminations; and 

• Counseling  on  nutrition  and  oth- 
er treatment  sources  and  proce- 
dures in  order  to  provide  thera- 
peutic and  preventive  care. 

Although  the  board  granted  a 
hearing,  no  board  members  attended 
to  hear  testimony  by  Arthur  Terry, 
MD,  who  chairs  the  Spine  Issues 


Beth  Graddy,  assistant  editor,  writes  and  edits  the 
Law  section  of  Texas  Medicine. 


Law 


Committee  for  the  Texas  Or- 
thopaedic Association. 

“It  is  not  our  intent  to  restrict 
practices  of  chiropractic  doctors,”  Dr 
Terry,  a Fort  Worth  orthopedic  sur- 
geon, has  said.  “We  are  primarily 
concerned  about  the  well-being  of  our 
citizens  and  patients.  The  terms  with- 
in these  proposed  changes  are  worri- 
some to  the  medical  professional.” 

In  a second  letter  subsequent  to 
the  hearing,  Mr  Francisco  comment- 
ed on  the  absence  of  board  mem- 
bers, the  apparent  problems  with 
equipment  used  to  record  the  testi- 
mony, and  the  general  manner  in 
which  the  hearing  was  conducted. 

“The  assistant  attorney  general 
asked  questions  only  so  that  he  might 
specifically  respond  to  an  objection 
to  a rule  after  the  Board  of  Chiro- 
practic Examiners  had  adopted  the 
rules  at  a later  date,”  Mr  Francisco 
wrote  to  Patte  Kent,  executive  direc- 
tor of  the  chiropractic  board. 

Mr  Francisco  cited  a case  that 
clarified  that  state  agencies  are  re- 
quired “to  engage  in  a conscious  as- 
sessment and  comparison  . . . before 
the  agency  finally  arrives  at  the  text  of 
proposed  rule  to  be  included  in  the  no- 
tice filed  with  the  Secretary  of  State.” 

By  not  attending  the  hearing  — 
resulting  in  board  members’  decid- 
ing whether  to  pass  the  rules  with- 
out first  having  full  hearing  on  the 
rules  — the  board  failed  to  comply 
with  the  letter  and  spirit  of  the  law, 
Mr  Francisco  stated. 

Ironically,  the  board  tried  un- 
successfully to  pass  similar  rules  a 
year  ago. 

“The  board  members  pulled  them 
on  the  advice  of  the  attorney  general 
assistant  for  their  board,  who  said 
they  hadn’t  followed  the  proper  pro- 
cedures,” Mr  Francisco  said.  “And 
we  still  don’t  think  they  have.” 


Navigating  the  Board 
of  Medical  Examiners 
system 

Daniel  W.  Bishop  II,  JD* * 

Scott,  Douglass  & Luton 

A physician  who  is  the  target  of  a com- 
plaint before  the  Texas  State  Board  of 
Medical  Examiners  is  often  surprised 
and  a little  bewildered  by  the  process. 
The  following  questions  are  commonly 
asked  by  physicians  after  they  are 
notified  that  a complaint  has  been  filed 
with  the  board.  The  board  is  currently 
under  close  scrutiny  as  part  of  the  Texas 
Legislature’s  “sunset  review”  process, 
and  some  changes  to  the  disciplinary 
process  may  occur  later  this  year. 

Q:  How  does  a complaint  get  filed  with 
the  board? 

A:  Complaints  may  arise  out  of  any 
number  of  areas,  including  patient 
care,  liability  claims,  peer  discipline, 
or  billing  practice.  The  board  may 
institute  charges  against  a physician 
on  its  own  initiative  or  after  receiv- 
ing a complaint  from  any  person  (1). 

Q:  Will  I be  notified  when  a complaint  is 
filed  with  the  board? 

A:  Yes.  Normally,  the  board  notifies 
the  physician  in  writing  of  receipt  of 
an  allegation.  The  board  also  gives  a 
general  description  of  the  nature  of 
the  allegation.  Unfortunately,  it  is 
difficult  many  times  for  the  physi- 
cian to  understand  the  exact  thrust 
of  the  complaint  based  on  the  gener- 
al nature  of  the  allegations. 


* Daniel  W.  Bishop  II,  JD,  was  admitted  to 
the  Texas  bar  in  1 982.  Since  then,  his  practice 
has  been  a general  civil  trial  practice,  focus- 
ing on  injury  on  both  sides  of  the  docket,  oil 
and  gas  litigation,  and  commercial  litigation. 
He  has  worked  extensively  on  cases  involving 
the  Board  of  Medical  Examiners. 
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LEGAL  NOTEBOOK 

The  following  amicus  curiae  brief  was  filed  recently  by  the  Texas  Medical 
Association's  Office  of  General  Counsel.  “Friend  of  the  court ” briefs  are 
filed  in  state  or  federal  court  when  the  outcome  of  a proceeding  will  have  a 
substantial  impact  on  Texas  physicians  and  their  patients.  Amicus  briefs  are 
normally  filed  at  the  appellate  level  after  the  facts  have  been  determined  and 
the  law  applied  at  the  trial  level.  The  case  is  evaluated  based  on  whether  or 
not  the  facts  present  a genuine  opportunity  to  support  or  defend  an  issue  of 
common  concern  to  the  members  generally  and  important  to  medicine. 

• Seldon  B.  Graham  III,  MD,  and  Steven  J.  Hough,  MD,  v Wilson  N.  Jones 

Memorial  Hospital 

When  a Texas  hospital  decided  to  close  its  anesthesiology  department  to 
all  physicians  pending  execution  of  an  exclusive  contract  for  anesthesia  ser- 
vices with  a contractor,  two  hospital  staff  members  filed  suit.  The  Wilson  N. 
Jones  Hospital  Medical  Staff  Bylaws  prescribe  due  process  procedures  for 
physicians  who  will  be  adversely  affected  by  changes  in  hospital  staff  privi- 
leges. Drs  Graham  and  Hough  contended  in  their  suit  that  the  hospital  had 
ignored  its  own  due  process  procedures. 

TMA’s  amicus  curiae  brief  argues  an  exclusive  contract  will  effectively 
eliminate  the  practice  of  the  two  physicians  at  the  hospital  and  such  actions 
violate  the  medical  staff  bylaws  because  the  physicians  were  not  provided 
their  due  process  rights  before  their  privileges  were  terminated. 


Q:  Should  I call  an  attorney  if  I receive  a 
complaint  letter  from  the  board? 

A:  Not  every  complaint  requires  an 
attorney,  but  it  is  wise  to  at  least 
consult  with  an  attorney  prior  to  re- 
sponding to  the  board.  Keep  in  mind 
this  is  not  peer  review  or  an  educa- 
tional process.  The  board  is  a seri- 
ous adversary  and  should  be  treated 
as  such  at  all  times. 

Q:  Can  I find  out  who  is  complaining 
about  me  to  the  board? 

A:  No.  The  complainant’s  identity  is 
statutorily  confidential  (2).  The 
board  will  not  disclose  this  identity, 
even  under  subpoena.  As  a practical 
matter,  the  physician  may  be  able  to 
guess  the  complainant’s  identity  be- 
cause of  previous  complaints  made 
directly  to  the  physician  or  because 
the  nature  of  the  allegation  indicates 
the  identity  of  the  complainant. 

Q:  Doesn’t  the  confidentiality  of  the  com- 
plainant violate  my  right  to  due  process, 
ie,  the  right  to  face  my  accuser? 

A:  During  the  investigative  stage,  the 
physician  has  not  been  formally 
charged  with  any  of  the  allegations. 

If  the  case  proceeds  to  a contested 
hearing,  the  physician  will  be  afford- 
ed all  statutory  and  constitutional 
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rights.  This  includes  the  right  to  con- 
front the  accuser,  the  right  to  cross- 
examination,  and  the  right  to  put  on 
evidence  to  rebut  allegations. 

Q:  How  is  the  investigation  conducted? 

A:  The  case  is  assigned  to  an  investi- 
gator who  works  for  the  board.  The 
investigator  generally  will  contact 
the  physician,  interview  the  com- 
plainant, interview  the  physician,  in- 
terview any  witnesses,  and  obtain 
records  and  documentation.  If  the 
complaint  involves  allegations  of  in- 
appropriate health  care,  the  investi- 
gator may  have  the  records  reviewed 
by  a physician  consultant. 

Q:  Can  the  board  investigator  review  oth- 
er matters  not  covered  in  the  complaint? 

A:  Yes.  Physicians  often  assume  that 
the  only  issues  that  will  be  investigat- 
ed are  those  related  to  the  original  al- 
legations. A board  investigation  is  not 
limited  to  the  original  allegations. 

Q:  Can  the  information  I provide  to  the 
board  be  used  later  against  me? 

A:  Yes.  During  the  investigative 
phase,  physicians  often  assume  that 
the  information  cannot  be  used 
against  them  at  a later  time.  Al- 
though the  investigation  is  confiden- 
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tial,  the  physician  should  assume 
that  the  information  can  and  will  be 
used  against  the  physician  later  if 
the  case  proceeds  to  a hearing. 

Q:  Who  can  find  out  about  the  investigation? 

A:  The  content  of  the  investigator’s  file 
is  statutorily  confidential  and  is  not 
subject  to  subpoena  (3).  However,  as 
a practical  matter,  people  who  are 
knowledgeable  about  the  allegations 
may  find  out  about  the  complaint 
through  interviews  by  the  board  in- 
vestigator. In  addition,  the  board  is  re- 
quired to  respond  to  health-care  enti- 
ties and  other  licensing  hoards  about 
the  fact  of  an  investigation,  upon  re- 
ceipt of  a written  request. 

Q:  How  long  will  the  investigation  take? 

A:  Each  investigation  is  different.  The 
investigation  could  be  finished  within  1 
month  or  take  over  a year.  Until  it  is 
complete,  the  complainant  is  notified  in 
writing  approximately  every  3 months 
that  the  complaint  is  still  active. 

Q:  What  happens  after  the  investigation 
is  completed? 

A:  Once  the  investigation  is  complet- 
ed, the  investigator  will  either  rec- 
ommend that  the  case  be  dismissed 
or  that  it  proceed  to  an  informal  set- 
tlement conference  (ISC).  If  dis- 
missal is  recommended,  the  file  will 
be  reviewed  by  a member  of  the 
board  for  approval.  If  dismissal  is 
approved,  a letter  to  that  effect  is 
mailed  to  the  physician  and  to  the 
complainant.  Approximately  75% 
of  the  complaints  filed  with  the 
board  are  dismissed  in  this  fashion. 

Q:  Who  is  present  at  the  ISC? 

A:  The  physician,  the  physician’s  at- 
torney or  representative,  the  physi- 
cian’s spouse,  any  witnesses  whom 
the  panel  feels  to  be  absolutely  nec- 
essary, the  ISC  panel  members,  a 
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board  investigator,  and  a board  at- 
torney may  be  present.  Normally, 
the  ISC  panel  will  consist  of  at  least 
two  persons,  one  of  whom  will  be  a 
physician.  In  addition  to  board 
members,  the  board  uses  district  re- 
view committee  members  for  ISC 
panels.  The  district  review  commit- 
tee is  a panel  of  20  persons  (15 
physicians  and  5 public  representa- 
tives) appointed  by  the  governor. 

Q:  Do  I need  an  attorney  for  the  ISC? 

A:  Yes.  If  a case  has  proceeded  to  an 
ISC,  an  investigator  has  made  an  ini- 
tial determination  that  the  allega- 
tions have  at  least  some  merit.  Only 
30%  of  the  cases  that  proceed  to  an 
ISC  result  in  dismissal. 

Q:  What  is  the  procedure  at  the  ISC? 

A:  After  introductions  are  made,  a 
board  investigator  will  briefly  ex- 
plain the  results  of  the  investigation. 
If  a complainant  is  present,  he  or  she 
may  make  a statement  or  be  ques- 
tioned by  panel  members.  The 
physician  then  will  respond  to  the 
allegations.  The  panel  members, 
board  investigator,  and  board  attor- 
ney may  ask  the  physician  questions 
about  the  allegations.  The  panel 
may  choose  to  allow  the  physician 
or  the  physician’s  attorney  to  ask  the 
complainant  a few  questions  for 
clarification.  The  ISC  panel  normal- 
ly does  not  want  to  hear  explana- 
tions from  the  physician’s  attorney 
nor  is  it  persuaded  by  objections  or 
motions.  The  ISC  panel  is  interested 
in  hearing  the  physician’s  side  of  the 
story  from  the  physician. 

After  the  discussion  between  panel 
members  and  the  physician,  the  panel 
will  ask  the  physician  to  wait  in  the 
lobby  while  the  panel  members  delib- 
erate. The  physician  is  then  told 
whether  the  panel  members  have  a 
concern  and,  if  they  do,  what  is  pro- 


posed in  terms  of  discipline.  Disci- 
pline can  be  in  the  form  of  a public 
reprimand,  probation,  continuing 
medical  education,  community  ser- 
vice, supervision,  suspension,  or  per- 
manent revocation.  The  physician  will 
not  have  to  decide  on  the  day  of  the 
ISC  whether  to  accept  or  reject  the 
panel’s  recommendations.  The  panel 
recommendations  are  mailed  to  the 
physician  in  the  form  of  an  Agreed 
Board  Order  within  1 week  of  the 
ISC.  The  physician  will  normally  have 
a maximum  of  30  days  in  which  to 
decide  whether  to  accept  or  reject  the 
order.  If  the  order  is  rejected  by  the 
physician  or  not  accepted  within  the 
time  period,  the  case  normally  pro- 
ceeds to  a contested  hearing  before  ei- 
ther the  board  or  a hearing  examiner. 
If  the  order  is  accepted,  it  is  presented 
to  the  board  at  the  next  board  meet- 
ing for  approval  and  signature  by  the 
board  president.  The  order  is  effective 
as  of  the  date  the  president  signs  it. 

Q:  Should  I bring  witnesses  or  written  evi- 
dence to  the  ISC? 

A:  The  ISC  panels  prefer  letters  or  re- 
ports rather  than  live  witnesses.  In 
order  for  the  panel  to  have  a chance 
to  fully  review  any  written  evidence, 
the  physician  or  the  physician’s  at- 
torney should  mail  three  copies  to 
the  board  as  soon  as  possible  after 
the  ISC  is  scheduled.  As  a practical 
matter,  if  the  material  is  voluminous, 
the  ISC  panel  will  not  have  time  to 
review  it.  Any  material  submitted 
should  be  succinct. 

Q:  Can  the  results  of  an  ISC  be  kept 
confidential? 

A:  If  the  complaint  is  dismissed,  the 
ISC  and  any  information  developed 
during  the  investigation  is  kept 
confidential  and  not  subject  to  a 
subpoena.  If  the  ISC  results  in  any 
discipline,  the  outcome  will  become 


public  information.  The  board  is  not 
authorized  to  issue  a private  repri- 
mand or  to  take  any  private  action. 
All  board  disciplinary  actions  are  re- 
ported in  the  board’s  newsletter, 
which  is  mailed  to  physicians,  hospi- 
tals, and  others. 

Q:  If  I enter  into  an  Agreed  Board  Order, 
can  it  be  used  against  me  later  in  a civil 
lawsuit  by  the  patient? 

A:  Yes.  Unfortunately,  the  board  is 
resolving  ISCs  at  the  current  time 
only  through  Agreed  Board  Orders, 
which  may  be  admissible  in  a later 
civil  lawsuit  against  the  doctor  (4). 

Q:  If  my  case  proceeds  to  a contested 
hearing,  how  are  the  hearings  conducted? 

A:  A contested  hearing  is  generally 
similar  to  a civil  trial.  After  brief 
opening  statements  by  both  sides, 
the  board’s  attorney  will  present 
witnesses,  and  the  physician’s  attor- 
ney will  have  the  right  to  cross-ex- 
amine the  witnesses.  Then,  the 
physician’s  attorney  will  present  wit- 
nesses and  the  board’s  attorney  will 
cross-examine  them.  At  the  close  of 
the  evidence,  each  side  will  have  a 
right  to  make  closing  arguments. 
The  case  is  heard  by  an  administra- 
tive law  judge.  Administrative  law 
judges  are  provided  by  the  State 
Office  of  Administrative  Hearings. 
They  hear  the  testimony  and  evi- 
dence and  prepare  written  reports 
for  the  board,  which  then  accepts, 
modifies,  or  rejects  the  written  re- 
ports. Neither  the  physician  nor  the 
complainant  has  any  control  over 
who  hears  the  case.  The  time  re- 
quired for  contested  hearings  can 
run  from  a couple  of  days  to  a cou- 
ple of  weeks,  depending  on  the  com- 
plexity of  the  allegations. 

Q:  How  long  will  it  take  the  examiner  or 
board  to  decide  my  case? 
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A:  At  the  conclusion  of  the  hearing, 
the  administrative  law  judge  will  pre- 
pare “findings  of  fact  and  conclu- 
sions of  law.”  This  may  take  from  1 
month  to  1 year,  again,  depending  on 
the  complexity  of  the  case.  The 
physician’s  attorney  and  the  board’s 
attorney  will  have  a right  to  contest 
the  findings  prior  to  adoption  by  the 
board.  Any  decision  to  adopt  find- 
ings of  fact  and  conclusions  of  law  in 
regard  to  a particular  physician  must 
take  place  at  one  of  the  board’s  meet- 
ings, which  are  open  to  the  public. 

Q:  If  I don’t  think  the  board  decision  is 
fair,  can  I appeal? 

A:  Yes.  The  board  rules  provide  for  a 
motion  for  rehearing  to  be  filed 
within  20  days  of  the  time  a physi- 
cian is  notified  of  the  order  (5).  If  no 
motion  for  rehearing  is  filed,  the  or- 
der will  become  effective  20  days 
from  the  date  it  is  signed  (6).  If  a 
motion  for  rehearing  is  filed,  the 
board  must  act  on  it  within  15  days 
or  the  motion  for  rehearing  will  be 
overruled  by  operation  of  law  (7).  If 
a physician  does  not  agree  with  a 
decision  on  motion  for  rehearing, 
the  case  may  be  further  appealed  to 
the  district  court  and  appellate 
courts  in  Travis  County.  The  board 
must  have  “substantial  evidence”  to 
justify  any  decision  it  makes  affect- 
ing a physician’s  license  (8). 
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Potential  liabilities  haunt 
emergency  department 
physicians 

Hugh  ML  Barton,  JD 

TMA  Assistant  General  Counsel 


In  an  adrenalin-charged  emergency 
situation,  doctors  don’t  have  time  or 
leisure  to  contemplate  the  potential 
liability  of  everything  they  do  — or 
don’t  do.  Yet  emergency  depart- 
ments catt  present  legal  complica- 
tions for  everyone  involved.  Here 
are  answers  to  some  most  common- 
ly asked  questions. 

Q:  A 2-day-old  infant  is  discharged  with 
elevated  bilirubin.  Discharge  orders  in- 
clude returning  for  an  outpatient  biliru- 
bin in  the  hospital  lab  the  next  day. 
Once  the  outpatient  tests  results  are 
available,  the  physician’s  office  refuses 
to  accept  the  results  because  the  pa- 
tient has  Medicaid  and  the  clinic  does 
not  see  Medicaid  patients.  What  is  the 
potential  liability? 

A:  If  the  physician  terminates  the 
physician-patient  relationship  (by 
refusing  to  accept  the  results)  with- 
out making  arrangements  for  a 
“substitute  medical  attendant”  and 
the  patient  is  in  need  of  continuing 
medical  care,  then  liability  for 
“abandonment”  could  ensue  (1). 
The  fact  that  a patient  is  on  Medi- 
caid (or  any  other  reimbursement 
scheme)  does  not  alter  a physician’s 
duty  once  a physician-patient  rela- 
tionship has  been  established. 

Additionally,  there  could  be  an 
issue  under  the  federal  Emergency 
Medical  Treatment  Act  of  whether 
the  patient  was  discharged  in  a 
“stable”  medical  condition,  mean- 
ing that  “no  material  deterioration 
of  the  condition  is  likely,  within 
reasonable  medical  probability,  to 
result  from  . . . the  transfer  [includ- 
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ing  discharge]”  of  the  person  from 
the  hospital  (2). 

Q:  An  obstetrical  patient  presents  for  deliv- 
ery and  has  a cesarean  section.  The  patient 
is  discharged  on  day  5 with  no  scheduled 
follow-up.  What  is  the  potential  liability? 

A:  The  answer  is  generally  the  same  as 
the  previous  one.  The  factual  issue 
will  center  on  whether  the  patient 
who  had  a cesarean  section  needed 
continuing  medical  care  at  the  time  of 
discharge.  Failure  to  attend  the  pa- 
tient in  the  event  of  an  emergency  fol- 
lowing discharge  could  be  construed 
as  abandonment. 

Q:  Suppose  a patient,  who  originally 
came  into  the  emergency  room  as  a trau- 
ma case,  is  unable  to  follow  through  with 
second  and  third  interventional  proce- 
dures because  the  patient  is  denied  ad- 
mission to  the  hospital  due  to  the  inabili- 
ty to  pay.  What  is  the  potential  liability? 

A:  Since  the  physician  who  treated  the 
patient  in  the  emergency  room  has  es- 
tablished a physician-patient  relation- 
ship, a risk  of  abandonment  and  poten- 
tial civil  liability  exists  unless  reasonable 
notice  is  given  and  the  physician  pro- 
vides an  adequate  substitute. 

The  outcome  of  any  case  with 
these  facts  would  likely  turn  on  the 
issues  of  duty  and  causation.  As  to 
duty,  a court  would  have  to  deter- 
mine whether  the  physician  owed  a 
continuing  duty  of  treatment  to  the 
patient.  As  to  causation,  the  issue  is 
whether  the  refusal  of  subsequent 
medical  care  caused  the  plaintiff  to 
have  compensable  injuries  (3).  Lia- 
bility would  occur  only  if  both  ele- 
ments were  determined  against  the 
defendant  physician. 

ITowever,  the  physician  covering 
the  emergency  room  could  attempt 
to  limit  the  scope  of  the  services  ren- 
dered (and  therefore  the  scope  of  his 
duty)  to  stabilization  of  the  immedi- 
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ate  emergency  condition.  In  this 
event,  the  limitation  of  scope  of  ser- 
vices should  he  thoroughly  ex- 
plained and  documented,  such  as 
through  printed  instructions  to  the 
patient  about  what  to  look  for  in  de- 
ciding when  additional  diagnosis  or 
treatment  is  needed.  Information 
about  alternative  sources  of  care 
also  should  be  given. 

Q:  If  I have  no  choice  in  providing  care 
because  I am  mandated  to  do  so  by  fed- 
eral law  or  my  hospital  bylaws,  then  isn’t 
it  true  that  no  physician-patient  relation- 
ship has  been  established? 

A:  No.  Once  a physician  undertakes  the 
care  of  a patient,  either  voluntarily  or 
as  the  result  of  being  on  the  hospital’s 
call  roster  (or  other  legal  or  quasi-legal 
obligation),  a physician-patient  rela- 
tionship has  been  established  and 
should  not  be  terminated  without  fol- 
lowing proper  procedures  to  terminate 
the  physician-patient  relationship  (4). 
As  explained  above,  it  may  be  possible 
to  limit  the  scope  of  services  rendered 
to  the  immediate  needs  of  the  patient 
in  the  emergency  room. 

Q:  An  automobile  accident  victim  with  a 
severe  head  injury  is  brought  to  a small- 
town hospital  by  ambulance.  A nurse  ex- 
amines the  patient,  calls  the  on-call  gen- 
eral surgeon,  and  advises  the  physician  of 
her  assessment  that  a severe  head  injury 
has  occurred.  The  surgeon  recognizes 
that  the  patient  needs  immediate  treat- 
ment by  a neurosurgeon.  A neurosurgeon 
comes  to  the  hospital  one  afternoon  a 
week  to  take  care  of  patients  but  is  not 
available  24  hours  a day  at  that  facility.  A 
call  to  the  neurosurgeon  confirms  his  un- 
availability. The  surgeon,  reluctant  to  or- 
der a transfer  without  first  examining  the 
patient,  arrives  15  minutes  later  and  or- 
ders an  immediate  transfer  of  the  patient. 
The  surgeon  calls  three  hospitals  before 
finding  a hospital  and  neurosurgeon 


agreeing  to  accept  the  patient.  A transfer 
is  arranged  and  the  patient  is  sent  to  the 
receiving  hospital  via  the  county  EMS  am- 
bulance. By  the  time  the  patient  boarded 
the  ambulance,  2V2  hours  had  elapsed. 
What  is  the  potential  liability  of  the  trans- 
ferring hospital? 

A:  In  this  situation,  assuming  that  the 
patient’s  severe  head  injury  consti- 
tutes an  “emergency  medical  condi- 
tion” and  the  condition  is  “unstabi- 
lized,” no  problem  should  occur  if: 

• the  transferring  physician  (the 
on-call  general  surgeon)  has  ade- 
quately performed  an  “appropri- 
ate medical  screening  examina- 
tion” and  determined  that  the 
patient  has  an  emergency  medical 
condition,  and 

• the  transfer  is  otherwise  “appro- 
priate,” meaning  that  all  appro- 
priate records  accompany  the 
transfer,  the  ambulance  is  proper- 
ly equipped,  and  so  forth. 

The  fact  that  a neurosurgeon  is 
available  at  the  small-town  hospital 
one  afternoon  a week  is  irrelevant  to 
federal  transfer  law  liability. 

Q:  While  on  duty  as  an  emergency  de- 
partment physician,  I get  a call  from  a 
doctor  in  an  emergency  department  in  a 
small  town  100  miles  away.  He  has  a pa- 
tient with  a severe  eye  injury,  and  the  pa- 
tient has  no  eye  doctor.  He  wants  to  know 
if  he  can  send  the  patient  to  me.  I try  to 
find  an  eye  specialist  to  care  for  the  pa- 
tient, but  the  several  I call  all  refuse.  I 
know  they  are  technically  able  to  care  for 
the  patient  but  do  not  wish  to  get  in- 
volved. I tell  the  calling  physician  I can- 
not accept  the  patient.  Is  the  hospital 
where  I work  now  liable  for  penalties  for 
“reverse  dumping”?  Are  the  physicians  I 
called  liable  for  “reverse  dumping”  be- 
cause they  refused  the  patient? 

A:  The  statute  refers  to  “reverse 
dumping”  as  follows:  “a  participat- 
ing hospital  that  has  specialized  ca- 


pabilities or  facilities  . . . shall  not 
refuse  to  accept  an  appropriate 
transfer  of  an  individual  who  re- 
quires such  specialized  capabilities 
or  facilities  if  the  hospital  has  the  ca- 
pacity to  treat  the  individual”  (5). 

In  questions  of  this  nature,  the 
Health  Care  Financing  Administra- 
tion (HCFA)  will  determine  if  the 
patient  with  the  emergency  medical 
condition  required  the  intended  re- 
ceiving hospital’s  specialized  capa- 
bilities and  if  the  receiving  hospital 
had  the  capacity  to  treat  the  patient 
at  the  time  transfer  was  requested. 

The  physician  who  refuses  to  ac- 
cept a transfer  does  not  appear  to  vi- 
olate any  provision  of  present  feder- 
al law,  even  though  the  hospital 
itself  may  be  in  violation  if  it  has 
“capacity  to  treat.”  (There  could  be 
a violation  of  the  hospital’s  medical 
staff  bylaws,  however,  depending  on 
how  medical  staff  responsibility  to 
respond  to  requests  for  transfer  is 
treated).  Thus,  the  question  is:  at 
what  point  in  time  does  the  hospital 
have  the  “capacity  to  treat”  the  pa- 
tient if  the  hospital  is  unable  to  find 
a physician  to  accept  the  transfer?  If 
no  physician  can  be  found  to  care 
for  the  patient,  it  is  arguable  that  the 
hospital  does  not  have  the  present 
“capacity”  for  that  treatment. 

A physician  on  the  on-call  list  who 
refuses  to  appear  in  the  emergency  de- 
partment after  being  called  by  the 
emergency  department  physician  to 
see  a patient  in  that  emergency  de- 
partment may  be  guilty  of  a different 
violation  (see  next  question),  but  this 
applies  only  to  the  on-call  physician 
in  the  transferring  hospital  and  not  in 
the  receiving  hospital. 

Q:  Although  I am  on  call  for  the  emergen- 
cy department,  I am  underinsured  from  a 
malpractice  standpoint.  I receive  a call 
from  the  emergency  physician  who  has  a 
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terrible  trauma  case.  I am  rusty  at  trau- 
ma, although  I have  done  it  in  the  past, 
and  I do  not  want  to  get  involved.  I tell 
the  emergency  doctor  I cannot  take  care 
of  trauma  cases  and  I want  him  to  trans- 
fer the  patient  to  the  trauma  hospital. 
What  is  the  potential  liability? 

A:  If  you  are  on  call  for  the  emer- 
gency department  pursuant  to  the 
call  schedule  maintained  by  the 
hospital  under  Medicare  Condi- 
tions of  Participation,  then  you 
could  be  guilty  of  a federal  transfer 
law  violation.  The  enforcement  sec- 
tion of  the  act  was  amended  in 
1 989  as  follows: 

If,  after  an  initial  examination,  a 
physician  . . . notifies  the  on-call 
physician  [who]  . . . fails  or  refuses 
to  appear  within  a reasonable  time, 
and  the  physician  orders  the  trans- 
fer of  the  individual  ...  the  physi- 
cian authorizing  the  transfer  shall 
not  be  subject  to  a penalty  . . . how- 
ever, the  previous  sentence  shall  not 
apply  to  the  hospital  or  to  the  on- 
call  physician  who  failed  or  refused 
to  appear  (6). 

The  desire  not  to  accept  the  care 
of  a patient  and  transfer  the  patient 
due  to  a perception  of  the  patient’s 
“malpractice  risk”  is  no  defense  to  a 
federal  transfer  law  violation.  In 
such  a case,  if  an  “improper  consid- 
eration” such  as  malpractice  liability 
becomes  a significant  factor  in  the 
transferring  physician’s  certification 
decision,  liability  can  result  (7). 

Q:  A hospital  refuses  a transfer  because 
there  are  “no  beds.”  Is  the  potential  receiv- 
ing hospital  required  to  document  a lack  of 
beds?  What  is  the  potential  liability? 

A:  As  far  as  the  “capacity  to  treat” 
issue  is  concerned,  if  the  intended  re- 
ceiving hospital  takes  the  position 
that  its  intensive  care  unit,  to  which 
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the  patient  would  be  moved  in  the 
emergency  department,  is  at  full  ca- 
pacity or  that  there  are  insufficient 
nursing  staff  to  care  for  additional 
patients,  that  might  serve  as  a de- 
fense to  a discrimination  charge. 
However,  adequate  proof  of  the  pa- 
tient census  and  staffing  patterns  at 
the  particular  time  in  question 
would  be  necessary. 

Q:  A hospital  in  the  United  States  refuses 
to  accept  the  transfer  of  a patient  from  a 
hospital  in  a foreign  country,  such  as 
Mexico.  What  is  the  potential  liability? 

A:  HCFA  recently  ruled  that  the 
“nondiscrimination”  provision  of 
the  federal  transfer  law  does  not  ap- 
ply to  transfers  originating  outside 
the  United  States.  This  is  an  abrupt 
change  in  HCFA’s  position  on  this  is- 
sue. In  July  1992,  a HCFA  official 
ruled  that: 

transfer  and  nondiscrimination 
provisions  of  (the  federal  transfer 
law]  do  not  state  that  these 
provisions  apply  only  to  transfers 
between  participating  hospitals. 
|Thus,  a]  Texas  hospital  would 
have  to  accommodate  the  trans- 
fer request  from  the  Mexican 
hospital  if  the  Texas  hospital  has 
specialized  capabilities  or  facili- 
ties and  the  individual  requires 
those  specialized  capabilities  or 
facilities  (8). 

TMA  raised  issues  with  respect  to 
this  ruling.  In  his  ruling  of  January 
19,  1993,  the  HCFA  official  said: 

Congress,  in  passing  [ the  federal 
transfer  law]  did  not  extend  its 
applicability  to  individuals  or 
hospitals  outside  the  United 
States  (eg,  Mexico).  Accordingly, 
hospitals  in  the  United  States  are 
not  required  ...  to  accept  the 
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transfer  of  individuals  from  hos- 
pitals located  outside  the  United 
States  (9). 

Q:  Based  on  this  ruling,  a Texas  hospital  re- 
fuses to  treat  Mexican  nationals  in  its  emer- 
gency room.  What  is  the  potential  liability? 

A:  The  original  premise  of  the  feder- 
al transfer  law  provides  that  any 
person,  whether  a US  citizen  or  not, 
who  comes  to  a Medicare-partici- 
pating hospital  that  offers  emergen- 
cy services  must  be  appropriately 
screened  and  treated  or  appropriate- 
ly transferred.  Thus,  if  the  Texas 
hospital  refuses  to  accept  a transfer 
from  a Mexican  hospital  and  the 
Mexican  hospital  transfers  the  pa- 
tient anyway,  the  Texas  hospital  is 
still  obligated  to  adequately  screen 
the  patient  |ust  like  any  other  pa- 
tient coming  to  the  emergency  room. 
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Electroconvulsive  therapy 


Electroconvulsive  therapy  (ECT)  is 
a safe,  effective,  valuable  treatment 
for  serious  affective  disorders  (eg, 
major  depression ).  Sometimes  indi- 
cated for  other,  occasionally 
nonpsychiatric,  medical  conditions, 
ECT  is  a moderately  complex  proce- 
dure for  which  training  is  provided 
routinely  during  psychiatric  residen- 
cy. Although  temporary  confusion 
and  amnesia  are  expected  immedi- 
ately after  treatment,  no  reliable 
data  suggest  that  permanent  memo- 
ry loss  or  cognitive  deficit  is  caused 
by  modern  ECT.  Indeed,  because  se- 
vere depression  itself  often  causes 
both  memory  and  cognitive  deficits, 
ECT's  remarkable  therapeutic  effec- 
tiveness is  associated  with  long-term 
improvement  in  cognition,  learning 
ability,  and  memory  for  many  pa- 
tients. Controversy  over  safety  and 
effect  on  memory  is  fueled  largely 
by  public  misinformation. 


Dr  Reid,  medical  director,  Texas  Department 
of  Mental  Health  and  Mental  Retardation, 
and  professor  of  psychiatry  and  special  assis- 
tant for  MHMR  Affairs,  The  University  of 
Texas  System.  Send  reprint  requests  to  Dr 
Reid,  TXMHMR,  PO  Box  12668,  Austin, 
TX  78711. 


William  H.  Reid,  MD,  MPH 


Electroconvulsive  therapy 
(ECT),  sometimes  erroneously 
called  “shock  treatment,”  was 
developed  many  decades  ago,  after 
the  discovery  of  an  association  be- 
tween epileptic  seizures  and  im- 
provement of  some  mental  illnesses. 
This  therapy  is  among  the  most 
studied  forms  of  psychiatric  treat- 
ment and  among  those  most  refined 
since  inception.  During  the  past 
decade  alone,  ECT  has  been  the  sub- 
ject of  more  than  1800  published 
professional  research  studies,  arti- 
cles, and  letters,  several  hundred  of 
which  examined  its  clinical  indica- 
tions, safety,  effectiveness,  and  side 
effects.  The  majority  of  published 
reports  support  ECT  as  being  safe, 
effective,  and  valuable  for  a number 
of  serious  psychiatric  disorders,  as 
do  studies  and  position  statements 
by  the  US  Eood  and  Drug  Adminis- 
tration, National  Institute  of  Mental 
Health,  National  Institutes  of 
Health,  American  Medical  Associa- 
tion, American  Psychiatric  Associa- 
tion, Canadian  Psychiatric  Associa- 
tion, Ontario  Ministry  of  Health, 
and  Royal  College  of  Psychiatrists 
(United  Kingdom)  (1-3). 

Tens  of  thousands  of  patients 
have  benefitted  from  modern  ECT. 
Some  are  prominent  figures  in  busi- 
ness, politics,  the  professions,  athlet- 
ics, and  the  arts.  Most  are  ordinary 
people,  once  crippled  by  severe,  per- 
haps life-threatening  mental  illness, 
who  now  lead  normal  or  near-nor- 
mal lives. 

CONTROVERSY 

Psychiatric  treatments,  particularly 
medication  and  ECT,  are  criticized 
occasionally  by  organized  groups 
(4-5,  PR  Newswire.  August  30, 
1 990:0830DC015).  These  groups 
sometimes  condemn  psychiatry,  in- 


still undue  fear  in  patients  and  the 
public,  and  even  threaten  reporters 
and  publications  that  openly  oppose 
them  (6,  Time.  May  6,  1991:50; 
Reader's  Digest.  September  1981: 
75).  Those  who  speak  passionately 
against  ECT  do  not  appear  to  repre- 
sent most  patients  who  have  re- 
ceived it  (4,7).  In  a 1986  study  of 
166  patients  who  received  ECT, 
about  half  rated  the  experience  as  no 
more  upsetting  than  a dental  proce- 
dure when  interviewed  6 months  to 
6 years  after  treatment  (8). 

The  views  of  ECT’s  critics,  in- 
cluding those  of  a small  but  vocal 
minority  of  physicians,  were  consid- 
ered carefully  during  the  late  1980s 
in  studies  by  the  American  Psychi- 
atric Association  Task  Force  on  ECT 
(3).  The  task  force  included  repre- 
sentatives of  psychiatry,  anesthesiol- 
ogy, cardiology,  internal  medicine, 
neurology,  obstetrics,  nursing,  psy- 
chology, law,  medical  ethics,  the 
FDA,  the  Joint  Commission  on  Ac- 
creditation of  Healthcare  Organiza- 
tions, and  major  professional  and 
lay  organizations.  The  overwhelm- 
ing consensus  was  that  ECT  is  a 
safe,  effective,  and  valuable  treat- 
ment and  that  no  consistent  clinical 
evidence  or  reliable  research  data  ex- 
ist to  support  the  notion  that  ECT  is 
particularly  dangerous  or  causes 
permanent  memory  or  cognitive 
deficit.  This  has  been  the  conclusion 
of  every  controlled  study  of  modern 
ECT  since  1983,  including  those 
that  compare  it  to  “sham”  ECT 
(anesthetizing  the  patient  without 
actually  giving  the  treatment) 
(9-18).  Malpractice  insurance  carri- 
ers are  aware  of  the  safety  of  psychi- 
atric treatment  in  general  and  ECT 
in  particular;  the  largest  psychiatric 
carrier  does  not  charge  any  extra 
premium  for  physicians  who  per- 
form ECT. 
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ALLEGATIONS  OF  TREATMENT 
DISCRIMINATION 

Some  studies  indicate  that,  in  some 
locations,  ECT  may  be  used  more 
often  in  women  than  in  men.  A few 
studies  suggest  that  minority  pa- 
tients are  more  likely  to  receive  it 
than  are  Caucasians.  Mere  numbers 
do  not  necessarily  imply  discrimina- 
tion; we  have  no  credible  evidence 
for  the  so-called  “organized  punish- 
ment” of  certain  groups  of  patients. 
In  contrast  to  men,  women  are  more 
susceptible  to  some  forms  of  severe 
depression  (eg,  postpartum  depres- 
sion), often  live  longer  (thus  being  at 
more  risk  for  development  of  severe 
late-life  depression),  and  may  not  re- 
spond as  well  to  some  pharmacolog- 
ic treatments.  Women  may  also  be 
more  likely  than  men  to  seek  treat- 
ment for  mental  illness. 

USUAL  INDICATIONS 

The  most  common  modern  indica- 
tions for  ECT  are  certain  kinds  of 
severe  (sometimes  called  “major”) 
depression.  Severe  depression  is  a 
very  serious  illness,  with  significant 
mortality  and  morbidity.  Electrocon- 
vulsive therapy  is  an  extremely  effec- 
tive and  accepted  treatment  for  post- 
partum depression  (3,19),  depressive 
phase  of  bipolar  disorder,  and  other 
major  depressions  (20-24).  It  can  be 
a treatment  of  choice  for  patients 
who  are  elderly  (25-28),  acutely  sui- 
cidal (20,23,29),  or  intractably  man- 
ic (29)  and  for  those  who  have  cer- 
tain medical  illnesses  in  addition  to 
a psychiatric  disorder  (23,30-37), 
cannot  tolerate  common  psy- 
chotropic medications,  are  pregnant 
(38-40),  or  have  a history  of  good 
clinical  response  to  ECT  (23). 

Under  certain  circumstances, 
ECT  can  be  indicated  also  for  other 
manic  symptoms  (11,12,15,29), 


schizophrenia  (9, 10, 13, 14,1  7,4 1 ), 
schizoaffective  disorder  (36,38,42, 
43),  and  major  depression  in  the 
mentally  retarded  (44,45).  The  ther- 
apy has  been  used  in  neuroleptic  ma- 
lignant syndrome  (NMS)  (46-48) 
but  may  exacerbate  cerebral  edema 
related  to  NMS  (49).  In  unusual  in- 
stances, ECT  may  be  indicated  for 
delusional  disorder,  life-threatening 
anorexia  nervosa  (50),  and  some 
medical  conditions  (eg,  Parkinson’s 
disease)  (30,51).  Because  of  its  safe- 
ty, rapid  action,  effectiveness,  and 
relative  lack  of  long-term  adverse  ef- 
fects, some  malpractice  plaintiffs 
have  begun  to  allege  liability  for  not 
using  ECT  in  the  treatment  of  severe 
depression  and  some  other  illnesses. 

CHILDREN  AND  ADOLESCENTS 

Electroconvulsive  therapy  is  indicat- 
ed rarely  for  children  under  16  years 
of  age  (52).  Nevertheless,  a number 
of  clinical  situations  prompt  its  con- 
sideration. These  include  major  de- 
pression that  threatens  the  child’s 
life  through  suicide  or  starvation,  se- 
vere and  intractable  mania  (32), 
neuroleptic  malignant  syndrome, 
and  lethal  catatonia. 

PROCEDURE 

After  a diagnosis  has  been  made,  po- 
tential benefits,  risks,  and  alternative 
treatments  are  explored  with  the  pa- 
tient (and  often  the  family).  In- 
formed consent  is  obtained  (or  ap- 
propriate steps  are  taken  to  consider 
treatment  of  incompetent  patients), 
consistent  with  professional  stan- 
dards (53,54).  A physical  and  labo- 
ratory workup  similar  to  that  for 
minor  surgery  is  completed. 

Properly  qualified  physicians  and 
other  professionals  prepare  the  pa- 
tient much  as  they  would  for  minor 
surgery,  in  an  appropriately 


equipped  setting.  Monitoring  equip- 
ment is  attached  to  the  patient;  light 
general  anesthesia  is  administered; 
succinyl  choline  or  a similar  muscle 
relaxant  is  given  to  attenuate  the 
physical  convulsion;  and  ventilation, 
usually  with  pure  oxygen,  is  per- 
formed just  before  treatment. 

The  treatment  itself  consists  of 
allowing  a refined  electrical  current 
to  flow,  in  a controlled  manner,  be- 
tween two  pads  placed  on  the  pa- 
tient’s scalp.  Most  of  the  electricity 
passes  front  one  pad  to  the  other 
through  the  subcutaneous  fluid.  A 
small  amount  — a few  volts  — 
reaches  the  surface  of  the  brain.  This 
current  is  sufficient  to  disrupt  briefly 
the  natural  electrical  charges  on  the 
surface  of  the  brain,  resulting  in  a 
response  that  is  physiologically  simi- 
lar to  an  epileptic  seizure. 

The  small  current  that  reaches 
the  brain  does  not  significantly  pene- 
trate the  surface.  The  jerking,  con- 
vulsive movements  seen  with  ECT 
several  decades  ago  (and  in  old 
movies)  are  not  the  result  of  electric- 
ity or  “shock”  but  of  the  seizure  as 
seen  without  muscle  relaxants. 

After  the  seizure,  the  patient  is 
monitored  and  cared  for  in  a man- 
ner consistent  with  recovery  from 
light  anesthesia.  In  addition,  staff 
monitor  and  deal  with  the  confusion 
that  lasts  usually  for  a few  hours  af- 
ter treatment. 

A course  of  ECT  consists  usually 
of  6 to  12  treatments,  with  each  given 
every  2 or  3 days.  In  cases  of  depres- 
sion, symptoms  may  abate  within  2 or 
3 treatments;  the  additional  treat- 
ments are  necessary  to  prevent  re- 
lapse. Post-treatment  confusion  is 
more  significant  after  treatments  later 
in  the  series,  lasting  up  to  several  days 
after  the  final  treatment.  The  confu- 
sion is  not  unlike  that  which  occurs 
following  some  neurosurgery,  but  is 
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generally  milder  and  shorter  lived. 

In  many  cases,  no  additional 
medication  or  ECT  is  necessary  to 
maintain  remission.  Some  patients 
receive  occasional  “maintenance” 
ECT  (typically  about  once  a month) 
in  conjunction  with  other  treatment 
as  indicated  (18).  The  patient  may 
be  hospitalized  briefly  for  such  pro- 
cedures, but  when  necessary  post- 
treatment supervision  can  be  provid- 
ed by  a responsible  family  member 
or  friend,  an  overnight  stay  may  not 
be  required. 

risk/benefit  considerations 
Potential  benefits 

Electroconvulsive  therapy  is  recog- 
nized widely  as  the  most  effective 
treatment  available  for  major  de- 
pression (24,35,39,55);  significant 
improvement  is  seen  in  70%  to  90% 
of  patients.  The  therapy  is  very  ef- 
fective also  for  some  patients  with 
bipolar  (“manic-depressive”)  disor- 
ders and  schizophrenia.  Although 
the  benefit  for  other  conditions  may 
be  significant,  results  are  not  as  con- 
sistent as  for  the  above  disorders. 

Potential  risks 

Electroconvulsive  therapy  is  safer 
and  has  fewer  significant  adverse  ef- 
fects than  many  other  psychiatric 
and  general  medical  procedures.  The 
mortality  rate  for  ECT,  largely  relat- 
ed to  complications  of  general  anes- 
thesia, is  quite  low  — about  1 per 
50,000  treatments  in  California  dur- 
ing the  late  1970s  (56).  Only  a few 
medical  conditions  (in  particular,  the 
presence  of  an  intracranial  mass  or  a 
recent  stroke)  significantly  compro- 
mise the  safety  of  ECT.  Cardiovas- 
cular risks  are  predominantly  those 
associated  with  light  anesthesia  and 
muscle  relaxants  and  are  generally 
less  than  the  cardiotoxic  potential  of 


many  standard  antidepressant  drugs. 
Transient  arrhythmia  during  the 
treatment  may  occur  in  patients 
with  preexisting  electrocardiograph- 
ic changes  and  treated  arrhythmias 
(57-59).  Common  side  effects  are 
limited  primarily  to  the  temporary 
confusion  and  temporary  memory 
loss  described  above.  More  serious 
adverse  effects  are  rare. 

Memory  impairment  and  cogni- 
tive deficit  are  common  in  severe  de- 
pression (60,61).  This  made  studies 
of  possible  ECT-related  memory 
complaints  difficult  until  the  last 
decade.  With  modern  techniques 
that  are  now  standard  (unilateral 
nondominant  electrode  placement 
when  indicated,  pretreatment  oxy- 
genation, and  close  monitoring  of 
physiologic  and  brain  activity),  per- 
manent significant  memory  deficit  or 
cognitive  dysfunction  is  very  rare 
(52,60,62-66).  In  fact,  many  studies 
indicate  considerable  improvement 
in  cognitive  and  memory  skills  after 
ECT  (61,67).  Weiner  (68)  and  oth- 
ers have  consistently  found  no  data 
to  support  some  critics’  contention 
of  persisting  deficits  in  new  learning 
(anterograde  amnesia).  Firth  et  al 
(69)  came  to  similar  conclusions  in 
controlled  studies  of  70  patients 
conducted  6 months  after  both  real 
and  sham  ECT.  Other  studies  have 
had  comparable  results  (38). 

Comparison  with  risks  of  other 
treatments  and  of  no  treatment 
Every  medical  treatment  has  some 
risk.  This  risk  must  be  evaluated  by 
both  doctor  and  patient  in  terms  of 
the  severity  of  the  condition  being 
treated,  the  effectiveness  of  the  treat- 
ment being  considered,  the  availabili- 
ty of  other  treatments  that  may  be 
preferable,  and  the  opportunity  for 
the  patient  to  consent  or  not  consent 
voluntarily,  with  adequate  knowledge 


to  make  the  decision  (or,  if  the  patient 
is  not  competent,  to  have  a substitute 
consent  process  that  weighs  fairly  all 
of  these  concerns).  The  risks  of  treat- 
ment should  be  considered  in  light  of 
the  risks  of  the  illness  itself.  Inade- 
quately treated  major  depression,  for 
example,  has  roughly  a 15%  mortali- 
ty from  suicide,  as  well  as  significant 
mortality  and  morbidity  from  other 
causes  (70). 

The  alternative  treatments  for 
illnesses  and  disorders  for  which 
ECT  is  indicated  usually  involve 
antidepressant  and/or  antipsychotic 
medication.  Although  generally 
safe  and  effective  for  most  patients 
when  prescribed  properly,  such 
medications  have  potential  side  ef- 
fects and  adverse  effects  that  must 
be  weighed  when  the  choice  of 
medication  or  ECT  is  being  consid- 
ered. Most  common  antidepressant 
medications,  for  example,  can  be 
lethal  in  overdose;  they  are  impli- 
cated frequently  in  suicides  and 
must  be  monitored  closely  until 
well  after  depressive  symptoms 
have  abated.  Many  antidepressants 
have  cardiotoxic  effects,  which 
make  them  more  dangerous  than 
ECT  for  many  elderly  or  medically 
compromised  patients.  These  drugs 
may  also  cause  marked  postural 
hypotension  (with  resulting  danger 
of  falling  or  stroke),  visual  distur- 
bances, prostate  enlargement,  and 
toxic  confusion,  particularly  in  the 
elderly.  Antipsychotic  drugs,  pre- 
scribed for  psychotically  depressed, 
severely  manic,  or  schizophrenic 
patients,  often  place  the  individual 
at  risk  for  tardive  dyskinesia,  un- 
comfortable side  effects,  or  even 
potentially  lethal  neuroleptic  malig- 
nant syndrome.  In  pregnant  pa- 
tients, psychotropic  drugs  tend  to 
be  more  dangerous  to  the  fetus 
than  ECT. 
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COST 

Like  other  specialized  procedures, 
ECT  costs  more  per  hour  than  medi- 
cation or  psychotherapy.  The  initial 
cost  is  usually  offset,  however,  by 
benefits  such  as  shorter  and  less  fre- 
quent hospitalization,  alleviation  of 
painful  (and  sometimes  dangerous) 
symptoms,  and  more  rapid  and 
complete  remission  and  return  to 
normal  life  (71). 

Typical  hospital  charges  include 
use  of  treatment  and  recovery 
rooms,  medications  and  supplies, 
and  the  treatment  itself.  In  private 
hospitals  in  the  southwestern  United 
States,  these  total  approximately 
$300  to  $500  per  treatment.  A psy- 
chiatrist’s services  typically  cost  $85 
to  $200  per  treatment,  those  of  an 
anesthesiologist  (sometimes  required 
by  special  rules  or  clinical  condi- 
tions) around  $125.  The  costs  of 
outpatient  ECT  are  roughly  the 
same  as  those  for  inpatients. 
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That  a specified  number  of  vascular 
surgery  procedures  must  be  per- 
formed annually  to  maintain  compe- 
tence and  that  these  procedures  re- 
quire a specialized  center  have  been 
suggested  repeatedly.  Recent  national 
guidelines  admonish  us  to  check  our 
own  experience  with  carotid  surgery. 

In  our  10-year  review  of  215  op- 
erations performed  for  carotid 
stenosis  and/or  ulceration  by  two 
surgeons  in  a relatively  small  com- 
munity, the  combined  major  mor- 
bidity/mortality rate  of  2.8%  com- 
pares favorably  to  many  other 
series.  Our  experience  suggests  that 
if  done  judiciously,  gently,  and  with 
universal  shunting,  the  operation 
can  be  accomplished  safely  in  the 
community  hospital  setting. 


Send  reprint  requests  to  Dr  Shaw,  The 
Medical  and  Surgical  Clinic,  1518  Tenth  St, 
Wichita  Falls,  TX  76301. 


Carotid  endarterectomy:  a review  of  surgical 
practice  in  a community  hospital 

Richard  B.  Shaw,  MD 
Jerry  K.  Myers,  MD 


A RECENT  STUDY  BY  THE 
Veterans  Administration 
suggests  carotid  endarterec- 
tomy prevents  stroke  in  selected  pa- 
tients (1).  However,  this  suggestion 
remains  controversial.  The  prophy- 
lactic value  of  this  procedure  de- 
pends upon  its  safety.  The  literature 
documents  combined  mortality  and 
morbidity  rates  that  range  widely 
from  nearly  zero  to  double  digits 
(2-12).  Recently,  national  guidelines 
have  been  proposed  (13).  Surgeons 
are  asked  to  review  their  own  expe- 
riences and  advised  not  to  operate 
for  this  disease  if  their  results  do  not 
compare  favorably  with  these  rec- 
ommended guidelines.  That  a sur- 
geon must  perform  annually  a cer- 
tain number  of  procedures  to 
maintain  competency  in  vascular 
surgery  has  been  suggested.  That  the 
operation  should  be  done  only  at 
specialized  centers  and,  perhaps,  by 
surgeons  with  special  credentials  has 
been  suggested,  also.  As  two  general 
surgeons  who  perform  vascular 
surgery  as  a minority  of  our  case 
load  in  a community  hospital,  we 
decided  to  review  our  experience. 
We  are  strong  proponents  of  routine 
shunting  and  believe  it  has  served  us 
well.  We  think  that  if  the  procedure 
is  done  meticulously  and  gently, 
good  results  are  possible  without  so- 
phisticated monitoring  equipment. 

MATERIALS  AND  METHODS 

This  review  encompasses  all  the 
carotid  endarterectomy  cases  that  we 
treated  in  the  decade  of  the  1980s.  In 
all  cases,  two  surgeons  with  vascular 
surgery  experience  were  present  at 
the  operating  table.  In  most  cases 
both  authors  were  present;  in  the 
other  cases,  one  or  the  other  author 
served  as  the  primary  surgeon  with  a 
different  surgeon  assisting. 


Both  authors  are  general  sur- 
geons. Vascular  surgery  accounts  for 
only  a small  part  of  our  case  load. 
Both  of  us  trained  in  vascular  tech- 
niques during  our  residencies,  but 
neither  applied  for  a certificate  of 
special  credentials  in  peripheral  vas- 
cular surgery.  The  total  number  of 
cases  divided  by  10  provides  the  av- 
erage case  load  per  year.  Numbers 
have  remained  similar  throughout 
the  decade. 

All  operations  were  performed  in 
either  of  two  community  hospitals 
in  Wichita  Falls,  Tex,  both  with  ca- 
pacities ranging  from  200  to  250 
beds.  The  community,  located  in 
north  central  Texas,  has  nearly 
100,000  inhabitants  and  a medical 
“drawing  area”  of  approximately 
250,000. 

Standard  angiography  preceded 
all  procedures.  In  the  decade’s  iater 
years,  most  patients  also  had  preop- 
erative computerized  tomography 
scanning  (often  done  in  conjunction 
with  the  angiogram  to  decrease  the 
dye  load). 

All  procedures  were  conducted 
under  general  endotracheal  anesthe- 
sia (with  normal  pC02  and  blood 
pressure),  and  with  nonselective 
shunting,  which  we  advocate  strong- 
ly. No  electroencephalographic 
monitoring  equipment  was  used, 
and  we  did  not  record  stump  pres- 
sures. We  maintained  a radial  artery 
catheter  both  in  the  operating  room 
and  overnight  in  the  intensive  care 
unit.  Blood  pressures  were  titrated 
with  the  usual  medications. 

All  operations  were  performed 
through  linear  incisions  paralleling 
the  anterior  border  of  the  ster- 
nomastoid.  We  feel  this  provides  the 
most  expeditious  approach  to  the 
carotid  bifurcation  and  the  easiest 
extension,  if  necessary.  The  dissec- 
tion proceeds  gently  and  quickly  to 


TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  89  NO.  5 


MAY  1993 


63 


Fig  1.  Preoperative  symptoms. 


Completed 
stroke  (45) 


Transient  ischemic 
pisode  (77) 


Asymptomatic 
ulcer  (2) 


the  bifurcation.  Extent  of  disease  de- 
termines extent  of  dissection;  our 
goal  is  to  reach  a place  where  the  in- 
ternal carotid  appears  soft,  pliable, 
and  relatively  normal.  After  systemic 
heparin  has  been  administered,  elas- 
tic vessel  loops  are  tightened  gently 
to  establish  occlusion.  A linear  arte- 
riotomy  is  made,  and  a small,  pli- 
able, straight  in-line  shunt  is  used 
(usually  the  10F  or  12F).  We  insist 
on  visualizing  the  lumen  proximally 
and  distally  before  inserting  the 
shunt  under  direct  vision  to  make 
certain  it  is  free  of  debris.  An  unhur- 
ried but  expeditious  endarterectomy 
is  then  performed.  The  end  point  is 
wherever  the  plaque  feathers  off. 
Foose  strips  and  pieces  of  intima 
and  debris  are  removed  meticulous- 
ly. Pulsatile  irrigation  with  saline  is 
accomplished  at  the  distal  point  un- 
til we  are  certain  that  the  intima  is 
firmly  attached.  If  any  question  re- 
mains, we  place  tacking  sutures  of 
7-0  Prolene.  Full-strength  heparin  is 
applied  to  the  endarterectomied  sur- 
face to  decrease  the  potential  for 
thrombosis.  The  arteriotomy  is 
closed  with  running  sutures  of  6-0 
Prolene,  starting  at  the  ends  and 
leaving  a gap  at  the  bulb  where  the 
carotid  diameter  is  widest.  If  neces- 
sary, a small,  side-biting  clamp  is  ap- 
plied, and  flow  is  reestablished  while 
the  final  sutures  are  placed.  Because 
we  use  shunts  that  are  small  in  di- 
ameter, usually  only  a 3-to-5-stitch 
gap  remains,  and  those  stitches  can 
be  placed  quickly,  mating  the  two 
strands  expeditiously.  Cross-clamp- 
ing without  a shunt  takes  generally 
less  than  a minute  on  opening  and 
on  closing.  A closed  suction  drain  is 
brought  out  from  the  lower  angle  of 
the  wound.  In  our  early  experience, 
a separate  stab  wound  was  used,  but 
occasionally  it  created  nuisance 
bleeding  that  required  reversal  of 


heparin,  which  we  111111111 

feel  is  undesirable.  ; 

Drains  are  removed 
the  following  day  \ 

and  create  no  ap- 
preciable scar.  The  . . 

...  . . Global 

wound  IS  closed  in  ischemia  (38) 

simple  running  lay- 
ers. Skin  closure  is 
accomplished  usu- 
ally with  staples  to  minimize  operat- 
ing time.  No  attempt  is  made  to  hur- 
ry, but  we  try  to  keep  distractions  to 
a minimum;  the  average  operating 
time  is  less  than  an  hour. 

On  rare  occasions,  we  have  used 
the  Javid  shunt  and  its  accompany- 
ing clamps,  but  we  prefer  elastic 
loops.  We  do  not  do  completion  an- 
giography nor  ultrasound.  No  evi- 
dent postoperative  thromboses,  false 
aneurysms,  or  carotid  blow-outs 
have  occurred. 

Most  arteriotomies  are  closed  di- 
rectly. Patches  are  reserved  for  ves- 
sels that  appear  small  (usually  in 
women)  or  in  cases  with  recurrent 
stenosis.  We  used  21  patches  in  215 
vessels,  for  a slightly  less  than  10% 
patch  usage. 

All  patients  stay  at  least 
overnight  in  the  intensive  care  unit. 
The  usual  postoperative  hospital 
stay  is  3 days.  All  patients  are  fol- 
lowed for  at  least  6 weeks  before 
they  return  to  the  care  of  their  refer- 
ring physicians. 

RESULTS 

The  series  contains  163  patients 
who  underwent  215  operations.  Of 
these,  212  operations  resulted  in  en- 
darterectomy of  the  internal  carotid 
artery  primarily,  2 involved  planned 
endarterectomy  of  the  external 
carotid,  and  1 (discussed  below)  was 
abandoned  after  exploration  with- 
out endarterectomy.  We  performed 


Stroke  in 
progression  (5) 

116  operations  on  the  left  side  and 
99  on  the  right.  The  patients  consist- 
ed of  104  women  and  59  men.  Bilat- 
eral operations  were  performed 
three  times  more  frequently  in  men 
than  in  women  despite  the  fact  that 
the  male-to-female  ratio  was  not  as 
high  as  3:1.  The  average  age  of  the 
overall  population  was  69.6  years 
(ranging  from  43  to  87  years)  and 
was  similar  in  both  sexes. 

Fig  1 shows  preoperative  symp- 
toms. For  our  purposes,  we  grouped 
eye  symptoms  and  cerebral  symp- 
toms together;  thus,  we  considered 
amaurosis  fugax  as  a transient  is- 
chemic episode  of  the  eye,  and  we 
considered  partial  or  total  blindness 
as  a stroke  involving  the  eye.  Most 
of  the  “asymptomatic”  carotids 
were  on  the  side  opposite  a symp- 
tomatic side. 

Table  1 presents  the  degrees  of 
stenosis.  No  patients  who  had  a de- 
gree of  stenosis  estimated  at  less 
than  80%  underwent  surgery  for 
asymptomatic  stenosis.  In  addition, 
most  of  the  patients  who  were  oper- 
ated on  for  symptoms  had  stenosis 
of  80%  or  more,  although  lesser 
numbers  had  stenosis  estimated  be- 
tween 50%  and  80%.  Some  patients 
with  less  than  50%  stenosis  under- 
went surgery  based  on  the  apparent 
finding  of  ulceration  by  angiogram. 
Most  of  these  were  symptomatic. 
However,  2 patients  were  operated 
on  for  large  complex  ulcers  seen  on 
the  as-yet  asymptomatic  side  oppo- 
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Table  l.  Degrees  of  stenosis. 


Stenosis  (%) 

Symptomatic  Patients 
(n  = 165) 

Asymptomatic  Patients 
(n  = 50) 

> 80 

129 

48 

50-80 

f 19  with  ulcers 

26  1 

V 7 without  ulcers 

0 

A 

Uo 

o 

10  with  ulcers 

2 with  ulcers 

site  a symptomatic  lesion.  Bilateral 
procedures  were  done  separately. 
No  hard  and  fast  rules  were  applied 
to  the  waiting  period  between  the 
two  procedures.  Generally,  we  al- 
lowed patient  and  family  participa- 
tion in  that  decision.  Nonetheless, 
no  interval  delay  was  less  than  1 
week.  Ten  operations  were  done 
contralateral  to  a total  internal 
carotid  artery  occlusion.  Because  we 
shunt  all  patients,  this  occasioned  no 
greater  stress  than  usual,  and  none 
of  these  10  patients  had  any 
significant  postoperative  problems. 

The  most  serious  complications 
consisted  of  three  deaths  (1.4%)  and 
three  permanent  strokes  (1.4%), 
making  a combined  major  morbidi- 
ty/mortality of  2.8%. 

Some  minor  morbidity  occurred 
also.  Early  in  the  series,  three  pa- 
tients underwent  surgery  after 
completed  stroke  with  only  minor 
residual  deficits.  In  the  early  postop- 
erative period,  their  neurologic  de- 
fects seemed  to  worsen  temporarily, 
returning  within  a few  days  to  their 
preoperative  status.  These  three  pa- 
tients were  all  less  than  a month 
from  their  cerebrovascular  accidents 
at  the  time  of  operation.  In  recent 
years,  we  have  waited  a full  6 weeks 
to  allow  stroke  stabilization  before 
operation  and  have  not  since  en- 
countered this  temporary  worsening 
of  an  old  stroke  deficit. 

The  youngest  patient  in  our  series 
presented  with  partial  blindness 
caused  by  a Hollenhorst  plaque.  An- 
giogram revealed  large,  posterior 
plaques  with  complex  bilateral  ulcers 
and  no  major  stenosis.  Sequential 
carotid  surgeries  were  performed.  On 
the  second  (asymptomatic)  side,  a 
minor  postoperative  neurologic 
deficit  corresponded  with  a new, 


small  defect  seen  on  computerized  to- 
mographic scanning.  The  deficit 
cleared  clinically,  leaving  no  de- 
tectable residual  and,  therefore,  was 
not  counted  as  a major  morbidity. 
We  presumed  this  event  was  embolic 
and  occurred  with  vessel  mobiliza- 
tion, which  reinforces  our  perception 
about  the  instability  of  some  of  these 
complex  ulcerated  plaques. 

Six  local  neurologic  events  oc- 
curred. One  was  permanent:  a laryn- 
geal nerve  injury  that  occurred  in 
what  was  probably  a nonrecurrent 
laryngeal  nerve,  not  recognized  as 
such  during  exploration.  There  were 
two  temporary  hypoglossal  nerve 
dysfunctions  and  three  temporary 
marginal  mandibular  branch  dys- 
functions, all  of  which  cleared  be- 
fore the  follow-up  at  6 weeks. 

We  try  not  to  reverse  the  heparin 
but  occasionally  are  forced  to  do  so. 
We  accept  a slight  increase  in  bleed- 
ing. The  closed  suction  drain  system 
helps.  On  several  occasions,  it  has 
drained  substantially  for  the  first  few 
hours  and,  perhaps,  has  prevented  a 
significant  hematoma.  Nonetheless, 
four  patients  required  a second  trip 
to  the  operating  room  for  control  of 
bleeding  and  evacuation  of 
hematomas  considered  large  enough 
to  interfere  with  wound  healing. 
These  reexplorations,  all  on  the  ini- 
tial operating  day,  were  done  with 
repeat  general  endotracheal  anesthe- 
sia. Fortunately,  no  patient  suffered 
any  complication,  and  in  no  case 
was  the  carotid  artery  identified  as 
the  cause  of  bleeding. 

DISCUSSION 

We  saw  six  cases  that  accounted  for 
major  morbidity.  None  of  the  three 
deaths  were  caused  by  neurologic 


events.  A 65-year-old  woman  was 
found  to  have  90+%  carotid  stenosis 
associated  with  an  asymptomatic 
harsh  bruit.  She  and  her  family 
chose  elective  endarterectomy  1 
week  after  cholecystectomy  for  an 
empyema  of  the  gallbladder.  She 
went  home  3 days  postendarterecto- 
my, but  she  returned  to  the  emergen- 
cy room  in  extremis  4 days  later  and 
expired  (2  weeks  postcholecys- 
tectomy and  1 week  postendarterec- 
tomy). Autopsy  demonstrated  strep- 
tococcal pneumonia  and  pulmonary 
emboli.  Her  husband  was  hospital- 
ized 2 days  after  her  demise  with 
streptococcal  pneumonia.  In  retro- 
spect, submitting  her  to  two  general 
anesthetics  within  such  a short  time 
may  have  been  a poor  judgment,  es- 
pecially since  she  presented  with  an 
infectious  process. 

The  second  death  was  a 65-year- 
old  man  who  presented  with  a tran- 
sient ischemic  attack  and  an  80% 
stenosis  with  an  ulcer  and  an  intra- 
luminal clot.  He  was  discharged  4 
days  after  an  uneventful  operation. 
On  postoperative  day  12,  he  suf- 
fered an  apparent  acute  myocardial 
infarction  at  home  and  expired. 

The  final  death  occurred  in  a 54- 
year-old  white  man,  physiologically 
much  older  than  his  stated  age.  A 
tragic  accident  in  his  youth  had  re- 
sulted in  a crushed  pelvis,  multiple 
abdominal  operations  over  many 
years,  and  a sedentary  lifestyle.  He 
had  undergone  an  earlier  aortoiliac 
endarterectomy  and  had  severe  reno- 
vascular disease.  A syncopal  episode 
and  a cervical  bruit  brought  him  to 
angiography,  which  demonstrated 
80%  stenosis  of  the  internal  carotid 
artery.  Cardiologic  evaluation  at  the 
bedside  was  unremarkable.  Unevent- 
ful carotid  surgery  was  performed 
the  morning  after  the  angiogram.  Ap- 
parently the  dye  load  had  resulted  in 


TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  89  NO.  S 


MAY  1993 


65 


worsening  renal  failure,  a fact  not 
appreciated  until  after  the  surgery. 
The  patient  became  markedly  olig- 
uric and  his  excretion  of  dye  via  the 
gastrointestinal  tract  in  preference  to 
the  renal  system  was  demonstrated. 
Because  of  the  renal  complication, 
the  patient  was  still  hospitalized  and 
largely  bedfast  9 days  later,  when  he 
suddenly  complained  of  crushing 
chest  pain,  collapsed,  and  died.  Au- 
topsy was  denied.  Presumptive  diag- 
nosis was  either  acute  myocardial  in- 
farction or  massive  pulmonary 
embolization.  He  had  manifested  no 
neurologic  problems. 

All  three  patients  who  experi- 
enced neurologic  events  were  eventu- 
ally institutionalized.  Although  still 
alive,  they  were  not  capable  of  inde- 
pendent living.  Two  of  these  events 
occurred  in  patients  taken  to  the  op- 
erating room  with  an  evolving 
stroke.  Both  awakened  with  dense 
hemiparesis,  and  nonhemorrhagic  in- 
farctions in  the  ipsilateral  hemisphere 
were  documented.  Without  surgery, 
the  strokes  might  have  been  worse 
and  even  fatal.  Nevertheless,  we 
counted  these  as  postoperative  neu- 
rologic events.  We  now  try  to  avoid 
surgery  for  patients  with  an  evolving 
stroke.  Despite  some  authors’  recom- 
mendations, we  think  this  is  a haz- 
ardous situation,  and  we  are  not  con- 
vinced that  surgery  results  in  any 
greater  salvage  than  treatment  for 
symptoms  as  they  arise. 

The  third  patient  was  operated 
on  for  a transient  ischemic  attack, 
went  to  the  operating  room  with  no 
neurological  finding,  and  awakened 
with  none.  Approximately  12  hours 
later,  he  was  given  a bolus  of  nitro- 
prusside  for  moderate  hypertension. 
He  promptly  became  hypotensive 
and  required  large  amounts  of  fluid 
and  pressor  drugs.  In  the  course  of 
that  event,  he  developed  an  ipsilater- 


al cerebral  infarction  that  was  non- 
hemorrhagic. An  angiogram  showed 
that  the  carotid  was  patent  at  the 
operative  site.  The  perioperative  pe- 
riod is  clearly  an  unstable  and  dan- 
gerous time  and  must  be  managed 
carefully.  In  this  particular  patient, 
aggressive  blood  pressure  treatment 
resulted  in  a catastrophic  event. 

One  additional  permanent  stroke 
in  the  series  was  not  counted.  This 
patient  presented  with  unilateral 
transient  ischemic  attack  and  was 
found  to  have  bilateral  disease, 
80+%  stenotic  on  the  symptomatic 
side  and  90  + % stenotic  on  the 
asymptomatic  side.  After  neurologic 
consultations,  we  decided  to  ap- 
proach the  symptomatic  side  first, 
despite  the  higher  degree  of  stenosis 
on  the  contralateral  side.  The  pa- 
tient did  well  following  the  first  op- 
eration and  went  home  in  3 days. 
On  the  10th  postoperative  day,  she 
sustained  a major  nonhemorrhagic 
infarction  on  the  as-yet  unoperated 
side.  She  died  of  complications  in  a 
nursing  home  4 months  later.  We 
did  not  count  this  case  as  a postop- 
erative complication  because  the 
cerebrovascular  accident  was  con- 
tralateral to  the  operated  side  and 
temporally  distant.  Perhaps  we 
should  have  operated  on  this  side 
first  or  pushed  to  do  the  second  side 
sooner.  This  case  illustrates  the  tenu- 
ous cerebrovascular  situation  in 
some  of  these  patients.  Occasional 
patients  have  been  kept  in  the  hospi- 
tal on  heparin  between  staged  surg- 
eries. This  one  was  sent  home  on  an- 
tiplatelet agents  only,  and  that 
proved  not  to  be  sufficient.  The  pa- 
tient’s death  occurred  well  beyond 
the  usual  30-day  postoperative 
guidelines  and,  therefore,  was  not 
counted  in  that  category  either. 

Two  patients  underwent  external 
carotid  endarterectomy.  Both  pre- 


sented with  transient  ischemic  events 
in  the  hemisphere  ipsilateral  to  an  ex- 
ternal carotid  stenosis  and  a com- 
plete internal  carotid  occlusion.  Both 
patients  had  tight  stenosis  of  the  con- 
tralateral internal  carotid,  which  was 
operated  first.  However,  they  re- 
mained symptomatic  with  transient 
ischemic  attacks  and  later  had  exter- 
nal endarterectomy  on  the  symp- 
tomatic side.  Neither  patient  has  had 
further  neurologic  symptoms. 

Another  patient  was  explored 
without  endarterectomy.  He  present- 
ed with  a transient  ischemic  attack. 
Angiography  seemed  to  demonstrate 
a significantly  high  carotid  bifurca- 
tion, although  angiographic  appear- 
ance does  not  always  correlate  with 
operative  exposure.  Furthermore, 
the  disease  seemed  to  extend  upward 
within  the  internal  carotid  a much 
greater  distance  than  usual.  We  ex- 
plored the  patient  and  could  not  ex- 
pose a normal  portion  of  internal 
carotid.  Therefore,  we  did  not  oc- 
clude or  perform  an  endarterectomy. 
The  patient  awoke  with  no 
significant  problems.  A few  weeks 
later,  consultation  was  sought  in 
Dallas,  Tex,  at  one  of  the  university 
hospitals,  and  he  was  considered  for 
reexploration  to  include  jaw  disar- 
ticulation. The  patient  and  the 
physicians  at  the  tertiary  center 
elected  not  to  proceed.  At  2 years  of 
follow-up,  the  patient  remains  well 
on  aspirin  and  dipyridamole,  with 
no  further  events.  We  think  it  criti- 
cal to  expose  normal  distal  internal 
carotid.  Without  normal  vessel  dis- 
tally,  we  prefer  not  to  proceed,  feel- 
ing the  consequences  could  be  disas- 
trous unless  a good  distal  end  point 
can  be  achieved. 

Antibiotics  were  not  used  in  our 
series  except  in  the  very  few  instances 
where  a fabric  patch  was  used.  No 
major  wound  infections  developed. 
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Carotid  endarterectomy  is  an  op- 
eration performed  on  a high-risk, 
mostly  aged,  population.  To  expect 
no  postoperative  adverse  events  in 
this  population  seems  unrealistic. 
Our  combined  major  morbidity  and 
mortality  rate  of  2.8%  compares  fa- 
vorably with  other  series. 

We  feel  that  if  the  operation  is 
approached  gently,  judiciously,  and 
with  reasonable  facility,  it  can  be 
done  with  acceptable  results  in  the 
community  hospital  setting. 
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Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410:  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment. biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


General  Surgery 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 

Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 


Diplomates  American  Board  of  Anesthesiology 
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Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomats  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue.  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas.  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D.  Schubert,  MD 

Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 

William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 

W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 

A PrnfpcQinnpl  Accnnirttinn 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J,  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


TEXAS  MEDICINE 


VOLUME  89  NO.  5 


MAY  1993 


71 


Texas  Physicians’  Directory 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are: 


Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Brain  Injury  (The  Challenge  Program) 
Outpatient  Services 


Pediatric  (Inpatient/Day  Hospital) 
Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD 

4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W,  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl.  MD 


Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 


Psychiatry 


9 Medical  Parkway,  Plaza  iV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S,  Wheeless.  MD 

Phillip  M.  Graehl,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 
Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  406,  Bedford,  TX  76201,  817-267-4492 
R.  Craig  Saunders,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 

WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  inpatient  and  outpatient  rehabilitation  and 
electrodiagnostic  evaluation  for  adults  and  children. 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800-792-9276,  210-672-6592 

Larry  Browne,  MD,  Medical  Director 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229 
800-741-6321,  210-616-0100 

Alex  Willingham,  MD,  Medical  Director 

Corpus  Christi:  2606  Hospital  Blvd,  8th  Floor 
Corpus  Christi,  Texas  78405  512-888-4458 

Joel  Joselevitz,  MD,  Medical  Director 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237:  214  296-6241 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 

3450  Wheatland  Road,  Suite  110,  Dallas,  Texas  75237;  (214)  296-6371 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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Since  1959,  physicians  and  families  have  been  turning  to 
The  Institute  for  Rehabilitation  and  Research  (TIRR)  in  times  of 
trauma,  injury  and  illness.  Patients  say  TIRR  has  helped  them 
put  their  lives  back  together,  given  them  the  tools  to  overcome 
fears  about  their  disabilities,  and  enabled  them  to  live  independent 
lives.  Dedicated  to  its  not-for-profit  mission  and  community 
service  commitment,  TIRR  works  hard  to  maintain  a high 
standard  of  excellence.  The  hospital  applauds  its  staff,  a special 
team  dedicated  to  the  concept  of  mam-streaming  people  with 
disabilities.  For  further  information  call  800-44REFIAB. 


im 

Systems 


The  Institute  for  Rehabilitation 
and  Research  (TIRR) 

1333  Moursund,  Houston,  Texas  77030-3504 
In  the  Texas  Medical  Center 
(713)797-5922,  800-44PEHAB  (447-3422) 


A Member  of  TIRR  Systems 


DOES  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 

✓ Automatically  fills  out  insurance  claim  forms  / Increases  cash  flow 


/ Prints  patient  billing  and  statements 
✓ Ask  about  our  $1 ,000  cash  rebate  offer 


✓ Tracks  all  insurance  and  patient 
receivables 


/ Decreases  need  for  additional  staff 
/ Analyzes  practice  income  and  expenses 


/ 


Nearly  $10,000  less  expensive  than  a 
comparable  system 

Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  Installed  and  ready  to  run.  Prices  start  at  $3,495,  or  financing  as  low  as  $1 69  per  monthl  II  Price  includes 
the  FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  information  packet  and  speak 
with  one  of  our  solutions  experts.  _ QQQ  _ §4^  _ 0^0 -j 

FOXMED  PRO.  Available  from  Practice  Management  Innovations. 

The  computer  system  the  competition  doesn't  want  you  to  hear  about. 
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OPPORTUNITIES 

AVAILABLE 

Cardiology 

Cardiologist  wanted  to  join  busy  BC  solo  practice  in  inva- 
sive and  non-invasive  cardiology.  Immediate  opening. 
Reply  — K.  Wong,  MD,  10201  Gateway  West,  Suite 
230,  El  Paso,  Texas  79925. 

Emergency  Medicine 


SAN  ANTONIO 


Emergency  Physician  Affiliates  has  opportunities 
for  qualified  emergency  physicians  to  work  in  the 
emergency  departments  of  a prestigious  four  hospital 
system.  This  system  consists  of  four  Level  II  full- 
service  community  hospitals  with  an  excellent  medical 
staff,  strong  administrative  support,  double  and  triple 
coverage,  and  dictation  system.  Annual  ED  volume 
of  25,000-28,000.  Fee-for-service  remuneration  of 
$155,000  - $205,000  first  year.  Culturally  rich  environ- 
ment, warm  climate,  and  a great  place  to  raise  a 
family.  Applicants  preferred  to  be  BC/BP  in  EM  or 
primary  care  specialty,  and  have  a Texas  license  or 
applied.  Please  send  CV  to  Tom  Tidwell,  Emergency 
Physicians  Affiliates,  8700  Crownhill,  Suite  #600-A, 
San  Antonio,  Texas  78209-1130  or  call  1-800-822-9860 
or  (210)  822-9860. 


Texas,  Lubbock:  Seeking  two  emergency  physicians  to 
provide  services  at  this  Level  I trauma  center  with 
40,000  ED  visits  annually.  Remuneration  begins  at 
$191,520  annually  for  BB/EM.  Double  and  triple  cover- 
age. For  information,  call  Cheryl  Grimm,  Coastal  Emer- 
gency Services  of  Dallas,  PA,  3010  LBJ  Freeway,  Suite 
500,  LB#43,  Dept  SMA,  Dallas,  TX  75234.  1-800-745- 
5402  or  214-484-5400. 


EMERGENCY 
MEDICINE 

• Houston-  Dallas  • Hill  Country 
• Gulf  Coast  Area 

Qualified  candidates  receive: 

• Malpractice  insurance 
procurement  assistance 

• Competitive  remuneration 

• Flexible  scheduling 

Coastal  Emergency  Physicians 
Group  of  Texas,  PA 
3010  LBJ  Freeway,  Suite  300 
Lock  Box  43 
Dallas,  TX  75234-2709 
1-800-755-3743 

FAX  (214)-434-4395 


Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

Texas,  Sulphur  Springs:  Opportunity  available  in  north- 
east Texas  just  two  hours  from  Dallas.  100-bed  facility 
with  moderate  volume  ED.  Remuneration  averages 
$120,960.  For  information,  call  Cheryl  Grimm,  Coastal 
Emergency  Services  of  Dallas,  PA,  3010  LBJ  Freeway, 
Suite  500,  LB#43,  Dept  SMA,  Dallas,  TX  75234.  1- 
800-745-5402  or  214-484-5400. 

Family/General  Practice 


Family  Practice  — BE/BC  family  physician  needed  to  join 
with  4 other  family  practitioners  in  a thriving  practice  in 
Beaumont,  Texas.  Modern,  full-service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 

FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RH I Health  Clinic,  Inc,  a feder- 
ally funded  community  health  center,  located  at  310 
W.  Oaldawn,  Pleasanton,  Texas,  30  miles  south  d San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  2 1 0-569-2527. 


THE  DEPARTMENT  OF  FAMILY  PRACTICE  AND 
COMMUNITY  MEDICINE  AT  THE  UNIVERSITY  OF  TEXAS 
MEDICAL  SCHOOL  AT  HOUSTON, 

a dynamic,  diverse  and  growing  department  needs  several  family  board  certified  or 
board  eligible  physicians  for  faculty  positions. 

Two  openings  involve  a broad  range  of  family  medicine  activities,  with  the  focus 
on  teaching  and  clinical  care.  Obstetrics  is  required.  Desire  for  involvement  in 
medical  student  teaching  and  research  is  welcomed.  The  residency  program  is  in  its 
third  year  of  operation  and  will  grow  to  a 14-14-14  complement.  A satellite  residency 
center  is  located  in  a well-established  community  health  clinic. 

We  have  another  opening  which  will  involve  clinical,  scholarly,  and  teaching 
responsibilities.  There  will  be  a focus  on  predoctoral  activities  and  predoctoral 
involvement  in  the  medical  school  curriculum. 

A full-time,  senior  faculty  member  at  the  Assistant  or  Associate  Professor  level  is 
also  being  sought.  This  individual  would  coordinate  curricular  aspects  of  the 
department  in  the  school.  This  would  include  all  four  years  of  student  involvement, 
entailing  incorporation  of  problem-based  learning  and  standardized  patient  concepts. 
The  individual  would  participate  in  clinical  and  administrative  activities.  Tenure 
track  desire  preferred. 

All  salaries  are  very  competitive.  Be  part  of  an  exciting  family  practice  endeavor. 
For  inquiries,  contact:  Roland  A.  Goertz,  M.D.,  Chair 

Department  of  Family  Practice  and  Community  Medicine 
P.O.  Box  20708,  Houston,  Texas  77225  or  call  (713)  792-5862. 

The  University  of  Texas  is  an  equal  opportunity  employer. 

Women  and  minorities  are  encouraged  to  apply. 


TEXAS  — Join  solid  physicians  - Call  1:6. 
Hospital  is  building  medical  office  building 
for  all  physicians  and  will  be  doing  all  billing 
for  the  clinic.  24-hour  ER  Physicians.  This  is 
not  just  any  city.  Industry  is  booming,  the 
schools  are  in  the  top  10%,  the  basketball  team 
was  all  district,  the  girls  basketball  went  to 
state  for  the  second  year.  They  have  the  Aza- 
lea Festival  and  Autumn  Festival  here  sur- 
rounding the  three  lakes,  one  of  which  is  the 
best  bass  fishing  lake  in  Texas!  I've  person- 
ally placed  3 physicians  here. 

Call  David  Reeves  at 
800-677-7987  Ext.  2-225 
or  fax  your  C.V.  to  214-518-2676. 

It  will  be  kept  confidential. 


Southwest  Houston  — Full  or  part-time  opportunity  for  fami- 
ly physician.  Flexible  hours;  hospital  responsibilities  op- 
tional. $100,000+  per  year  including  salary  and  benefits. 
Please  send  CV  to  Gregg  Barfield,  PO  Box  10801,  College 
Station,  TX  77842,  or  call  409-696-6388. 


COLLEGE  HEALTH  PHYSICIAN 


Modem,  day  time  only,  outpatient  clinic.  Beautiful 
campus,  East  Texas  recreational  area.  10.5  month  posi- 
tion, no  call  or  hospital  duties.  Requires  primary-care 
experience,  Texas  license.  Opening  available  immedi- 
ately. Contact  Dr.  Ray  M.  Johnson,  P.O.  Box  13058, 
SFASU  Station,  Nacogdoches,  TX  75962. 

(409)  668-4008  EO/AAE 
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Grapevine  area  — Take  over  successful  solo  family  prac- 
tice. 95%  private  pay.  The  right  BC/BE  family  practition- 
er can  take  over  this  successful  practice  simply  by  leas- 
ing the  clinic  building.  Call:  (817)  498-1351. 

FORT  WORTH  — Fulfill  the  growth  and  success  of  your 
family  practice  career  by  becoming  the  new  associate 
with  an  established  practitioner  in  a modern,  young 
suburb  of  southwest  Fort  Worth.  The  practice  of  this  dy- 
namic family  physician  offers  immediate  entry  into  an 
expanding  patient  base  with  unlimited  potential  for 
growth.  The  practice  is  located  on  the  campus  of  the 
71-bed  acute  care  All  Saints  Cityview  Hospital  which  is 
affiliated  with  a 533-bed  full-service  hospital  located 
within  15  minutes  of  this  facility.  An  outstanding  finan 
cial  package  is  offered  for  this  opportunity.  For  further 
information,  send  CV  to  Andrew  Johns,  Physician  Ser- 
vices of  America,  Suite  250,  2000  Warrington  Way, 
Louisville,  KY  40222  or  call  1-800-626-1857,  ext.  237. 


Exceptional  Family  Practice  Opportunities 


Excellent  financial  opportunity  exists  in 
Nacogdoches,  Texas  to  open  a solo  practice 
or  Join  an  existing  busy  practice.  A commu- 
nity of  over  30,000  with  a medical  service 
area  in  excess  of  80,000. 

I Excellent  net  income  guarantee  to  assist 
physician  with  start  up. 

I Opportunity  to  practice  full  range  of  family 
practice  skills  with  all  necessary  special- 
ists available  for  assistance. 

I Active  community  with  Stephen  F.  Austin 
State  University  as  a focal  point. 

I Diversified  economy  enables  the  commu- 
nity to  be  stable  and  economically  sound. 

> Exceptional  environment  to  raise  a family 
and  enjoy  the  out  doors. 

If  Interested  please  contact  Kenneth  E.  Worley, 
FACHE.  Associate  Administrator  at 

(409)568-8582 


NACOGDOCHES 

MEMORIAL  HOSPITAL 

YOUR  HOSPITAL  FOR  LIFE 


DALLAS  IVIETROPLEX  SUBURB  — 1:6  call,  join  established 
Family  Practice.  Existing  office  has  x-ray,  lab,  trained 
personnel,  computer  system.  Physicians  are  BC,  easy 
going,  and  super  nice.  No  buy-in;  just  expense  share. 
Guaranteed  income  provided  by  Hospital.  Practice 
located  in  the  fastest  growing  city  in  the  Metroplex.  If 
interested,  fax  C.V.  to  David  M.  Reeves  at  214  518- 
2676  or  call  me  at  800-677-7987  Ext.  3-101. 

Lucrative  practice  opportunity  — offers  $30,000  signing 
bonus  & two  year  net  income  guarantee.  Enjoy  small 
town  lifestyle  just  one  hour  from  the  Dallas/Fort  Worth 
metroplex.  For  details,  contact  Chuck  Negas  at  800- 
374-4425.  Or  fax  C.V.  to  404-390-3804.  Physician 
Sourcing  & Search,  1100  Ashwood  Parkway,  Suite  200, 
Atlanta,  GA  30338. 


$200,000  GUARANTEED! 


$200,000  guaranteed  income  with  expenses  paid. 
Call  1:5  - no  management  hassles  while  practicing 
traditional  family  medicine  with  some  OB.  The 
hospital  is  finishing  a $1.4  million  renovation  and 
is  in  beautiful  condition.  Enjoy  a crime-free  com- 
munity; four  seasons;  a country  club  with  golf, 
tennis  and  swimming;  and  very  affordable  hous- 
ing. If  interested,  fax  your  C.V.  to  David 
Townsend  at  (214)  518-2676  or  call  me  at: 

800-677-7987  Ext.  3-048 

Y our  call  will  be  kept  confidential. 


CLINICAL  INSTRUCTOR  — Half-time  faculty  position  open 
in  Wichita  Falls  Family  Practice  Residency  Program. 
Must  be  board  certified  or  have  met  educational  re- 
quirements to  be  certified  by  American  Board  of  Obstet- 
rics and  Gynecology.  Duties  may  include  direct  patient 
care,  graduate  and  undergraduate  teaching,  and  re- 
search. Send  C.V.  and  cover  letter  to  William  Ross, 
M.D.,  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas,  5323  Harry  Hines  Boulevard,  Dallas, 
TX  75235-9067.  An  Equal  Opportunity  Employer. 


FAMILY  PRACTICE 

DALLAS 

Join  a dynamic,  progressive  group  of 
four  physicians  and  practice  out  of  a 
satellite  office  in  a lovely  nearby  com- 
munity. Call  schedule  is  very  favorable. 

A generous  compensation  and  benefits 
package  is  being  offered  including  paid 
interview  and  relocation  expenses. 

Dallas  can  satisfy  the  diverse  needs  of 
any  lifestyle.  The  city  offers  a variety  of 
housing,  education,  industry,  recre- 
ational and  cultural  resources. 

To  obtain  further  information  regarding 
this  exceptional  opportunity,  please 
contact 

Joanna  Pera 


MASTERSON»GABLE  <5.  CO. 

300  N.W.  82nd.  Avenue,  Suite  41 1 
Fort  Lauderdale,  FL  33324 
(305)  452-7630  • (800)  333-5430 


Internal  Medicine 

Gold  Mine  for  Internist  — Wanted,  aggressive  and  ener 
getic  physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures. 
Very  competitive  fee  for  service  income  available,  in- 
cluding benefits.  Salary  is  based  on  percentage  of  col- 
lections with  a base  salary  guarantee.  Send  CV  to  Nan- 
cy Bloomfield,  4010  College  St,  Suite  200,  Beaumont, 
TX  77707. 


Fort  Worth , Texas 

BE/BC  Internist -American  Trained  - Stable  10 
MD  Group  - Adding  7th  Internist  -Downtown  lo- 
cation - Salary  + Bonus  + Paid  Expenses  - Fee  for 
service  practice  - Mail  CV:  Administrator,  The 
Fort  Worth  Clinic,  1221  West  Lancaster  Av- 
enue, Fort  Worth,  TX  76102 

DALLAS,  TEXAS,  INTERNAL  MEDICINE  — Opportunity  for 
BC/BE  General  Internist  to  join  Dallas  Internal  Medicine 
Associates,  P.A.  New  offices  are  located  on  the  cam- 
pus of  Methodist  Medical  Center,  a tertiary  care  teach- 
ing hospital  with  IM  residency  program.  Offer  includes 
very  competitive  salary,  attractive  benefits,  liberal  vaca- 
tion and  educational  leave.  Call  Kurt  Schussler  at  1- 
800-727-6131  for  more  information. 


Locum  Tenens 


LOCUM  TENEMS 


Attractive 

locations  Sc  opportunities 

in 

• family  practice  • radiology 
• other  primary  care  specialties 


E^ariety  and  choice 

®^>ersonal  service 

E^ompetitive  income 

®^>aid  malpractice 

also 

Permanent  Placements 


For  information,  call 

1-800-531-1122 

Inf  rim 

Physician  s.„ 

“In  Texas  since  1982“ 
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"Ron's  Rule  — I give  myself  one  week 
to  meet  new  people  and  start  having 
lun  on  a locum  tenens  assignment. 

It  hasn’t  lailed  me  yet.  '' 


Ron  Richmond,  MD,  joined  the 
CompHealth  locum  tenens  medical 
staff  when  he  completed  his 
residency.  He  wanted  to  travel.  He 
loves  to  meet  people.  A little  time 
oil  sounded  really  good.  And  he 
thinks  being  exposed  to  dillerent 
types  ot  medical  practice  will  serve 
him  well  when  he  returns  to  his 
hometown  to  establish  a 
community  health  center. 


A singer.  A board-certihed 
tamily  practitioner.  A soft- 
spoken  New  Yorker. 

Ron  Richmond  knows... 


It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 


1 -800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


TEXAS  ri= 

_BREASTru_ 

.SCREENING- 

PROTECT 


PHYSICIANS 

'^unlimited 


e have  the  locum  tenens  physicians 
you  need  when  you  need  them. 


lien  you  need  assistance  with 
temporary  physicians  staffing  while  you 
recruit  or  to  cover  weekends,  vacations, 
illness  or  CME,  call  Physicians 
Unlimited.  We  have  a staff  of  thoroughly 
credentialed  radiologists  and  family 
practitioners  with  the  qualifications  you 
need  to  keep  your  practice  open  and 
operating  smoothly. 


hysicians  Unlimited  is  based  in 
Houston  and  focused  on  fulfilling  the 
need  for  temporary  physician  staffing 
throughout  Texas. 


or  more  information  on  how  we  can 
help  with  your  staffing  need's  call  Chuck 
Crandei!  at  1.800.227.0316,  ext.  9018. 


Locum  Tenens  Work  Wanted.  Certified  Anatomic  and  Clini- 
cal Pathology.  Experienced.  Price  negotiable  (5  day  min- 
imum). Leave  message  at  1-800-383-3320. 


Occupational  Medicine 


Physician  Needed  — for  growing  Occupational  Medicine 
Clinic.  Corpus  Christi  & Alice  area.  Will  consider  part- 
nership, with  no  cash  outlay.  Send  C.V.  to  Administra- 
tor, P.0.  Box  3759,  Alice,  Texas  78333. 


Radiology 


PHYSICIANS  UN  LIMITED 


Physicians  Unlimited  is  offering  unique  opportuni- 
ties for  Texas  licensed  radiologists.  Are  you  inter- 
ested in  a little  travel  and  a lot  of  flexibility? 
Would  you  enjoy  more  control  over  your  schedule 
while  earning  the  most  generous  compensation  of- 
fered to  locum  tenens  radiologists?  If  so,  it  is  time 
to  consider  Physicians  Unlimited.  You  will  earn 
what  you  deserve,  and  your  malpractice  insurance, 
housing,  and  travel  expenses  will  be  paid  as  well. 

Call  Ann  Christante  at  (800)  227-0316,  ext  9045. 
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More  Outstanding  Opportunities 
from  The  TEXAS  Specialists ♦♦♦ 


CARDIOLOGY 


NORTH  CENTRAL  TEXAS 
BE/BC  invasive  cardiologist  needed  for  associate 
practice  in  north  central  Texas  community  of 
approximately  21 ,000  (serving  referral  area  of  206,000). 
Regional  medical  center;  modern  hospital  with  cath  lab; 
cardiovascular  surgery  back  up.  Area  renown  for 
recreational  facilities.  Easy  access  to  Dallas/Fort  Worth 
metropolitan  area.  Contact:  Vicki  Truitt. 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex,  this 
16  year-old  dermatology  practice  averages  30  to  50 
patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical  building 
designed  to  accommodate  two  dermatologists.  Current 
physician  plans  early  retirement  and  offers  practice  for 
sale.  Building  available  for  sale  or  lease. 

Contact:  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


FORT  WORTH 

Physician  needed  to  deliver  basic  primary  care  in  “fast 
track"  unit  of  busy  ER.  The  regular  hours  of  the  position 
will  allow  you  to  enjoy  a nice  lifestyle  in  a city  with 
tremendous  amenities.  Salaried  position.  Call  us  for 
details.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise!  Need  two  more 
FPs  to  offer  full  range  of  family  medicine  in  town  of 
21,000;  easy  access  to  Dallas/Fort  Worth.  OB  optional. 
Ultra-modern,  200-bed  hospital.  Excellent  referral  base 
and  backup.  Generous  incentive  package.  This 
opportunity  has  it  all!  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great  life 
style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous  incentive 
package  from  community  hospital  to  qualified  doctor. 
Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 


Come  see  us  at 
TMA’s  Annual 
Meeting  in  Houston 

— Booth  427! 


EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing  and 
coverage  is  available  from  other  family  physicians  in  the 
community.  This  beautiful  rural  community  is  a 
recreational  mecca;  hunting,  fishing,  water  sports, 
camping,  etc.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Barry  Strittmatter. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000)  seeks 
additional  BC  FP  for  solo  practice  (with  or  without  OB). 
Shared  call  with  two  well-trained  BC  FPs.  New  hospital, 
sound  economy,  good  schools.  Excellent  quality  of  life. 
Abundant  outdoor  recreational  opportunities  available. 
Generous  incentive  package  including  income 
guarantee,  relocation,  office  space  and  more. 

Contact:  Jim  Truitt. 

SOUTH  CENTRAL  TEXAS 

Within  one  hour  of  San  Antonio  - South  Central  Texas 
hospital  seeks  additional  BE/BC  family  practitioner  for 
service  area  of  20,000.  OB  is  available,  but  not 
required.  Hunting  and  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound.  Generous 
incentive  package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in  El 
Paso  (population  approximately  500,000),  wishes  to 
retire.  Fie  and  the  hospital  with  whom  he  is  associated 
seek  a board  certified  (or  board  eligible  pursuing 
certification)  family  physician  to  join  him  and  begin  to 
assume  his  large  practice.  Competitive  benefit  package 
to  qualified  candidate.  Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Popular  location,  great  lifestyle.  Three  busy  internists 
seek  fourth  to  join  practice.  Excellent  hospital  facilities 
and  equipment.  Outstanding  referral  base  and  backup. 
Community  of  21 ,000  with  easy  access  to  Dallas/Fort 
Worth.  Recreational  opportunities  abound  - and  the 
coverage  will  allow  you  time  to  enjoy  it!  Generous 
incentive  package.  Contact:  Vicki  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunity  available. 
Work  with  specialized  health  care  team  (including 
two  other  full  time  physicians  and  a host  of  other 
professionals)  in  new,  fully-equipped  comprehensive 
medical  unit.  High  incidence  of  diabetes  and 
hypertension.  Regular  hours,  limited  call;  excellent 
income  and  benefits.  Contact:  Vicki  Truitt. 


Please  call  for  additional  listings  . 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  medical  and  four  radiation 
oncologists  seek  fifth  medical  oncologist  for  group 
practice.  Salary,  plus  bonus  and  excellent  benefits. 
Practice  with  a top-notch  group  and  enjoy  a life  style  in 
a city  offering  an  abundance  of  outstanding  amenities. 
Call  for  more  specific  details.  Contact:  Jim  Truitt. 


NEUROSURGERY 


NORTH  CENTRAL  TEXAS 

Recently  trained  neurological  surgeon  seeks  associate 
for  regional  neurosurgical  group.  Well-established  and 
growing  practice  in  attractive  north  central  Texas  location. 
Easily  accessible  to  D/FW  Metroplex.  Modern  hospital 
facilities.  Good  income/benefits.  Many  desirable 
features.  Call  for  details.  Contact:  Barry  Strittmatter 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200.000  seeks  1994 
BE/BC  OB/GYN  for  private  practice  (to  share  call  with 
four  other  OB/GYNs).  Construction  of  New  Women’s 
Center  underway.  Progressive,  family  oriented 
community  with  strong,  diversified  economy;  excellent 
schools.  Many  social  and  recreational  opportunities. 
Comprehensive  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

BE/BC  OB/GYN  needed  for  associate  practice  in  north 
central  Texas  community  of  approximately  21,000 
(serving  referral  area  of  206,000).  Regional  medical 
center  with  ultra-modern  OB  facilities  and  equipment. 
Good  neonatal  support.  Area  renown  for  recreational 
facilities.  Easy  access  to  Dallas/Fort  Worth  metropolitan 
area.  Contact:  Vicki  Truitt. 


OTOLARYNGOLOGY 


NORTH  CENTRAL  TEXAS 

Regional  medical  center  in  community  of  approximately 
21,000  (serving  referral  area  of  206,000)  seeks  BC 
otolaryngologist.  Associate  or  solo  practice  possibilities. 
Ultra-modern  hospital  facilities.  Area  renown  for 
recreational  facilities;  easy  access  to  D/FW  Metroplex. 
Competitive  incentive  package  to  qualified  physician. 
Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 0 
Management  Consulting  „ 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 


Classified  D irectory 


Board  Certified  Radiologist? 


RADIOLOGY 


Recruiting  Assistance 
Exclusively  for  Radiology 

Locum  Tenens 
Permanent  Recruiting 

800-523-9955 

Other  Opportunities 

Physicians  for  Nationwide  Travel  — Health  research  orga- 
nization seeks  physician  for  National  Health  & Nutrition 
Examination  Survey  sponsored  by  the  US  Public  Health 
Service.  Individual  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  government  mobile 
exam  centers  traveling  to  88  areas  of  the  US  through 
Fall  of  1994.  Must  be  licensed  in  one  state.  One  year 
minimum  commitment  and  FULL-TIME  CONTINUOUS 
TRAVEL  REQUIRED.  Competitive  salary,  paid  malprac- 
tice, per  diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insurance  of- 
fered. Call  Beverly  Geline,  1-800-937  8281,  ext  8248. 
WESTAT,  INC,  Rockville,  MD  EOE/MF/V/H. 


SAN  ANTONIO 


SAN  ANTONIO  — Full  time  position  for  BE/ 
BC  family  practice  physician  with  ER  exper- 
ience or  emergency  physician  looking  for 
slower  pace.  Level  II  hospital  located  in  the 
medical  center  area.  Good  patient  mix,  little 
trauma  or  pediatrics.  Excellent  specialty  back- 
up, guaranteed  hourly  rate  with  bonuses  and 
paid  malpractice.  Contact  John  F.  Bragan, 
M.D.,  15600  San  Pedro,  #107,  San  Antonio, 
Texas  78232,  210/490-1357. 


DERMATOLOGY,  NEUROSURGERY,  OCCUPATIONAL  MEDICINE, 
ONCOLOGY,  ORTHOPEDICS,  ORTHOPEDICS-HAND,  UROLOGY 

— Strelcheck  & Associates,  Inc.,  an  extension  of  our 
clients  recruiting  departments,  has  positions  available 
in  Wisconsin  and  Michigan.  We  would  be  happy  to  pro- 
vide you  with  further  information.  Please  call  1-800- 
243-4353  or  send  your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC.;  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 


^ Correctional  Healthcare  ^ 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P hysi- 
cian  student  repayment  program.  Inquiries:  TDJC. 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
yor  contact  Glynda  Baker,  (409)  291-4020.  , 


PERMANENTE  MEDICAL  ASSOCIATION  OF  TEXAS  — Rapidly 
expanding  multispecialty  group  in  Dallas/Fort  Worth 
has  immediate  opportunities  for  BE/BC  physicians  in 
the  urgent  care  department.  Emergency  experience  is 
preferred,  but  not  required.  The  annual  volume  of  the 
department  is  25,000  visits.  This  is  a low  trauma  facili- 
ty that  offers  pleasant  working  conditions  with  support- 
ive staff  and  subspecialty  back  up.  We  offer  a competi- 
tive salary  advancement  plan,  comprehensive  benefit 
package  to  include  prepaid  malpractice.  Send  CV  or  call 
Physician  Services  Department;  12720  Hillcrest;  Suite 
600;  Dallas,  TX  75230;  (800)  324-9913  or  (214)  458- 
5012.  EOE 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

PO  Box  423 14  D t . 

Houston,  TX  77242-23 1 4 Bronstein 
FAX  713-784-9260  & Associates 


PHYSICIANS  & THEIR  FAMILIES  WORKSHOP. 
July  25-30,  1993. 

Location:  Grande  Butte  Hotel,  Crested  Butte,  CO. 
Credit:  24  (ACCME);  24.5  (AAFP) 
Contact:  The  Menninger  Clinic,  Topeka,  KS. 
(800)  288  7377. 


Associate  Medicare 
Medical  Director 


Blue  Cross  and  Blue  Shield  of  Texas,  Inc.  is  the  contractor  for  administering  Medicare 
Parts  A and  B in  the  state  of  Texas.  We  are  currently  seeking  an  Associate  Medicare 
Medical  Director  to  be  responsible  for  implementing  new  Medicare  Part  A and  Part  B 
regulations  with  supporting  payment  mechanisms,  coverage  and  medical  review  policies 
for  the  Medicare  program.  In  this  highly  visible  position,  additional  responsibilities  include: 

• Representing  the  corporation  and  the  Medicare  program  within 
the  medical  community. 

• Acting  as  a medical  resource  for  other  corporate  areas. 

• Assisting  in  the  development  and  evaluation  of  coverage  criteria 
for  services  covered  by  the  Medicare  program. 

• Reviewing  claims  to  determine  medical  necessity  including  claims 
appealed  for  coverage. 

To  qualify,  you  must  have: 

• Board  certification  in  a recognized  specialty. 

• 10+  years’  clinical  practice  experience  (surgery  preferred). 

• Texas  licensure  and/or  willingness  and  ability  to  be 
licensed  in  Texas. 

• Medical  management  experience  preferred. 

• Medical  review  experience  preferred. 

We  offer  a competitive  salary  plus  a complete  benefits  package.  Please  mail  your  CV  along 
with  salary  expectations  to:  Mike  Jarvis/Blue  Cross  Blue  Shield  of  Texas,  Inc./P.O.  Box 
655730/Dallas,  TX  75265-5730.  Or  fax  to  214/669-6102.  Pre-employment  substance  abuse 
testing  will  be  performed. 


BlueCrossBlueShield 
of  Texas 


An  Equal  Opportunity  Employer  M/F/D/V 


OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRACTICE  — 

Strelcheck  & Associates,  Inc.  currently  represents  FAM- 
ILY PRACTICE  positions  in  Nebraska,  Kansas,  Texas,  Illi- 
nois, Ohio,  and  Wisconsin  — some  near  the  Minnesota 
border;  INTERNAL  MEDICINE  positions  in  Wisconsin 
and  Ohio;  OB/GYN  positions  In  southeastern  Wiscon- 
sin. We  would  be  happy  to  provide  you  with  further  in- 
formation. Please  call  toll-free,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES,  INC.; 
10624  N.  Port  Washington  Road;  Mequon,  Wl  53092. 


FOR  SALE  OR  LEASE 

Medical  Equipment 

For  Sale  — 1985  Agema  Thermography  machine  with 
Sony  video  display  and  video  typewriter.  Mint  condition. 
Best  offer  considered.  Call  713-932-1247. 
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Classified  D irectory 


Office  Space 

For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 
806-383-3377. 

Practices 


DALLAS/FT.  WORTH 


W ell-established  General  Surgery  practice  in  mid-cities  suburb 
is  now  available.  Collections  in  excess  of  $300,000  for  1992. 
Prestigiously  located  office  is  fully  computerized.  Thorough 
and  generous  introduction  will  be  offered.  Courteous  and  effi- 
cient staff  will  stay,  if  desired.  Owner  financing  for  the  appro- 
priate physician  will  be  made  available. 

For  information,  contact 
Mr.  Harrison  at  (800)  933-0911. 


Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  PRACTICE  DYNAMICS, 
Dept  T,  11222  Richmond,  Ste  125,  Houston,  TX 
77082:  713-531-0911. 

Family  practice  in  community  near  Houston.  Enjoy  small 
town  atmosphere  near  city  amenities.  Well-established 
with  offices  adjacent  to  hospital.  Transition  available. 
For  information  package,  contact  Business  & Profes- 
sional Associates  at  713-782-8888.  TMH-1422. 

FOR  SALE  — Two  physician  partnership  — retiring,  Ur- 
ban DFW,  No  HMO,  98%  collections.  Two  open  staff 
hospitals  within  seven  mile  radius.  Good  growth  area, 
excellent  public  and  private  school  systems,  five  major 
universities,  major  sport  franchises,  eight  lakes  within 
40  mile  radius,  terms  and  financial  help  available.  Re- 
spond Ad  Box  805,  401  W 15th  St,  Austin,  TX  78701. 

PRACTICE  FOR  SALE,  SUBURBAN  HOUSTON:  Busy  pediatri 
cian  leaving  to  take  full-time  teaching  position.  Hospital 
has  Pedi  unit.  Level  II  Nursery  with  Neo.  Excellent  after- 
hours  coverage.  James  L.  Lukefahr,  MD,  3219  Plain- 
view  St.,  Pasadena,  Texas  77504.  (713)  947-0530. 

AMBULATORY  CARE  CENTER,  Dallas.  Established  9 years. 
Grossing  30K.  Great  for  1 physician  owner.  Respond 
c/o  Texas  Medicine,  Ad  Box  811,  401  W.  15th  St, 
Austin,  TX.  78701. 

SELLING  YOUR  INTEREST  in  a Physical  Therapy,  Rehabili- 
tation or  Work  Hardening  Clinic?  Buyers  available  to  ac- 
quire your  interest  or  the  whole  clinic.  Call  1-800-580- 
2667  and  ask  for  Ed. 

HOUSTON  — Family  practice  with  small  surgery  compo- 
nent. Located  in  a professional  office  building.  Doctor 
deceased.  Staff  remaining.  Realistically  priced.  Contact 
Business  & Professional  Associates  (713)  782-8888. 
TMH-1469. 

Property 


PLANO,  TEXAS.  16th  Street  at  North  Central 
Expressway  (east  side)  near  Harvey  House 
Hotel  and  Collin  Creek  Mall.  Two  acres  zoned 
Office.  Excellent  location  and  accessibility  for 
patients  and  HCA  Plano  Hospital,  Richardson 
Medical  Center,  Medical  City  Hospital,  and 
Baylor  Medical  Center  at  Garland.  Owned 
since  1 969.  No  encumbrances.  Will  sell  all  or 
part,  or  co-develop  for  medical/dental  complex. 
Charles  F.  Stringer,  M.D. 

14  Bunker  Hill  Richardson,  TX  75080 
Telephone  (214)  480-8180 
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Other 

BUSINESS  AND 
FINANCIAL  SERVICES 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser- 
vice Association,  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 


$$  MONEY  FOR  DOCTORS  $$ 

All  50  States! 

We  can  arrange  funds  for  professionals  at  a lower 
cost  than  banks.  If  you  need  money  for  any  rea- 
son, contact:  HB.D.  MEDICAL,  INC. 

(2 1 4)  492-8095,  ext.  1 234#  (24  hrs.) 
or  Fax  (214)  394-4185  for  free  info 
Residents!  Borrow  up  to  $35,000  now. 


Medical  Accounts  Receivables  — Includes  Personal  Injury 
Claims.  PLACEMENT/MANAGEMENT  SERVICES  also 
available.  For  information  call:  210-497-7574. 


Ambulatory  Surgical 
Center  Consultants 


T earn  of  physician,  architect  and  medical  consultant 
will  help  you  develop  your  own  Medicare  approved 
Ambulatory  Surgical  or  Specialty  Facility. 

Contact  Connie  Burk  817-335-5421. 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Denise  Kotson, 
Classified  Manager,  TEXAS  MEDICINE,  401  West  15th, 
Austin,  Texas  78701. 


Advertising  Directory 
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Chase  Manhattan  of  Texas  56 
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Publication  of  an  advertisement  in  Texas 
Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  Asso- 
ciation of  the  product  or  service  involved. 


MAY  1993 


79 


s 


cience 


of 

Primary 

Care 


June  14-18, 
19  9 3 


Sheraton  Park 
Central  Hotel 


Dallas,  Texas 


Oenior  faculty  members  from  a 
variety  of  medical  specialties  will 
provide  latest  scientific  developments 
applicable  to  patient  management 
problems  confronted  by  family  practi- 
tioners and  general  internists. 

Sponsored  by  The  University  of  Texas 
Southwestern  Medical  School,  Dallas, 
Texas.  William  Meyerhoff,  MD,  PhD, 
Program  Director. 

Fee 

$425.00  Practicing  Physicians 
$225.00  Residents /PA’s 

Credit 

40  Prescribed  Hours.  AAFP 
40  Hours,  Category  1 , AMA 

Contact 

Continuing  Education 
UT  Southwestern 
5323  Hany  Hines  Blvd. 

Dallas.  TX  75235-9059 

214/688-2166 

UT  Southwestern  ts  an  equal  opportunity  Institution 


Your  Burden  of  Proof: 

Preventing  Expensive  Failure 
to  Diagnose  Claims 


Howdotheseaddup? 


* Not  performing  a breast  exam 
it  Failing  to  repeat  a chest  x-ray 
it  Ignoring  a nurse's  notes 

it  Not  recording  physical  findings  on  an  examination 
They  can  add  up  to  $1 .65  million  dollars  in  liability  expense! 


Program  focus: 


it  Recent  liability  trends 
it  Medical  conditions  and  circumstances  which 
present  greatest  risk 

it  Physician  actions  which  may  reduce  exposure 
it  Future  trends 


Texas  Medical  Association  has 
designed,  developed  and  approved 
this  program  to  satisfy  all  1 5 hours 
of  the  House  Bill  18  educational 
requirements. 

TMLT  insured  physicians  eligible 
for  a 7percent  general  risk 
management  discount,  up  to  $1 500, 
for  successfully  completing  the  15- 
hour  program-not  to  be  used  in 
conjunction  with  any  other  TMLT 
risk  management  discount  program. 

For  more  information  orcourse 
schedules  call: 

Texas  Medical  Association 
(800)  880-1300  Ext.  1411  or  1423  or 
(512)370-1411. 


^ Tex 

It 


TexasMedical 

Association 


Join 

The  AMA. 

“The  AMA  has  never 
lost  sight  of  what  I think 
its  primary  goal  is:  to 
improve  the  public  health. 
And  the  AMA  has  played  a 
leading  role  in  issues  such 
as  smoking  and  drug  abuse.” 

Join  Dr.  Charles  H. 
Epps,  Jr.,  Dean  of  Howard 
University  College  of 
Medicine,  in  the  American 
Medical  Association.  Call 
this  toll-free  number  now. 

1-800-AMA-3211 


American 

Medical 

Association 


We  all  hat  e something  to  contribute.  Whether  it’s 


CAN  TAKE 


volunteering  in  your  community,  voting,  or  running  for  office.  To  learn  how 


A ST A N D 


FROM  ANY 


you  can  get  involi  ed,  contact  the  Easter  Seal  Society  in  your  community  today. 


All  of  us  have  the  ability  to  make  a difference. 


TEXAS  MEDICAL  ASSOCIATION 


C ME  / Continuing 
education  Directory 


Courses 


JUNE 

Cardiology 

Jun  1-5, 1993 

Cardiology  for  the  Primary  Physician. 
Charleston,  SC.  Contact  American  College 
of  Cardiology,  Extramural  Programs,  PO 
Box  79231,  Baltimore,  MD  21279-0231 
(800)  257-4739 

Jun  10-11,  1993 

Recent  Advances  in  Cardiovascular  Thera- 
peutics. Boston.  Contact  American  College 
of  Cardiology,  Extramural  Programs,  PO 
Box  79231,  Baltimore,  MD  21279-0231 
(800)  257-4739 

Jun  1 1-12,  1993 

Congenital  Heart  Disease  in  the  Adult. 
Toronto.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Dermatology 

Jun  4-5,  1993 

Dermatopathology  Course.  Galveston. 
Contact  Office  of  CME,  The  University  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77555  (409) 
772-2853 

Emergency  Medicine 

Jun  9-10,  1993 

Emergency  Care  Update.  Arlington,  Tex. 
Contact  CareFlite  Fort  Worth,  1301  Penn- 
sylvania Ave,  Ft  Worth,  TX  76104  (800) 
772-5840,  or  CareFlite  Dallas,  PO  Box 
225344,  Dallas,  TX  (214)  944-8143 

Ethics 

Jun  6-18,  1993 

Ibero-American  Bioethics  Course.  Wash- 
ington, DC.  Contact  Kennedy  Institute  of 
Ethics,  Georgetown  University,  Washing- 
ton, DC  20057  (202)  687-8099 

Family  Practice 

Jun  6-1 1,  1993 

Family  Medicine  Review  Course.  Virginia 
Beach,  Va.  Contact  Eastern  Virginia  Medi- 
cal School,  Continuing  Medical  Education, 
PO  Box  1980,  Norfolk,  VA  23501  (804) 
446-6143 


Jun  12-16,  1993 

Family  Practice  Board  Review  Course.  Ar- 
lington, Va.  Contact  George  Washington 
University  Medical  Center,  2300  K St,  NW, 
Washington,  DC  20037  (202)  994-4285 

Jun  14-18,  1993 

Family  Practice  Workshop.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

Jun  5-6,  1993 

Pain  Symposium.  Lubbock.  Contact  Office 
of  CME,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806) 
743-2929 

Internal  Medicine 

Jun  25-27,  1993 

Symposium  in  Internal  Medicine. 
Williamsburg,  Va.  Contact  Eastern  Vir- 
ginia Medical  School,  Continuing  Medical 
Education,  PO  Box  1980,  Norfolk,  VA 
23501  (804) 446-6143 

Obstetrics  and  Gynecology 

Jun  9-13,  1993 

The  Female  Patient.  S Padre  Island.  Con- 
tact Scott  & White  Memorial  Hosp,  Office 
of  CME,  2401  S 31st  St,  Temple,  TX 
76508(817)774-4083 

Oncology 

Jun  4-5,  1993 

Cancer  in  Men.  Austin.  Contact  Scott  & 
White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Otolaryngology 

Jun  23-25,  1993 

International  Conference  on  Cochlear  Im- 
plants. San  Francisco.  Contact  University 
of  California  at  San  Francisco,  Extended 
Programs  in  Medical  Education,  Rm  LS- 
105,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Pediatrics 

Jun  14-18,  1993 

Acute  Care  Pediatrics:  Review  and  Update. 
Hilton  Head  Island,  SC.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-4941 


Jun  17-18,  1993 

Pediatric  Review  & Update.  Galveston. 
Contact  Office  of  CME,  The  University  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77555  (409) 
772-7834 

Risk  Management 

Jun  17,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  San  Antonio. 
Contact  TMA  Office  of  Risk  Management, 
401  W 15th  St,  Austin,  Tx  78701  (800) 
880-1300. 

Jun  17,  1993 

Streetwise!  Risk  Management  Workshop.  S 
Padre  Island.  Contact  Medical  Risk  Man- 
agement, Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

JULY 

AIDS 

Jul 21-25,  1993 

National  Lesbian  & Gay  Health  Confer- 
ence: A1DS/H1V  Forum.  Washington,  DC. 
Contact  George  Washington  University 
Medical  Center,  2300  K St,  NW,  Washing- 
ton, DC  20037  (202)  994-4285 

Obstetrics  and  Gynecology 

Jul  1-5,  1993 

Highlights  in  Women’s  Health  Care.  Santa 
Fe,  NM.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

AUGUST 

Internal  Medicine 

Aug  2-7,  1993 

Internal  Medicine  Review.  S Padre  Island. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

Aug  2-4,  1993 

Ob-Gyn  Summer  Symposium.  Teton  Vil- 
lage, Wyo.  Contact  Office  of  CME,  Texas 
Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)  743-2929 
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Pathology 

Aug  7-14,  1993 

Fine  Needle  Biopsy  Course.  Maui,  Hawaii. 
Contact  University  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  LS-105,  San  Francisco,  CA 
94143-0742  (4 15)  476-4251 

Risk  Management 

Aug  26, 1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  Fort  Worth 
and  Lubbock.  Contact  TMA  Office  of  Risk 
Management,  401  W 15th  St,  Austin,  Tx 
78701  (800) 880-1300 

TMA  Risk  Management  Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  through  its 
Risk  Management  Office.  For  further  in- 
formation, contact  the  TMA  Risk  Manage- 
ment Office,  401  W 15th  St,  Austin,  TX 
78701  (800) 880-1300. 

Jun-Dec  1993 

Your  Burden  of  Proof:  Avoiding  Expensive 

Failure  to  Diagnose  Claims 

Jun  17,  San  Antonio 

Aug  26,  Fort  Worth  and  Lubbock 

Sep  1 1,  Austin 

Sep  23,  El  Paso  and  S Padre  Island 

Oct  7,  Beaumont  and  Galveston 

Oct  14,  Dallas 

Oct  28,  Temple 

Nov  4,  Houston 

Nov  18.  San  Antonio 

Dec  2,  College  Station 

Calendar  of  Meetings 


• Denotes  Texas  meeting 

May 

May  13-16,  1993,  Houston 

• TMA  Annual  Session 

Contact  Dale  Willimack,  TMA  Depart- 
ment of  Annual  Session  and  Meeting  Man- 
agement, 401  W 15th  St,  Austin,  TX 
78701  (800) 880-1300 

May  15-16,  1993,  Houston 

• Texas  Society  of  Anesthesiologists  Inter- 
im Meeting 

Contact  TSA,  401  W 15th  St,  Ste  990, 
Austin,  TX  78701  (512)  370-1659 


May  20-22,  1993,  Portland,  Ore 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  ASIM,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808  (202) 835-2746,  ext  266 

June 

Jun  10-12,  1993,  Houston 

• Baylor  Ophthalmology  Alumni  Associa- 
tion Meeting 

Contact  Baylor  College  of  Medicine,  Oph- 
thalmology Dept,  6501  Fannin,  Ste  NC- 
200,  Houston,  TX  77030  (713)  798-3708 

Jun  17-18,  1993,  Austin 

• TMA  Conference  for  CME  Sponsors 

Contact  Carrie  Laymon,  Medical  Educa- 
tion Dept,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  (512)  370-1446 

October 

Oct  13-17,  1993,  Washington,  DC 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  ASIM,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808 (202) 835-2746,  ext  266 

November 

Nov  14-18,  1993,  Chicago 
American  Academy  of  Ophthalmology  An- 
nual Meeting 

Contact  AAO,  655  Beach  St,  San  Francis- 
co, CA  94109-1336  (415)  561-8500 


For  assistance  in  locating  CME  opportunities 
offered  elsewhere  or  for  self-paced  home- 
study  materials,  contact  the  Texas  Medical 
Association  CME  Resource  Center  at  (800) 
880-1300,  ext  1552,  or  (512)  370-1552. 


Looking 
for  that 
perfect 
fit? 

Ibu  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  tit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  service  for 
physician  applicants 

★ 

Low-cost  recniitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  sendee 

★ 

Urban  and  mral  placements 

★ 

Texas-based  matching  sendee 
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Medical 

Malpractice 

Insurance 


Insured  with 
the  J.U.A.? 

Want  Out? 

Our  Company  Offers: 

•Financial  stability 
•Economically  pleasing 
premiums 
•A  quick  response 


KELLEY 
RHODES 

INSURANCE  INC. 

3500  South  Gessner  Suite  Z02  Houston,  Texas  77063 
Telephone:  713.954.5500  Fax:  713.954.5528 


Save  10%  on  your 
next  classified  ad  in 
Texas  Medicine 


We're  having  a 
summer  special! 

TMA  Members: 

Save  10%  on  any  new  classi- 
fied ads  placed  in  the  July, 
August,  or  September  issues. 
Any  size,  any  category,  line 
ads  and  display  ads,  all  10% 
off.  Call  Denise  Kotson,  clas- 
sified ad  manager  for  details: 

(800)  880-1300 
ext.  1382 

Not  a TMA  Member? 

You  can  still  save  10%  by 
placing  your  ad  for  3 months 
or  more.  Call  TMA's  adver- 
tising department  for  details. 

To  qualify  for  the  discount,  ads  must  be  new 
ads  not  previously  orcurrently  running.  Only 
one  discount  applies  per  ad. 


MEDICAL  CROSSWORD  NO.  8 


ACROSS 

1 .  A palpatory  maneuver  to  test  for  a 
floating  object  (12) 

8.  The  duration  of  the  existence  of  a 
person  or  object  (3) 

9.  Sharp  inspiratory  sound  with  spasm  of 
the  glottis  and  diaphragm  (6) 

10.  A psychotic  disorder  marked  by 

well-systematized,  logically  consistent 
delusions  (8) 

1 1 . Smallpox  (7) 

12.  Fingers  or  toes  (6) 

1 3.  The  substance  composing  the  inner 
layer  of  the  periosteum,  from  which 
bone  is  formed  (8) 

15.  A colloid  in  gelatinous  form  (3) 

16.  Retinoscopy  (9) 

19.  An  organism  that  supplies  living  tissue 
to  be  used  in  another  body  (5) 

2 1 . Chemical  symbol,  gold  (2) 

22.  The  contact  point  between  the  axon 
of  one  neuron  and  the  dendrite  of 
another  (7) 

23.  Any  closed  epithelium-lined  cavity 
or  sac,  normal  or  abnormal,  usually 
containing  liquid  or  semisolid 
material  (4) 

24.  Every  morning,  abbrev  (2) 

26.  A disk-shaped  wafer  or  capsule 
enclosing  a dose  of  medicine  (6) 

27.  One  who  harbors  disease  organisms  in 
his  or  her  body  without  manifest 
symptoms  (7) 


DOWN 

1 . The  way  that  an  organism  reacts  to  an 
internal  or  external  stimulus  (8) 

2.  A wound  with  tom  and  ragged 
edges (10) 

3.  Pertaining  to  or  effecting  eye 
movements  (10) 

4.  Word  element,  condition  of  the  blood 
(4) 

5.  Dilatation,  expansion,  or  distention  (7) 

6.  A nonsteroidal  oral  antiestrogen  used 
in  the  palliative  treatment  of  breast 
cancer (9) 

7.  The  return  of  a disease  after  its 
apparent  cessation  (7) 

1 0.  The  essential  or  functional  elements  of 
an  organ,  as  distinguished  from  its 
stroma  or  framework  (10) 

14.  Loss  of  the  power  of  speech  or  of 
understanding  the  written  or  spoken 
word  (7) 

1 6.  Profuse  discharge  from  the  mucous 
membrane  of  the  nose  (6) 

1 7.  That  portion  of  an  organ  that  is  buried 
in  the  tissues  (4) 

1 8.  An  auscultatory  sound,  particularly  a 
periodic  sound  of  short  duration  of 
cardiac  or  vascular  origin  (6) 

20.  A compound  formed  from  an  alcohol 
and  an  acid  by  removal  of  water  (5) 

25.  Chemical  symbol,  iron  (2) 

in  on  p 22.  GOW  PUBLISHING  © 1992 
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HELP  YOUR  PRACTICE 
chart  a better  course ? 


Lawsuit  abuse  forces  Valley  physicians  out  of  obstetrics  / 41  • CLIA  update:  Texas  lab 
inspections  under  way  / 44  • Disc  jockey  doctor  speaks  truth  over  air  waves  1 27 


To  get  a great  deal 
on  this  little  number. . . 


. . . just  call  this  little  number 
1-800-634-1234 


Getting  a new  car  can  be  a bumpy  road. 
Shopping  for  the  best  deal  and  dickering 
on  your  trade-in  is  a real  hassle,  but 
Autoflex  Leasing  makes  it  easy. 

Let  Autoflex  leasing  do  the  shopping  for 
you.  We  get  you  the  car,  truck,  or  van 
you  want,  the  options  you  want,  and  the 
payment  you  want.  Plus,  we'll  take  your 
old  car  in  on  trade,  handle  all  the  paper- 
work, and  even  deliver  your  new  car  to 
your  door.  You  never  have  to  set  foot  on 
a car  lot  or  talk  to  a salesman. 


Best  of  all,  we  can  save  you  money!  We 
lease  all  domestic  and  import  models 
including  Lincoln,  Cadillac,  Mercedes, 
BMW,  Porsche,  Infiniti,  A cur  a,  Lexus, 
Toyota,  Nissan,  Mazda,  Ford,  Chevy, 
Jeep,  Honda,  Jaguar,  and  more! 

Call  Louis  Murad,  John  Welch,  or  A1 
Couvillon  today  for  more  information  or 
a free  phone  quote:  1-800-634-1234. 

Now  that  you’ve  got  the  number  to  call, 
let  us  get  the  little  number  you  want! 
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1-800-634-1234 


♦TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


GROUP  PLUS 


FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 
created  and  endorsed 
by  the  Texas  Medical 
Association. 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 

2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 
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Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association 
Insurance  Trust 
401  W.  15th  Street,  Austin,  TX  78701 
PO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 


3.  You  Choose  Your  Health  Care  Provider 
The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 
TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 
TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 

6.  Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


Underwritten  by  The  Prudential  for  24 
years  (1969  — 1993) 


For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 
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as  Medicine  feature 

Can  a consultant  help  your 
practice  chart  a better  course? 

Navigating  the  rough  seas  of  regulation 
and  reform  will  challenge  even  the 
best-run  practice.  But  choosing  the 
right  management  consultant  could 
mean  much  smoother  sailing. 

BY  MARK  RICHARDSON 


“We  should  be 
enjoying  our 
professions.  There  is 
a way  to  still  have 
but  not  be  a 
victim  of  stress.” 

— Robert 
Thumwood,  MD 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Oral  tablets  of  YOCON®  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30's 
NDC  53159-001-30 
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1.  A.  Morales  et  al.,  New  England  Journal  of  Medicine:  1221.  November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188.  McMillan 
December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  Letter,  27:2,  July  4, 1983. 

4.  A.  Morales  et  al.,  The  Journal  of  Urology  128: 

45-47, 1982. 
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Effortless  Auto  Leasing! 


Exclusive  Features  for  TMA  Members 


Lower  Monthly  Payments 
No  Downpayment* 

No  Security  Deposit* 
Service  Assistance 
Free  Local  Rent  Car 
Free  Delivery 
GAPP  Insurance 
Trade-in's  Welcome 
TMA  Endorsed 
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* With  approved  credit 


UT-MED  Consultation  Services 

1 -800  -FACULTY 

The  University  of  Texas  Medical  Branch  at  Galveston  (UTMB) 


Michael  M.  Warren,  M.  D. 
Medical  Director,  UT-MED 


(Dear  (Physician: 

(The  challenges  rue  face  as  a tertiary  care  teaching  facifity  in  providing 
quality  care  may  seem  insur  mount  ah  Ce  to  a referring  physician.  We  are 
committed  to  addressing  the  perceptions  and  myths  about  access  to  care  at 
<U<HH(B.  In  the  coming  months  zve  zviCC  dispeC  these  myths  and  eiqoCain  the 
facts  in  h backhand  ivhite.  Ihus,  you  zuiCC  realize  our  commitment  to  you,  the 
referring  physician. 

SincereCy, 


MYTH 

FACT 

CD  UTMB  has  no  available  beds. 

<D  On  occasion,  UTMB  may  not  have  had  specialty 
beds  immediately  available.  We  have  committed 
to  providing  more  patient  beds  in  1993. 

® The  consultation  and  referral  line 
(1-800-FACULTY)  is  always  busy. 

© To  accommodate  the  high  volume  of  calls,  roll-over 
telephone  lines  have  been  added  and  personnel 
has  been  increased  by  40  percent. 

© Faculty  members  are  inaccessible. 

© An  on-call  system  by  specialty  provides  24-hour 
access  to  faculty  and  residents. 

® The  patient  transfer  process  is  difficult. 

© Protocols  have  been  updated  and  the  Consulta- 
tions Services'  staff  has  completed  advanced 
training  to  streamline  the  transfer  process. 

(D  Physician  follow-up  information  takes  too 
long. 

© A 72-hour  standard  for  follow-up  information  to 
be  mailed  to  referring  physicians  has  been  imple- 
mented, using  a new  digital  dictating  and  tran- 
scription system. 

© clinic 

© 

A physician-to-physician  telephone  resource  for  information,  consultation  and  referral. 

1-800-FACULTY 
(1-800-322-8589) 
or  locally  1 (409)  772-5000 

A service  of 

UT-MED,  The  Group  Practice  of  Medicine 


The  University  of  Texas  Medical  Branch  at  Galveston 
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Medical  dynasties  carry  on 

IT’S  ALL  RELATIVE,”  THE 
article  about  Texas  physicians 
who  hail  from  medical  “dynas- 
ties” (Texas  Medicine,  April  1993, 
pp  38-46)  was  very  interesting.  1 
know  most  of  the  families  by  name 
and  many  of  them  personally.  Add 
the  Lancaster  family  to  your  direc- 
tory: Howard  E.  Sr  (deceased), 
Howard  E.  Jr,  and  Joseph  Scott. 

Howard  E.  Lancaster,  Jr,  MD 

4402  Vance  Jackson  Rd,  Suite  1 00 
San  Antonio,  TX  78230 

My  brother  and  sister 
are  physicians.  Both  of  my 
children  are  honor  roll  stu- 
dents and  want  to  be  physicians, 
but  I would  not  recommend  medi- 
cal careers  for  them  and  have  clear- 
ly told  them  so.  I do  not  want  them 
to  waste  their  intelligence  by  be- 
coming physicians. 

M .J.  Augustine,  MD 

2623  Matlock  Rd,  Suite  105 
Arlington,  TX  76015 

My  uncle  W.T.  Jones, 
Jr,  MD,  was  my  role  model 
and,  like  myself,  an  anes- 
thesiologist. My  great-uncle  Mal- 
colm Jones,  MD,  was  a general 
practitioner  and  my  mother’s  fa- 
vorite uncle.  I have  a slew  of  chil- 
dren, nieces,  and  nephews  who  say 
they  want  to  be  doctors.  I guess  I 
should  bet  on  a nephew  in  view  of 
our  family’s  history! 

Byron  R.  Wadley,  MD 

701  East  Marshall  Ave,  Suite  208 
Longview,  TX  75601 
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Texas  medical  dynasties: 

The  M.J.  Augustine,  MD,  family:  two  broth- 
ers, one  sister. 

The  Bevil  family:  Harold  H.,  John  R.,  Lamar. 

The  Samuel  Bashour,  MD,  family:  his  father, 
aunt,  brother,  two  uncles,  two  cousins, 
and  son  (Charles  A.  Bashour). 

The  Ellington  family:  Jesse  C.,  Richard  T., 
Richard  Todd  Jr.  Richard  Todd  Ellington, 
Jr,  married  a physician,  Elizabeth  Layton 
Ellington,  whose  brother,  Ernie  Layton,  Jr, 
also  was  a physician.  Other  physicians  in 
the  family:  S.R.  Weaver  (great-grandfather); 
G.L.  Pierce,  J.  Rush  Pierce,  and  Robert  B. 
Krause  (uncles);  J.  Rush  Pierce,  Jr  (cousin). 

The  Ellis  family:  Dick  G.,  David.  Other 
physicians  in  the  family:  Dick  Ellis’s  great 
uncle  (Charles  Bobo  [deceased])  and 
uncles  (Tom  Bobo,  Zack  Bobo,  and 
Clifton  Earl  High). 

The  M.E.  Faulk,  Jr,  MD,  family:  father  and 
two  sons. 

The  Gilbert  family:  Daniel  Webster 
(deceased),  Franklin  Monroe  (deceased), 
Francis  M.,  and  Clay  W. 

The  Gilliland  family:  Lisa,  Michael,  Paul  F., 
Ken  Powell  (son-in-law). 

The  Haley  family:  John  C.  (deceased),  Arvel 
E.,  Melvin  D.,  Rapheal  R.,  John  M., 
Robert  W.,  Steven  A.,  Charles  E. 

The  Johnson  family:  J.  Edward  (deceased), 
J.E.B.,  John  E.,  Steve,  Willard. 

The  Jones  family:  Malcolm,  W.T.  Jr,  Byron  R. 
Wadley  (nephew). 

The  Lancaster  family:  Howard  E.  Sr  (de- 
ceased), Howard  E.  Jr,  Joseph  Scott. 


Physicians  should  be 
able  to  dispense  drugs 
to  patients 

Throughout  medical  history, 
it  has  been  a time-honored  tra- 
dition for  physicians  to  dis- 
pense medicine  to  their  patients.  In 
Texas,  and  perhaps  three  or  four  oth- 
er states,  most  physicians  are  prohib- 
ited from  doing  so.  (The  only  excep- 
tions are  in  certain  rural  areas  where 
the  nearest  pharmacy  is  15  or  more 
miles  from  the  physician’s  office). 


additions  to  the  directory 

The  Moore  family:  H.  Leslie,  Robert  L. 

(deceased),  and  Hugh  Leslie  (deceased). 
The  Mueller  family:  F’dwin  Leo,  Edwin  Leo 
Jr,  John  A.,  Marylee  M.  Kott,  Tom, 
Frank  W.  Marylee  M.  Kott  and  Frank  W. 
Mueller  married  physicians,  Edward 
Kott  and  Cherie  Hacker  Mueller.  A 
physician,  John  Salter,  is  Edwin  Leo 
Mueller’s  brother-in-law. 

The  Nixon  family:  P.L  Sr  (deceased),  Pat  I.  Jr. 
The  Race  family:  George,  Anne,  Bill,  Clark, 
Mark,  and  Elizabeth. 

The  Robert  family:  W.P.  Sr,  W.P.  Jr,  W.P.  III. 
The  Shelmire  family:  David  S.,  J.  Bedford  111 
(deceased),  J.  Bedford  II  (deceased),  and 
Jesse  Bedford  (deceased). 

The  Maxie  C.  Sprott,  Sr,  MD,  family:  father, 
son,  two  brothers  (deceased). 

The  Sykes  family:  George  Sherbourne  (de- 
ceased), Edwin  Meredith  (deceased), 
Clarence  Sherbourne  (deceased),  Edwin 
Meredith  Jr,  John  H.J.,  Mellick  Tweedy. 
Edith  Sykes  married  a physician,  G.W. 
Nordholtz  Eggers,  whose  son  and  grand- 
daughter are  physicians. 

The  Youens  family:  Willis  G.  Sr  (deceased), 
Willis  G.  Jr  (deceased),  William  Thomas 
(deceased),  Harry  Thomas,  Robert  A. 

(Editor's  note:  The  letters  at  left  are  a sample 
of  the  many  responses  we  received  regarding 
the  article  in  the  April  1 993  issue  on  medical 
families  that  cross  generations.) 


Physicians  can  dispense  drugs  to 
their  patients  faster,  more  conve- 
niently, and  less  expensively  than 
pharmacies  can.  Drugs  can  be  ob- 
tained from  any  number  of  repack- 
aging firms  in  proper  containers 
with  proper  labeling.  When  patients 
get  their  medications  in  the  office, 
compliance  is  increased,  and  they 
are  spared  a trip  to  the  pharmacy 
with  more  waiting.  Office  dispensing 
is  especially  convenient  for  mothers 
with  sick  children  and  other  patients 
who  always  seem  to  be  in  a hurry. 
For  Workers’  Compensation  pa- 
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tients,  the  cost  of  drugs  can  be 
added  to  the  physician’s  charges  and 
one  claim  submitted. 

President  Clinton  is  on  record 
saying  that  pharmaceutical  cost  con- 
tainment must  be  a part  of  any 
health-care  reform  package.  Physi- 
cian in-office  dispensing  is  one  way 
to  help  reduce  drug  costs. 

I am  not  sure  who  was  responsi- 
ble for  the  initial  legislation  (and 
subsequent  changes)  restricting 
physicians’  rights  to  dispense  drugs, 
but  I am  certain  the  Texas  State 
Board  of  Pharmacy  played  an  im- 
portant role.  Where  were  the  physi- 
cians of  Texas,  the  Texas  Medical 
Association,  and  the  Texas  State 
Board  of  Medical  Examiners  when 
this  legislation  was  enacted?  I’ll  bet 
that  any  physicians  involved  in  “giv- 
ing in”  to  the  restrictions  were  not 
primary  care  physicians,  hut  special- 
ists who  were  not  interested  in  dis- 
pensing drugs. 

The  pharmacists  of  this  state  now 
have  a monopoly  on  dispensing 
drugs.  Without  competition,  there 
will  be  no  incentive  to  furnish  drugs 
to  patients  at  the  lowest  possible 
cost.  I urge  all  Texas  physicians  to 
lobby  their  state  representatives,  the 
Texas  State  Board  of  Medical  Exam- 
iners, and  the  Texas  Medical  Associ- 
ation to  change  the  laws  regulating 
office  dispensing. 

Drennon  D.  Stringer,  MD 

14902  Preston  Rd,  Suite  800 
Dallas,  TX  75240 

Extended  treatment  with 
diltiazem  hydrochloride 
successful 

I WOULD  LIKE  TO  REPORT  A 
64-year-old  white  woman  who 
came  in  with  abdominal  pain  and 


high  fever.  Subsequent  evaluation  re- 
vealed abdominal  abscess.  After  her 
abscess  had  been  drained,  she  devel- 
oped complications  of  atrial  fibrilla- 
tion with  rapid  ventricular  response. 
She  was  treated  with  digitalis  and 
given  diltiazem  hydrochloride 
(Cardizem)  intravenously  for  8 days. 
She  tolerated  the  Cardizem  very  well 
with  no  adverse  laboratory  findings. 
Her  medication  was  switched  to  pro- 
cainamide hydrochloride  (Pronestyl) 
after  she  had  been  stabilized  follow- 
ing the  rather  tumultuous  postopera- 
tive course.  Clinically,  she  has  re- 
mained in  normal  sinus  rhythm. 

I present  this  case  as  evidence 
that  Cardizem  can  be  administered 
intravenously  for  more  than  1 day, 
as  previously  recommended,  without 
any  untoward  effect  on  the  patient. 
Throughout  the  8 days  our  patient 
received  this  drug,  she  did  not  devel- 
op any  cardiac  dysrhythmia  or  any 
heart  block. 

This  letter  is  written  to  suggest 
that,  on  the  basis  of  our  experience, 
further  testing  and  a prospective 
study  of  a larger  patient  population 
would  be  in  order.  Although  one  pa- 
tient is  anecdotal,  it  is  important  to 
note  the  drug’s  extreme  usefulness  in 
maintaining  normal  sinus  rhythm 
during  a critical  time  in  this  patient’s 
postoperative  management. 

A.  Tomas  Garcia,  MD 

Houston  Heart  Centre 
9034  Westheimer,  Suite  425 
Houston,  TX  77063 


Texas  Medicine  still 
outstanding 

The  excellence  of  Texas 
Medicine  played  a significant 
part  in  my  decision  to  come  to 
Texas  to  practice. 


Forty-five  years  ago,  while  still  in 
training  at  Memorial  Sloan-Ketter- 
ing  Cancer  Center  in  New  York,  I 
used  to  read  the  journal,  which 
came  to  a fellow  resident. 

Texas  Medicine  is  still  an  out- 
standing publication.  It  serves  Texas 
doctors  well. 

John  C.  Long,  MD 

2404  Yonkers  St 
Plainview,  TX  79072 

Physicians  need  to 
encourage  responsibility, 
not  gun  control 

I AM  WRITING  TO  EXPRESS  MY 
concern  over  a letter  by  A.H. 
Giesecke,  MD,  about  gun  control 
{Texas  Medicine , April  1993,  pp  7-8). 

I fully  support  Dr  Giesecke’s 
points  about  primary  prevention  of 
firearm  injuries  and  decreasing  vio- 
lence on  television.  As  to  his  recom- 
mendation of  mandatory  jail  sen- 
tences for  criminal  use  of  firearms,  I 
would  go  one  step  further  to  sug- 
gest the  death  penalty  for  those 
who  commit  murder  with  a 
weapon.  Also,  I have  no  problem 
with  destroying  firearms  seized 
from  criminals. 

However,  I must  take  exception 
to  his  other  points,  beginning  with 
asking  patients  if  they  own  guns. 
This  is  a personal  question  and  I do 
not  want  anyone  in  this  day  and 
time  to  know  whether  I own  a gun. 

• Next,  modifying  weapons  to 
make  them  difficult  to  use  is 
problematic.  Certainly,  hunters, 
sporting  shooters,  target  shoot- 
ers, or  those  needing  a gun  for 
self-defense  do  not  want 
weapons  that  are  difficult  to  use. 
• Banning  “assault  weapons”  will 
have  absolutely  no  effect.  Any 


8 


TEXAS  MEDICINE 


VOLUME  89  NO.  6 


JUNE  1993 


Letters 


semiautomatic  can  be  converted 
to  a fully  automatic  weapon,  but 
only  a criminal  would  do  this. 
Millions  of  semiautomatic 
weapons,  many  of  them  legiti- 
mate hunting  weapons,  are 
available;  banning  them  would 
do  nothing  but  infringe  upon 
law-abiding  citizens’  rights. 

• An  excise  tax  on  guns  and  am- 
munition is  just  an  added  burden 
on  a law-abiding  public.  There 
are  many  more  hunters,  sporting 
shooters,  and  gun  collectors  who 
buy  firearms  than  there  are  crim- 
inals who  buy  weapons,  so  who 
does  this  tax  hurt?  I don’t  think 
a deer  hunter  should  have  to 
atone  for  what  some  thug  does 
on  Saturday  night. 

Gun  ownership  or  gun  laws  that 
pertain  to  noncriminals  are  not  any 
business  of  TMA  or  any  other  orga- 
nized group  of  physicians. 

1 have  never  seen  a handgun 
floating  in  midair  down  the  street 
randomly  shooting  people.  To 
blame  this  problem  on  firearms  is  a 
liberal  dodge  to  divert  the  blame 
from  where  it  belongs  — the  char- 
acter-disordered members  of  our 
population  who  are  irresponsible 
about  almost  everything  in  their 
own  lives  and,  of  course,  about  the 
safety  of  others.  Physicians  need  to 
be  at  the  forefront  of  encouraging 
people  to  be  responsible  for  them- 
selves and  their  actions,  whether 
those  actions  are  riding  motorcycles 
or  using  firearms,  illicit  drugs,  alco- 
hol, or  tobacco. 

Violent  crime  and  senseless 
killing  have  existed  throughout  the 
ages,  and  for  most  of  that  time, 
firearms  did  not  exist.  There  are 
very  efficient  ways  to  commit 
crimes  or  to  kill  other  human  be- 
ings that  don’t  involve  using 
firearms.  If  TMA  wants  to  jump  on 


the  gun  control  bandwagon,  let  us 
also  endorse  a ban  on  butcher 
knives,  longbows,  crossbows,  ar- 
rows, and  high-powered  slingshots. 
The  bottom  line  is  that  guns  are 
very  simple  to  make;  anyone  who 
wants  one  will  always  get  one. 

About  400,000  people  die  an- 
nually in  this  country  from  tobac- 
co-related illnesses.  Tet’s  put  this 
in  perspective:  What  if  we  killed 
400,000  people  a year  in  this 
country  with  firearms,  and  the 
government  sent  our  tax  dollars  in 
the  form  of  subsidies  to  Ruger, 
Colt,  Smith  & Wesson,  Reming- 
ton, and  Winchester? 

R.B.  McFaul,  DO 

901  Montgomery  St 
Fort  Worth , TX  76107 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editori- 
al advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
policies  of  the  Texas  Medical  Association. 


pbtf, 
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AMBULATORY/ 
PRIMARY  CARE 


Opportunities  Available  in: 
Killeen,  Texas 

• Full  Time  or  Part  Time 

• Paid  CME/Malpractice 

• No  Nights/No  Call 

• No  Hospital  Responsibility 

• MD  or  DO 

• BC  or  Residency 
Completion 

• State  License 

• ACLS/BCLS 

For  further  information  please 
contact  Susan  Bray  or 
Susan  Mamakos  at 


1-800-966-2811 


Healthcare  Corporation 

10227  Wincopin  Circle, 
Suite  400 

Columbia,  Maryland  21044 
1-410-964-2811 

An  Equal  Opportunity  Employer 


Not  too  many  years  ago,  this  nurse 
was  a patient  at  St.  Jude  Children’s 
Research  Hospital.  She  fought  a 
tough  battle  with  childhood  cancer. 
And  won.  Until  every  child  can  be 
saved,  our  scientists  and  doctors 
must  continue  their  research.  To  find 
out  more,  call  1-800-877-5833. 


ST.  JUDE  CHILDREN’S 
m RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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More  than  80,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  75  different  specialties  manage  their  practices  with  The 
Medical  Manager?  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  electronic  remit- 
tance; UB  billing;  custom  report  writing  and  a hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701. 


Contact  your  local  dealer 
for  more  information 

Independent  Consulting 
Experts 

Alvin,  Tx  713/585-4767 

Management  Solutions 

Arlington,  Tx  800/275-5266 

Medical  Design  & Images 

Austin,  Tx  512/ 454-6774 

Unisource  Computer 
Systems,  Inc. 

Corpus  Christi,  TX  512/855-4462 

Medical  Systems,  Inc 
Dallas,  Tx  214/342-0789 

Texas  Medical 
Systems,  Inc. 

Dallas,  Tx  800/551-4588 

Compatible  Micro 
Solutions,  Inc 

El  Paso,  Tx  915/833-7011 

Health-Tech 
Systems,  Inc. 

El  Paso,  Tx  915/833-0686 

Advanced  Medical 
Management,  Inc. 

Houston,  Tx  713/789-0030 

Healthcare  Computers,  Inc 

Houston,  Tx  713/465-9956 

Management  Integrated 
Solutions,  Inc./CCMS,  Inc. 

Houston,  Tx  713/580-6717 

DRG  Associates 

San  Antonio,  Tx  210/336-2188 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 
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The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus,  Inc.  and  its  logo  are 
registered  trademarks  of  Systems  Plus,  Inc.  ©1992  Systems  Plus,  Inc 
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COMMENTARY 

You  can  make 
a difference 

Byron  L.  Howard,  MD 

Member,  TMA  Board  of  Trustees 


“We  make  a living  by  what 
we  get,  but  we  make  a life  by 
what  we  give.  ” 

— Winston  Churchill 

Last  June,  when  public 
health  physicians  discovered 
cholera  was  only  a few  miles 
from  the  Texas  border,  a TMA  Edu- 
cation and  Research  Foundation 
grant  allowed  405  volunteers  — in- 
cluding some  front  the  TMA  Al- 
liance — to  blanket  the  colonias  of 
El  Paso  with  educational  materials 
to  promote  prevention.  Two  hun- 
dred water  wells  were  sampled,  pub- 
lic service  announcements  were 
aired,  and  255,000  public  education 
fliers  were  inserted  in  water  bills  of 
area  residents. 

The  TMA  Foundation  was  created 
by  men  and  women  with  a vision  — 
to  raise  the  standard  of  life  for  all 
Texans.  Many  of  you  responded  to 
this  vision  by  contributing  to  the 
foundation’s  initial  endowment  cam- 
paign, called  “A  Legacy  of  Caring.” 
This  successful  effort  raised  more 
than  $600,000  in  cash  donations,  as 
well  as  a significant  amount  in  de- 
ferred gifts  — a start  we  can  be  proud 
of.  The  endowment  fund  ensures  that 
our  gift  to  Texas  will  be  perpetuated. 

But  if  we  hope  to  fund  the  many 
compelling  proposals  that  seek  our 
assistance  now,  we  must  broaden 
our  base  of  support.  Currently,  the 
foundation  uses  only  the  interest 
earned  on  the  principal  to  provide 
grant  monies.  Since  the  majority  of 
our  deferred  gifts  will  not  become 


A family  pumps  water  from 
a contaminated  well  at  a 
colonia  outside  El  Paso. 


available  for  another 
40  to  50  years,  we 
must  now  raise  $2 
million  in  cash  gifts  to 
enable  the  foundation 
to  respond  to  the 
urgent  public  health 
issues  facing  our  com- 
munities today. 

With  your  help,  the 
foundation  will  con- 
tinue to  fund  vital 
public  health  projects 
like  the  successful  “Adopt-A-Neigh- 
borhood”  project  in  the  El  Paso 
colonias  and  community  education 
to  improve  compliance  with 
childhood  vaccination  programs 
statewide.  Other  educational  pro- 
jects are  targeted  to  reduce  family  vi- 
olence, teen  suicide,  smoking,  and 
alcohol  and  substance  abuse. 

To  reach  our  $2  million  cam- 
paign goal,  we  must  enlist  the  con- 
tributions of  outside  foundations 
and  corporations.  To  attract  those 
contributions,  we  must  demonstrate 
a firm  commitment  on  the  part  of 
our  entire  membership. 

Imagine  what  could  happen  if  ev- 
ery TMA  member  joined  in  the  cam- 
paign. Thousands  of  children  and 
families  could  be  protected  from 
preventable  diseases  and  injuries. 
TMA  would  be  known  as  a catalyst 
that  finds  solutions  to  major  public 
health  problems.  And  given  our 
changing  health-care  system,  what 
better  way  to  be  proactive  and  draw 
others,  outside  TMA,  to  support 
these  important  activities? 


You’ve  already  told  us  through 
letters,  surveys,  and  your  participa- 
tion that  TMA  is  headed  in  the  right 
direction  with  its  involvement  in  ma- 
jor public  health  issues.  As  our 
state’s  social  problems  multiply  and 
physicians  seek  ways  to  become 
stronger  advocates  for  their  patients, 
communities,  and  profession,  the 
foundation  is  a sensible  way  to 
finance  our  vision  for  the  future. 

There  are  many  ways  to  give  to 
the  TMA  Foundation,  like  the 
selfless  volunteer  efforts  of  the  physi- 
cians and  alliance  members  in  El 
Paso  that  represent  the  best  in  all  of 
us.  If  you  have  not  yet  joined  in  this 
effort  to  make  a difference  in  the 
lives  of  Texans,  please  consider  mak- 
ing your  gift  today.  Send  your  tax- 
deductible  contribution  to  the  TMA 
Foundation,  401  W 15th  St,  Austin, 
TX  78701-1680. 

If  you  are  interested  in  learning 
how  you  may  give  an  endowed  gift 
or  bequest,  please  call  the  founda- 
tion office  at  (800)  370-1300,  ext 
1372,  or  (512)  370-1372. 
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New  managing  editor  joins 
Texas  Medicine  staff 

JEAN  PlETROBONO,  OF  AUSTIN, 
was  chosen  recently  as  the  new 
managing  editor  of  Texas 
Medicine.  She  succeeds  Kathryn 
Trombatore,  who  now  is  executive 
editor  and  director  of  the  TMA  Di- 
vision of  Communication. 

Ms  Pietrobono  has  been  a profes- 
sional in  the  publications  field  for 
more  than  15  years,  with  managerial 
and  hands-on  experience  in  nearly 
every  aspect  of  magazine  produc- 
tion. Prior  to  joining  the  Texas 
Medicine  staff  on  April  1,  1993,  she 
was  an  information  specialist  with 
the  Texas  Department  of  Human 
Services.  Previously  she  was  maga- 
zine supervisor  for  Utmost , an 
award-winning  student  magazine 
produced  at  The  University  of  Texas 
at  Austin.  She  also  has  served  as 
a writer  and  editor  with  UT’s 


Jean 

Pietrobono 


Petroleum  Extension  Service  and  the 
Bureau  of  Economic  Geology.  Earli- 
er, she  was  managing  editor  of 
Austin  Homes  & Gardens  Magazine 
and  a reporter  for  St  Louis  (Mo) 
Suburban  Newspapers. 

Ms  Pietrobono  holds  a bachelor’s 
degree  in  English  with  honors  from 
St  Louis  University.  She  received  her 
master’s  degree  in  journalism  from 
The  University  of  Texas  at  Austin. 


Help  wanted:  Renaissance  physicians  for  profile  series 

We  spoke.  Dallas  heard. 

In  the  October  1992  issue  of  Texas  Medicine , we  asked  for  your 
suggestions  in  finding  fascinating  physicians  to  profile  in  a new  sec- 
tion of  the  magazine.  We  said  we  were  looking  for  “physicians  and  medical 
students  who  are  particularly  fascinating  people  — perhaps  because  of  their 
lifestyles,  hobbies,  histories,  families,  or  accomplishments.” 

Most  of  the  response  came  in  from  Dallas,  Fort  Worth,  and  Houston.  But 
we  suspect  those  metropolitan  areas  don’t  have  a monopoly  on  adventurers, 
explorers,  and  other  “Renaissance”  physicians. 

What  about  Euless,  Tex?  Albany  and  Amarillo?  Sherman  and  Nacog- 
doches? What  about  Poteet? 

We  know  you’re  out  there  and  we  want  to  hear  from  you.  And  while 
you’re  writing  us  a note  or  giving  us  a call,  remember  we’d  especially  like  to 
hear  about  some  interesting  medical  students,  women  physicians,  and  inter- 
national medical  graduates. 

Call,  write,  or  fax  Beth  Graddy,  assistant  editor,  Texas  Medicine , 401  W 15th 
St,  Austin,  TX  78701,  (800)  880-1300  or  (512)  370-1371,  fax  (512)  370-1632. 


Academy  promotes  better 
communication  between 
physicians  and  patients 

IT  STARTED  OUT  AS  A SOCIETY 
of  General  Internal  Medicine  task 
force  on  the  doctor-patient  rela- 
tionship. But  the  group’s  services  — 
particularly  its  approach  to  medical 
interviewing  — proved  so  popular 
that  it  spun  off  from  the  society,  be- 
coming the  American  Academy  on 
Physician  and  Patient. 

“We  feel  the  need  for  the  academy 
is  enormous,”  said  Mack  Lipkin,  Jr, 
MD,  of  New  York  University  Medical 
Center,  who  chairs  the  academy’s 
board  of  directors.  “Studies  show  that 
a significant  percentage  of  patients 
don’t  understand  or  remember  what 
their  doctors  tell  them  about  their  con- 
ditions. Many  malpractice  allegations 
arise  from  errors  in  communication.” 

Dael  Waxman,  MD,  an  assistant 
professor  in  the  Department  of  Fam- 
ily Medicine  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 
was  one  of  the  first  doctors  to  join 
the  new  academy.  Dr  Waxman  com- 
pleted a fellowship  with  intensive 
training  in  the  academy’s  model  of 
medical  interviewing,  which  he  de- 
scribes as  psychosocial. 

“I’m  listening  a lot  more  carefully 
with  more  than  just  my  ears,”  Dr 
Waxman  explained.  “I’m  looking  at 
nonverbals.  I’m  looking  at  the  types 
of  words  patients  are  using  to  help  me 
understand  what’s  going  on  with 
them.”  He  added,  “It’s  probably  the 
oldest  way  of  interviewing.  I wasn’t 
around  a hundred  years  ago,  but  I 
have  a feeling  doctors  back  then  inter- 
viewed patients  in  a more  open  way.” 

For  more  information,  contact 
the  American  Academy  on  Physician 
and  Patient,  3000  Chestnut  Ave, 
Suite  320,  Baltimore,  MD  21211. 
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Bridging  generations: 
TMA  President 
Robert  M.  Tenery,  Jr,  MD 

Kathryn  Trombatore 

Executive  Editor 


Ask  Texas  physician 
Rob  Tenery  about  the  qualities 
he  brings  to  the  TMA  presi- 
dency and  he  mentions  something 
unexpected:  being  middle-aged. 

At  age  50,  Dr  Tenery  remembers 
and  cherishes  some  aspects  of  the 
so-called  “golden  days”  of  medicine 
when  his  father  and  grandfather 
were  in  medical  practice.  But  he  also 
is  young  enough  to  hope  that  tomor- 
row’s physicians  will  begin  their  ca- 
reers with  an  enthusiasm  unimpeded 
by  regrets  over  the  passing  of  what 
used  to  be. 

The  challenge,  he  says,  is  to  pre- 
serve what  has  always  been  the 
essence  of  the  medical  profession:  the 
art  of  truly  caring  about  the  patient. 

“We  must  retain  medicine  as  a 
profession  as  we  enter  this  era  of 
medicine  as  a business ,”  he  said  re- 
cently. “One  thing  physicians  my  age 
can  do  is  to  encourage  the  doctors  of 
tomorrow  to  hold  the  same  profes- 
sional ideals  that  our  forefathers  held 
even  though  they  will  be  practicing  in 
the  settings  of  the  future. 

“Tomorrow’s  sick  patients  will  be 
just  as  afraid  of  their  illnesses  as  those 
in  the  1940s  were.  They  still  will  want 
someone  to  care  about  them.” 

Mixing  patients  and  presidencies 

Dr  Tenery  has  been  involved  in  di- 
rect patient  care  since  his  days  as  a 
medical  student  at  The  University  of 
Texas  Medical  Branch  at  Galveston. 
Following  an  internship  and  residen- 
cy in  ophthalmology  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School,  he  completed  a fellowship  in 


San  Antonio  and  |oined 
the  partnership  of  Eye  As- 
sociates in  Dallas  in  1974. 

Maintaining  an  active 
private  practice  during 
his  year  as  TMA  presi- 
dent will  not  be  without 
difficulties,  but  it’s  impor- 
tant to  Dr  Tenery.  “One 
of  the  philosophies  I very 
strongly  adhere  to  is  that 
at  least  some  of  the  presi- 
dents of  TMA  should  be 
physicians  who  are  not 
near  the  end  of  their  careers  — 
who  are  out  there  practicing 
medicine,”  he  said.  “We  need  to 
show  that  there  are  reasonably 
young  physicians  who  believe  so 
strongly  in  what  organized 
medicine  is  doing  that  they  are  will- 
ing to  work  for  a period  of  time  on 
behalf  of  medicine.” 

Though  he  will  lose  both  time 
and  money  during  his  presidential 
year,  it  isn’t  the  sacrifices  on  which 
Dr  Tenery  concentrates.  “Being  pres- 
ident of  this  organization  is  an  hon- 
or but  it  also  carries  a high  obliga- 
tion: the  TMA  president  is  a 
spokesman  for  more  than  83%  of 
the  physicians  in  Texas,”  he  said. 

Propping  for  health-system  reform 

In  this  summer  of  uncertainty  for  the 
medical  profession,  being  TMA 
president  requires  a greater  than 
usual  adjustment  to  change.  Dr  Ten- 
ery points  out:  “Whether  we  like  it 
or  not,  we  have  a health-care  system 
that  is  controlled  by  the  economy. 
And  the  American  public  and  politi- 
cians have  decided  that  although  our 
fee-for-service  system  may  be  the 
ideal  system  in  an  ideal  world,  it  is 
no  longer  financially  viable.” 

While  it  remains  unclear  exactly 
which  direction  health-system  reform 
will  take,  Dr  Tenery  hopes  the  coming 


Robert  M.  Tenery,  Jr, 
MD,  was  installed  May 
15  as  TMA  president  for 
1 993-1 994  during  the 
TMA  Annual  Session 
in  Houston. 


changes  will  pre- 
serve patient  and 
physician  freedoms. 
He  also  stresses 
that  physicians  are 
uniquely  empowered 
to  protect  the  quality  of  America’s 
health-care  system  in  the  face  of  the 
intense  push  for  cost-containment. 

“Physicians  can  best  act  to  pre- 
serve the  good  of  the  system,  be- 
cause they  really  understand  what  it 
takes  to  create  and  maintain  quali- 
ty,” he  said.  “Patients  are  so  afraid 
of  the  financial  consequences  of 
medical  problems  that  they  can  lose 
track  of  the  need  to  maintain  excel- 
lence. They  tend  to  assume  that  be- 
cause we  have  always  had  the  best 
health-care  system  in  the  world,  we 
always  shall.” 

Spreading  the  word  to  colleagues 
and  patients 

One  of  the  ways  Dr  Tenery  has  com- 
municated with  his  colleagues  about 
the  issues  facing  “the  No.  1 health- 
care system  in  the  world”  has  been 
to  write  a monthly  opinion  column 
since  1990  for  the  AMA’s  American 
Medical  News. 

He  also  has  used  his  writing  talent 
to  reach  the  public  through  newspa- 
per editorials,  and  he  urges  other 
physicians  to  adopt  that  method  of 
speaking  out.  “The  public  is  starved 
for  information  on  health  issues,  and 
physicians  have  a perfect  opportunity 
to  be  there  with  the  right  message,” 
he  said.  “I  am  always  amazed  at  the 
number  of  patients  who  read  and 
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comment  on  my  articles.  Letters  and 
editorials  from  physicians  can  help 
patients  realize  that  there  really  are 
doctors  who  have  patients’  best  inter- 
ests at  heart.” 

Dr  Tenery  prefers  writing  over 
talking  directly  to  patients  in  the 
office  about  the  economics  of 
medicine.  “You  have  to  be  very 
careful  about  the  time  you  spend 
with  your  patients,”  he  said.  “When 
they  come  to  you  and  they’re  sick 
and  scared,  they  don’t  want  to  hear 
you  say,  ‘You’ve  got  to  help  me  with 
health-system  reform.’” 

There’s  no  reason,  however,  that 
physicians  shouldn’t  provide  infor- 
mation on  current  medical  issues  in 
their  waiting  rooms  and  be  willing 
to  discuss  the  topics  with  patients 
who  bring  them  up,  Dr  Tenery  says. 

Invigorating  the  federation 

The  gravity  of  the  challenges  facing 
medicine  adds  urgency  to  Dr  Ten- 
ery’s  call  for  physicians  to  renew 
their  commitment  to  organized 
medicine.  But  he  also  wants  to  re- 
structure the  federation  itself. 

“For  organized  medicine  and 
maybe  the  profession  itself  to  exist  in 
the  future,  we’re  going  to  need  two 
things:  unification  of  the  county, 
state,  and  national  components,  and 
a total  restructuring  at  the  grassroots 
level,”  he  said.  A strong  advocate  of 
the  failed  attempt  several  years  ago 
to  require  TMA  members  to  join  the 
AMA,  he  knows  that  change  doesn’t 
come  easily.  But,  he  says,  organized 
medicine  must  find  a way  to  speak 
not  only  to  and  for  county  medical 
society  members,  but  also  to  and  for 
hospital  medical  staffs. 

“When  organized  medicine  was 
first  formed,  you  were  required  to  be 
a member  of  your  county  medical  so- 
ciety to  have  hospital  staff  privileges,” 
he  said.  “Today  that  is  no  longer  the 


case,  and  we  have  two  types  of  physi- 
cian communities:  the  county  society 
and  the  hospital  medical  staff.  We 
must  somehow  mesh  the  two  into  a 
single  grassroots  organization  in  order 
to  remain  effective.” 

When  Dr  Tenery  talks  about  re- 
structuring organized  medicine,  he’s 
no  outsider  peering  in.  His  commit- 
ment to  the  medical  federa- 
tion has  been  evident  at  the 
county,  state,  and  national 
levels.  A former  president  of 
the  Dallas  County  Medical 
Society  (DCMS),  he  also 
chaired  its  hoard  of  directors 
and  its  board  of  censors  and 
has  been  a DCMS  delegate 
to  TMA  since  1979. 

In  addition,  he  chaired 
the  TMA  Committee  on 
Membership  from  1986  to 
1 992  and  has  been  an  alter- 
nate delegate  from  TMA  to 
the  American  Medical  Asso- 
ciation since  1988. 

At  the  local  level,  he  was 
president  of  the  Dallas 
Academy  of  Ophthalmology 
during  1981-1982  and  the 
following  year  served  as 
chief  of  staff  at  Medical  City  Dallas 
Hospital. 

Continuing  a tradition  of  leadership 

If  Dr  Tenery  has  been  involved  in  or- 
ganized medicine  to  a greater  degree 
than  many  of  his  colleagues,  the  rea- 
son may  be  genetic:  his  father  was 
TMA  president  30  years  ago  at  exact- 
ly the  same  age  that  Dr  Tenery  is  now. 

When  asked  what  it  means  to 
him  to  follow  this  closely  in  his  fa- 
ther’s footsteps,  Dr  Tenery  relates  a 
story  of  strong  family  ties. 

“My  grandfather  W.C.  Tenery, 
MD,  a general  surgeon,  started  prac- 
ticing in  a small,  rural  town  near 
Waxahachie  in  1909,”  said  Dr  Tenery. 


“He  built  the  first  hospital  in  Waxa- 
hachie, and  he  started  the  first  blood 
bank  and  nursing  school  in  Texas.  My 
father,  Mayo  Tenery,  MD,  also  a gen- 
eral surgeon,  trained  at  Harvard  Med- 
ical School  and  went  to  Columbia 
Presbyterian  for  his  residency.  He  re- 
turned to  Texas  at  the  end  of  World 
War  II  with  the  intention  of  helping  in 
my  grandfather’s  practice  for 
a couple  of  years. 

“But  he  could  never 
leave.  The  way  he  found 
fulfillment  other  than  from 
his  tremendously  busy  prac- 
tice was  through  organized 
medicine.  He  loved  it. 

“I  started  making  rounds 
with  my  father  and  grandfa- 
ther when  I was  3 years  old. 
Many  years  later,  when  I 
had  been  in  practice  for  a 
couple  of  years  and  was  so 
proud  of  the  fact  that  pa- 
tients were  beginning  to  ac- 
tually ask  for  me,  my  father 
called  me  one  evening.  He 
said,  ‘Now  that  you’ve  been 
in  practice  for  a while,  it’s 
time  you  gave  back  some- 
thing to  the  profession  that 
has  given  something  to  you.’” 

Asked  whether  he  and  his  wife, 
Janet,  have  encouraged  either  of  their 
two  children  (Trey  and  Robyn)  to 
pursue  medical  careers,  he  nodded 
and  said,  “Although  today’s  medical 
environment  is  different,  I think 
medicine  is  still  a great  profession. 
The  relationship  between  patient  and 
doctor  is  unique.  It’s  something  that 
all  the  rules  and  regulations  in  the 
world  can’t  take  away  from  you  if 
you  approach  it  in  the  right  way.” 

Dr  Tenery’s  daughter  is  betting 
that  her  father  is  right.  She  will  com- 
plete her  pre-med  program  at  the  Uni- 
versity of  Oklahoma  this  summer. 


“ALTHOUGH 

TODAY’S 

MEDICAL 

ENVIRONMENT 

IS  DIFFERENT, 

I THINK 

MEDICINE 

IS  STILL 

A GREAT 

PROFESSION.” 
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New  award  honors  country  doctors 

Those  young  whippersnappers  still  in  medical  school  might 
not  realize  it,  but  rural  physicians  lay  claim  to  a tradition  going  back  to 
the  days  of  horse-and-buggy  house  calls. 

Sure,  some  city  slicker  physicians  can  drive  a couple  of  miles  to  see  a 
game  at  the  Astrodome  or  Texas  Stadium,  but  a country  doctor  can  say,  “I 
delivered  every  member  of  the  Brewster  County  basketball  team,  and  the 
statistician  to  boot.”  While  many  urban  doctors  may  receive  higher  pay,  ru- 
ral physicians  have  been  known  to  bring  home  the  bacon  — or  a month’s 
supply  of  firewood  — in  exchange  for  their  services. 

And  now  they  can  bring  home  the  recognition  they  deserve  in  the  form  of  an 
annual  award  for  the  “Country  Doctor  of  the  Year.”  The  new  national  award, 
presented  by  the  Country  Doctor  Aluseum  in  Bailey,  NC,  will  honor  a physician 
who  symbolizes  the  spirit,  skill,  and  dedication”  of  America’s  country  doctors. 

The  winner  will  receive  a personalized  bronze  plaque  depicting  a country 
doctor  making  rounds  by  horse  and  buggy,  as  well  as  a custom-made,  leather 
physician’s  bag.  In  addition.  Staff  Care,  an  interim  physician  staffing  service 
based  in  Irving,  Tex,  will  provide  an  interim  physician  for  1 week  at  no 
charge  so  that  the  honoree  can  take  a hard-earned  vacation. 

To  be  eligible  for  nomination,  a physician  must  practice  in  a rural  com- 
munity of  20,000  people  or  less  and  must  have  served  the  community  for  at 
least  3 years.  An  awards  committee  made  up  of  Country  Doctor  Museum 
board  members  and  Staff  Care  executives  will  judge  nominations  based  on 
the  nominee's  quality  of  patient  care  and  dedication  to  the  community. 

Nominations  will  be  accepted  through  July  1 and  may  be  submitted  by 
physicians,  health  facility  administrators,  nurses,  patients,  or  relatives  of  the 
nominee.  To  request  a nomination  form  or  for  more  information,  call  Staff 
Care  at  (800)  685-2272  or  the  Country  Doctor  Museum  at  (919)  235-4165. 


Alliance  sponsors  student 
and  resident  spouses 

It’s  never  too  soon  to 
extend  a helping  hand  to  the 
spouses  of  Texas  physicians  and 
interest  them  in  the  causes  of  Texas 
medicine.  Toward  those  ends,  the 
TMA  Alliance  launched  an  ambi- 
tious campaign  last  fall  to  sponsor 
dues  for  the  spouses  of  1,900  med- 
ical students  and  residents,  bring- 
ing the  total  membership  in  that 
category  to  more  than  2,500  and 
full  membership  in  the  organiza- 
tion to  10,000. 

Funds  were  raised  through  dona- 
tions from  the  alliance  board,  past 
state  presidents,  and  the  general 
membership.  Some  physicians  con- 
tributed to  the  cause,  too.  Thanks  to 
the  campaign,  virtually  every  known 
eligible  spouse  of  a Texas  medical 
student  or  resident  is  now  an  al- 
liance member. 

While  dues  for  student  and  resi- 
dent spouses  do  not  represent  a sub- 


stantial source  of  revenue,  their 
membership  gives  the  alliance  an  op- 
portunity to  identify  and  communi- 
cate with  its  future  leaders.  And  as 
new  members  are  appointed  to  al- 
liance committees,  they’ll  have  a 
chance  to  help  shape  the  future  of 
their  organization.  ★ 


Whether  you  are 
managing  a thyroid, 
abdominal,  renal,  breast 
or  vascular  condition  or 
a high-risk  pregnancy, 

a sound  diagnosis 
is  critical. 

While  we  see  our  share  of  smiling 
moms-to-be.  Dr.  Walter  Taylor’s 
input  primarily  provides  refer- 
ring internists  and  other  physi- 
cians with  that  important  piece  to 
the  diagnostic  puzzle.  Taylor 
Ultrasound  has  become  the  diag- 
nostic tool-of-choice  when  imme- 
diate and  highly  accurate  results 
from  an  ultrasound  scan,  anqnio- 
centesisorCVSareessential  (Our 
lab  provides  a 7 to  10-day  re- 
sponse on  chromosome  reports 
from  our  genetic  testing!) 

With  a staff  of  certified 
sonographers  and  state-of-the-art 
equipment.  Dr.  Taylor  can  pro- 
vide sonographic  information  to 
assist  your  management  of  both 
simple  and  difficult  cases.  And,  in 
OB  cases,  this  data  can  assist  you  in 
bringing  an  at-risk  pregnancy  or 
multiple  birth  to  a healthy  deliv- 
ery. In  short,  we  help  make  it 
possible  for  you 
to  make  a 
sound  diagnosis! 


■more 

information,  patient  brochures  or 
our  latest  newsletter,  contact: 

Walter  Taylor 
M.D.,  F.A.CO.G.,  A.C.R. 

9330  Amberton  Parkway  #145 
Dallas,  TX  75243  214/437-9393 


1 Walter  W.  Taylor,  MD,  PA 

TAYLOR  ULTRASOUND 
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Breast  of 
chicken 


Best  of 
pork 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat,  cholesterol, 
and  calories.' 2 * 


New  study: 

Pork  is  now  31%  leaner 

Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques.1 According  to  new  1992  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Compare  pork  with  chicken1’2*  Today’s  pork  fits  well  within  the  dietary  guide- 

r r lines  recommended  by  both  the  American 

Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1992. 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products,  1979. 
Agricultural  handbook  8-5. 


*Table  refers  to  3-oz,  cooked  servings. 


TODAY’S  PORK 

The  Other  White  Meat* 


Calories 

Total 

Fat 

Saturated 
Fatty  Acids 

Cholesterol 

Chicken  Breast, 
skinless 

140 

3-0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1.4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6.1  g 

2-2g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

© 1993  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 
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Medicine  at  the  office,  chemistry  on  the  court 

IT  took  40  years  for  them  to  realize  they  are  a perfect  match  — on 
the  tennis  court. 

When  Drs  Tommy  Abbott  and  Jack  Jacobson  attended  Texas  A&M  Uni- 
versity together  in  the  1950s,  they  shared  a desire  to  heal  the  sick.  Since  Dr 
Abbott  chose  to  practice  veterinary  medicine  in  Fort  Worth  and  Dr  Jacobson 
specialized  in  urology  in  California,  neither  had  reason  to  believe  they  would 
establish  a lasting  friendship  or  even  see  each  other  again. 

“We  were  casual  acquaintances,”  explains  Dr  Abbott,  who  later  attended 
Southwestern  Medical  School  and  now  practices  gynecology  in  Fort  Worth. 

“We  hadn’t  seen  each  other  until  2 years  ago,”  said  Dr  Jacobson,  who  has 
moved  back  to  Texas  and  practices  in  Round  Rock.  “I  played  him  in  a tour- 
nament, recognized  him,  and  we  got  to  reminiscing.” 

It  turned  out  that  Dr  Jacobson  needed  a partner.  “His  friend  put  us  up  together 
on  the  spur  of  the  moment,  and  we  played  well  together,”  Dr  Abbott  recalls. 

Says  Dr  Jacobson,  “We  have  a lot  of  chemistry  between  us.  We  figure  out 
what  we’re  going  to  do,  and  we  just  complement  each  other.” 

That’s  quite  a feat,  considering  the  two  don’t  practice  the  game  with  each  other. 
“We  never  get  together  unless  we’re  playing  in  a tournament,”  explains  Dr 
Jacobson.  “That’s  what’s  interesting.  We’re  both  pure  doubles  players.  We 
both  understand  doubles,  and  I talk  to  him  all  the  time  about  it.” 

That  approach  has  served  them  well. 

Dr  Abbott,  who  started  playing  at  35,  adds,  “We  were  ranked  No.  1 in 
the  60s  this  year  in  doubles,  and  then  we  were  ranked  No.  9 nationally.” 

Participants  in  60s  doubles  must  be  between  ages  60  and  65.  That  means 
the  two  netters  look  forward  to  70s  doubles,  even  75s. 

Asked  what  the  future  holds,  Dr  Jacobson  replies,  “More  surgery  and 
more  tennis.” 


NEWSMAKERS 


Arlington  general  surgeon  Bohn  D. 
Allen,  MD,  was  installed  as  president  of 
the  Tarrant  County  Medical  Society. 

Kenneth  G.  Davis,  MD,  Conroe,  was  ap- 
pointed to  the  publications  commit- 
tee of  the  American  Academy  of 
Family  Physicians. 

Robert  Dobie,  MD,  of  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio,  was  elected  president  of 
the  Association  for  Research  in  Oto- 
laryngology. 

Donald  Gordon,  MD,  of  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio,  was  appointed  on-site 
evaluator  for  the  Joint  Review  Com- 
mittee on  Education  Programs  for 
the  EMT-Paramedics.  The  commit- 
tee is  the  accrediting  body  for 
paramedic  programs  nationwide. 

Benjamin  Interiano,  MD,  medical  direc- 
tor of  the  Asthma  Institute  of  Hous- 
ton, received  the  1992  Humanitari- 
an Award  from  the  American  Lung 
Association,  San  Jacinto  Chapter.  Dr 
Interiano  also  serves  as  president  of 
the  Salvadoran  American  Medical 
Society. 


Benjamin  Interiano,  MD 
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Leete  Jackson  III,  DDS,  MD,  Dallas,  was 
named  president  of  the  American 
Board  of  Oral  and  Maxillofacial 
Surgery. 

Dennis  J.  Lynch,  MD,  surgery  depart- 
ment chairman  at  Scott  and  White 
in  Temple,  was  elected  assistant  sec- 
retary of  the  board  of  directors  of 
the  American  Society  of  Plastic  and 
Reconstructive  Surgeons.  Dr  Lynch 
also  chairs  the  society’s  socioeco- 
nomics commission. 

The  Hidalgo-Starr  County  Medical 
Society  named  Mario  Ramirez,  MD,  Rio 

JUNE  1993 


Grande  City,  its  Distinguished  Physi- 
cian for  1993.  Dr  Ramirez  is  a past 
president  of  the  Texas  Medical  Asso- 
ciation and  the  Texas  Academy  of 
Family  Physicians. 

The  American  Psychiatric  Associa- 
tion awarded  Nurun  D.  Shah,  MD,  the 
third  annual  Nancy  C.A.  Roeske, 
MD,  Certificate  of  Recognition  for 
Excellence  in  Medical  Student  Educa- 
tion. Dr  Shah  is  assistant  professor  of 
psychiatry  at  The  University  of  Texas 
Medical  School  at  Houston. 
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Dallas  internist  and  hematologist- 
oncologist  Marvin  J.  Stone,  MD,  was 

elected  governor  of  the  American 
College  of  Physicians  for  the  Texas 
northern  region.  Dr  Stone  is  chief  of 
oncology,  director  of  immunology, 
and  director  of  the  Charles  A.  Sam- 
mons Cancer  Center  at  Baylor  Uni- 
versity Medical  Center  in  Dallas. 

R.  Russell  Thomas,  DO,  Eagle  Lake, 
was  appointed  to  the  committee  on 
bylaws  of  the  American  Academy  of 
Family  Physicians. 


Domingo  H.  Useda,  MD 


The  Texas  Society  of  Pathologists 
presented  the  George  T.  Caldwell 
Award  to  Domingo  H.  Useda,  MD, 

McAllen.  The  award  is  the  highest 
honor  bestowed  by  the  society  to  a 
medical  scientist. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are  TMA  membership ; election  or  ap- 
pointment to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  per- 
mitting, recognition  at  the  local  level.  Items 
for  the  Newsmakers  section  are  published  at 
the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possi- 
ble, to  People,  Texas  Medicine,  40 1 W 15th 
St,  Austin,  TX  78701. 


OBITUARIES 


Russell  M.  Bellamy,  MD,  91;  Pampa; 
Baylor  College  of  Medicine,  1925; 
died  March  3,  1993. 

Elvin  M.  Boyd,  MD,  78;  Fort  Worth; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1947;  died 
March  11,  1993. 

Gregorio  M.  Canales,  MD,  73;  San  An- 
tonio; The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1944;  died 
February  27,  1993. 

Harold  H.  Culmer,  MD,  84;  Dallas; 
Howard  University  Medical  College, 
1935;  died  February  3,  1993. 

Richard  C.  Felts,  MD,  89;  San  Saba; 
University  of  Louisville  School  of 
Medicine,  1927;  died  March  11, 
1993. 

Naon  J.  Harris,  MD,  86;  Dallas;  Univer- 
sity of  Arkansas  School  of  Medicine, 
1933;  died  February  18,  1993. 

Bella  Khayt,  MD,  28;  Arlington;  The 
University  of  Texas  Southwestern 
Medical  School,  1991;  died  Decem- 
ber 31,  1992. 

Lloyd  M.  Lehrer,  MD,  39;  Houston; 
State  University  of  New  York  at 
Buffalo  School  of  Medicine,  1979; 
died  February  22,  1993. 

Robert  A.  McClimans,  Sr,  DO,  68;  Con- 
roe; Kirksville  College  of  Osteopath- 
ic Medicine,  1951;  died  February 
18,1993. 

William  R.  Phillips,  MD,  56;  Paris;  The 
University  of  Texas  Southwestern 
Medical  School,  1963;  died  March 
7,  1993. 


Estella  L.  Robinson,  MD,  43;  The  Uni- 
versity of  Texas  Medical  School  at 
Houston,  1974;  died  December  13, 

1992. 

Ezequiel  D.  Salinas,  Jr,  MD,  54;  The 

University  of  Texas  Medical  Branch 
at  Galveston,  1962;  died  November 
11,  1992. 

Alfons  Salinger,  MD,  89;  Medical 
School  of  Friedrich-Wilhelms  Uni- 
versity, Berlin,  1927;  died  February 
23,  1993. 

C.  Edward  Wendt,  Jr,  MD,  52;  Richard- 
son; University  of  Maryland  Medi- 
cal School,  1967;  died  March  1, 

1993. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Itoi mwii 


a/  for  n f Aor  v 


Dallas 

Bruce  Crim,  Keith  H.  Prince, 
Charles  F.  Curtice,  Daniel  S.  Marley, 
Steve  Baggett 
(214)  821-4640 


Houston 

L.  Wayne  Kirk,  Rick  D.  Bolin, 
John  Bedingfield 
(713)465-4445 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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They’re  outta  here  . . . 
or  are  they? 

The  Mari. boro  man  has 
spent  more  time  in  Arlington 
Stadium  than  Nolan  Ryan,  and 
he  pitches,  too  — the  message  that 
cigarettes  are  macho  and  cool. 

But  as  the  protests  of  antismok- 
ing groups  have  risen  to  equal  the 
roar  of  the  crowd,  owners  and  man- 
agers of  sports  venues  around  Texas 
have  begun  to  talk  about  banning 
cigarette  advertising.  While  pro- 
testors would  cheer  such  a move, 
some  doubt  it  will  happen. 

Management  of  the  Houston  As- 
trodome has  taken  the  boldest  step 
by  covering  a Marlboro  billboard, 
which  officials  say  will  be  replaced 
when  another  advertiser  is  found. 

“We  have  made  a decision  not  to 
renew  the  Marlboro  agreement,” 
said  Neal  Gunn,  executive  vice  presi- 
dent of  Astrodome,  USA,  explaining 
that  it  makes  sense  to  han  tobacco 
advertising  when  smoking  in  the  fa- 
cility has  been  banned.  “We  made  a 
business  decision  that  it  was  in  our 
best  interest  not  to  continue  that  be- 
cause of  numerous  complaints.”  Mr 
Gunn  says  that  some  of  those  com- 
plaints were  from  doctors. 

The  wave  seems  to  he  sweeping 
the  state. 

Texas  Rangers  President  Tom 
Schieffer  has  said  his  organization  is 
“leaning  against”  inviting  tobacco 
advertisers  into  the  Rangers’  new 
arena,  scheduled  for  a 1994  open- 
ing. “Basically,  the  ownership  group 
that’s  here  now  inherited  a Marl- 
boro billboard  in  center  field  when  it 
bought  the  club  in  1989,”  explained 
John  Blake,  vice  president  for  public 
relations.  “There  was  an  existing 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
Health  section  of  Texas  Medicine. 


contract.  The  contract  expires  at  the 
end  of  this  year  with  the  closing  of 
Arlington  Stadium.” 

David  Brown,  business  manager 
of  Reunion  Arena,  cites  contractual 
obligations  as  the  primary  reason  no 
action  has  been  taken  there,  al- 
though the  topic  has  come  up.  The 
Dallas  Mavericks  basketball  team, 
the  arena’s  primary  tenant,  controls 
signs  and  billboards  in  the  building 
with  city  approval,  he  says.  “We’ve 
been  talking  to  them  about  whether 
or  not  we’re  going  to  have  cigarette 
advertising,  tied  into  the  issue  of 
whether  we’re  even  going  to  have 
smoking  allowed  in  the  arena  at  all. 
We’re  just  not  far  enough  along  to 
determine  what  the  outcome  is  go- 
ing to  be,”  Mr  Brown  said.  “I  would 
guess,  based  on  the  trend,  that  it’s 
going  to  be  out  of  here.” 

Lawrence  Payne,  vice  president 
for  broadcasting  for  the  San  Anto- 
nio Spurs,  danced  around  a direct 
answer  as  well:  “This  is  it  in  a nut- 
shell: There  are  contracts,  and  we 
just  don’t  really  know.  I can’t  go  be- 
yond that.  We  just  haven’t  reached  a 
decision  at  this  point.  Not  to  be  eva- 
sive — and  I am  in  a way  — but 
there’s  a contract,  and  its  interpreta- 
tion is  kind  of  in  question  right  now. 
So  I really  can’t  be  real  specific.” 

So  it’s  too  soon  to  tell  whether 
the  Marlboro  man  and  company 
will  retire  from  professional  sports. 
Alan  Blum,  MD,  founder  and  chair- 
man of  Doctors  Ought  to  Care,  an 
antismoking  organization,  says  to- 
bacco companies  won’t  go  down 
without  a fight,  and  arena  managers 
may  not  even  give  them  one. 

Arena  managers  have  done  a lot 
more  talking  than  doing,  Dr  Blum 
says.  “For  cigarette  companies  — 
this  is  their  livelihood,”  he  added. 
“This  is  a major  thing  for  them,  so 
they  don’t  ever  lie  down  on  this.” 


They  didn’t  lie  down  in  1964 
when  Congress  banned  cigarette  ad- 
vertising from  television,  according 
to  Terry  Rustin,  MD,  an  assistant 
professor  at  The  University  of  Texas 
Health  Science  Center  at  Houston 
who  specializes  in  addiction.  That  is 
when  tobacco  sports  sponsorship  re- 
ally got  into  full  swing  as  a way  of 
outmaneuvering  the  law,  he  says. 

“Now  it’s  a little  different  than  the 
old  TV  ads,  where  they  had  60  sec- 
onds to  present  a little  story,”  Dr 
Rustin  said.  “Here,  all  you’re  seeing  is 
a logo.  The  subtle  part  is  that  you’re 
associating  the  name  with  the  event.” 

In  addition  to  name  recognition 
by  millions  of  TV  viewers,  advertis- 
ing in  sports  venues  offers  tobacco 
products  the  cloak  of  social  accept- 
ability, according  to  Dr  Blum.  And, 
he  added,  “It’s  where  kids  are.” 

TMA  task  force  to 
explore  prevention 

PHYSICIANS  FROM  AROUND 
the  state  with  a common  inter- 
est in  prevention  have  joined 
together  to  create  the  TMA  Preven- 
tive Medicine  Task  Force. 

“Prevention  is  the  most  cost-ef- 
fective form  of  medicine,”  said  Sam 
A.  Nixon,  MD,  who  chairs  the  task 
force.  “Health  promotion  engenders 
well-being,  along  with  long,  healthy, 
happy  lives.” 

Objectives  of  the  task  force  in- 
clude identifying  physician  educa- 
tion activities,  reviewing  practice 
guidelines  relating  to  prevention,  an- 
alyzing cost-benefit  data,  identifying 
appropriate  preventive  services  for 
reimbursement,  and  developing  a 
preventive  screen  useful  to  the  physi- 
cian in  private  practice.  Dr  Nixon 
says  the  group  will  focus  on  educat- 
ing patients  as  well  as  physicians. 
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Texas  short  on  occupational  health  care,  study  shows 

A RECENT  STUDY  by  the  University  of  Houston  Health  Law  and 
Policy  Institute  shows  a shortage  of  Texas  doctors  trained  in  occupa- 
tional medicine.  (See  related  article  at  right.)  That  finding  doesn't  sur- 
prise Jeffrey  Levin,  MD,  a Tyler  occupational  health  specialist. 

“There  is  a very  significant  shortage  of  allied  health  professionals  as  well  as 
physicians  in  the  occupational  medicine  arena,”  Dr  Levin  said.  “The  American 
Board  of  Preventive  Medicine  has  certified  about  1,400  physicians  in  occupa- 
tional medicine  since  the  late  1950s.  So  in  30  years,  only  1,400  physicians 
have  been  board-certified  in  the  specialty.  Today,  there  are  probably  only 
about  700  or  so  board-certified  specialists  actively  practicing  in  the  country.” 

Dr  Levin  points  to  a lack  of  pertinent  curricula  among  Texas  medical 
schools  and  an  unwillingness  among  physicians  to  meet  the  demands  of  oc- 
cupational medicine.  “There  is  a time  commitment  involved  in  developing 
occupational  and  environmental  histories  from  patients,  especially  if  you 
have  to  go  to  their  work  sites.  Most  physicians  in  clinical  practice  really  have 
been  unable  to  make  that  time  commitment.” 

The  answer,  according  to  Dr  Levin,  lies  in  increasing  the  number  of  pro- 
grams available  to  physicians  for  specialty  training  in  occupational  medicine, 
including  residency  training  that  leads  to  board  certification.  Texas  programs 
require  residency  training  in  primary  care  specialties  before  entry  into  a pre- 
ventive residency  program.  Currently,  The  University  of  Texas  Health  Science 
Center  (UTHSC)  at  Houston  offers  the  state’s  only  residency  program  in  oc- 
cupational medicine.  However,  several  schools  have  approached  UTHSC  for 
help  in  developing  their  own  curricula. 

“I  m not  suggesting  that  we  try  to  make  everybody  an  occupational  spe- 
cialist,” Dr  Levin  said.  He  does  recommend  that  physicians  be  offered  more 
ways  to  enhance  their  skills  in  this  area,  including  continuing  medical  educa- 
tion and  special  programs  through  organizations  such  as  the  Texas  Medical 
Association  and  the  American  Medical  Association. 

The  study  concluded  that  to  alleviate  the  shortage,  Texas  needs  more  than 
150  additional  occupational  medicine  physicians,  100  primary  care  practition- 
ers with  occupational  medicine  training,  and  1,600  occupational  health  nurses. 
Researchers  reached  the  number  using  the  formula  of  1 to  3 specialists  for 
each  medical  school  plus  1 to  1.5  specialists  for  every  100,000  Texans. 

Dr  Levin  says  that  while  150  more  specialists  is  a good  start,  100  primary 
care  physicians  with  occupational  health  training  won’t  fill  the  void.  Given 
that  having  a job  is  nearly  as  common  as  having  a heart,  understanding  occu- 
pational health  ranks  almost  as  high  as  learning  to  listen  to  a heartbeat,  he 
explains. 

You  wouldn  t say,  ‘I  only  want  a hundred  of  my  primary  care  practitioners 
to  be  able  to  listen  to  somebody’s  heart,’”  he  says.  “We  should  reach  out  to  a 
larger  proportion  of  the  primary  care  practitioners  with  occupational  medicine.” 


Costs  of  on-the-job  j 

injuries  high  in  Texas  j 

IN  1 990,  COSTS  RESULTING  j 
from  occupational  illnesses  and  in-  j 
juries  in  Texas  totaled  $3.8  billion,  j 
of  which  more  than  62%  were  medi-  j 
cal  costs,  according  to  a recent  study  j 
conducted  by  the  University  of  Hous-  • 
ton  Health  Law  and  Policy  Institute  j 
and  funded  by  the  state  legislature.  j 
Physical  injuries  account  for  most  j 
of  those  costs,  and  most  on-the-job  j 
injuries  could  have  been  prevented,  • 
says  Jeffrey  Levin,  MD,  a Tyler  oc-  j 
cupational  health  specialist.  : 

The  study  found  that  while  non-  j 
fatal  occupational  injuries  occur  \ 
about  as  often  in  the  state  as  in  the  j 
rest  of  the  country,  Texas’  occupa-  j 
tional  traumatic  fatality  rate  out-  j 
paces  the  national  average  by  60%.  j 
Deaths  involving  motor  vehicles  and  j 
homicides  lead  the  causes  of  fatal  j 
occupational  injuries.  : 

Dr  Levin  says  drug  abuse  or  mis-  j 
use  may  contribute  to  the  high  rate  j 
of  on-the-job  homicides.  “I  know  : 
that  many  homicide  deaths  are  relat-  j 
ed  to  drug  usage,  and  there’s  a large  j 
amount  of  drug  usage  on  the  job  in  j 
Texas,”  he  said.  Drug  abuse  also  may  : 
play  a role  in  the  high  rate  of  deaths  j 
involving  motor  vehicles,  he  adds.  : 

Back-related  and  cumulative  j 
trauma  injuries  lead  the  causes  of  : 
nonfatal  injuries.  : 

“Your  body  was  not  designed  to  : 
jump  up  and  down  on  the  balls  of  j 
your  feet  for  4 hours  a day,”  said  : 
Pam  Parker,  MEd,  one  of  the  study’s  : 
coinvestigators.  “Obviously,  some-  : 
thing’s  going  to  happen  to  you  even-  : 
tually  if  you  do  that.”  Cumulative  : 
trauma  injuries  also  result  from  ac-  : 
tivities  that  combine  stresses  on  the  : 
body,  she  says.  Carpal  tunnel  syn-  : 
drome,  for  example,  results  not  only  : 
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from  working  long  hours  on  a com- 
puter, but  also  because  of  poor  pos- 
ture while  you’re  doing  it. 

Workers  in  rural  counties  and 
those  in  the  construction  and  the 
meat-packing  industries  had  the 
highest  on-the-job  fatality  rates. 

“We  clearly  have  a problem  in 
the  construction  industry,”  said 
Sharon  Cooper,  PhD,  one  of  the 
study’s  principal  investigators.  She 
notes  that  construction  is  the  only 
industry  for  which  the  rate 
of  on-the-job  deaths  isn’t 
decreasing.  Dr  Cooper 
would  like  to  do  a more  de- 
tailed study  to  see  how  lan- 
guage barriers,  inadequate 
training,  and  noncompliance 
with  safety  regulations  are 
related  to  on-the-job  injuries 
and  deaths  in  the  construc- 
tion industry. 

Hispanics  experienced 
more  injuries  and  illnesses 
than  other  racial  or  ethnic 
groups  in  Texas,  according 
to  the  study. 

“There  are  several  specu- 
lations on  that,”  Ms  Parker 
said.  One  is  that  more  Hispanics 
work  in  hazardous  industries,  where 
there  are  more  opportunities  for  in- 
juries. “Texas  has  a huge  migrant 
population,  which  is  largely  Hispan- 
ic, out  working  in  the  fields,”  Ms 
Parker  said.  “You  get  pesticide  in- 
juries, exposure  injuries,  and  a lot  of 
skin  problems  with  working  out  in 
the  sun.” 

Dr  Levin  added,  “We  know  that 
most  occupational  injuries  and  ill- 
nesses — just  like  most  preventable 
diseases  — occur  in  lower  socioeco- 
nomic groups,  and  Hispanics  occupy 
a large  proportion  of  lower  socio- 
economic groups  in  Texas.” 

The  shortage  of  health  and  hu- 
man services  in  certain  geographic 
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areas  with  large  Hispanic  popula- 
tions, such  as  the  Rio  Grande  Valley, 
also  hampers  disease  prevention  ef- 
forts, according  to  the  study. 

Among  the  study’s  recommenda- 
tions: 

• Provide  more  training  opportuni- 
ties for  people  to  become  occupa- 
tional safety  and  health  profes- 
sionals in  Texas. 

• Provide  a better  distribution  of 
professionals  and  services  to  the 

Rio  Grande  Valley. 

• Increase  the  quality  and 
content  of  the  occupa- 
tional health  curricula  in 
medical  and  nursing 
schools,  as  well  as  train- 
ing programs  in  related 
occupational  safety  and 
health  professions.  (See 
related  article  on  the  pre- 
vious page.) 

• Designate  a lead  agency 
to  coordinate  surveil- 
lance and  prevention  of 
occupational  injuries  and 
illnesses. 

• Support  and  expand  the 
Texas  Department  of 

Health’s  participation  in  the 
Sentinel  Event  Notification  Sys- 
tems for  Occupational  Risks 
(SENSOR),  a program  for  iden- 
tifying and  preventing  occupa- 
tional diseases. 

• Target  prevention  and  training 
programs  based  on  leading  caus- 
es of  death,  leading  types  of  in- 
juries and  illnesses,  and  high-risk 
workplaces  and  populations. 

• Encourage  employers  to  institute 
comprehensive  occupational  safe- 
ty and  health  programs. 
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Physicians  must  report 
elder  abuse 

Diana  L.  Fite,  MD 

Chair,  Committee  on  Sexual  Assault 
and  Domestic  Violence  Prevention, 

Harris  County  Medical  Society 

IT  IS  DIFFICULT  TO  IMAGINE 
that  between  1.5  million  and  2 
million  adults  aged  60  and  older 
are  abused  in  the  United  States  each 
year.  Unlike  spousal  or  partner  do- 
mestic violence,  elder  abuse  is  a re- 
portable crime.  Elder  abuse  can  be 
hard  for  physicians  to  recognize, 
however,  as  these  two  hypothetical 
cases  demonstrate. 

Case  1:  mother  and  son 

An  89-year-old  woman  arrives  at  the 
emergency  department  by  ambu- 
lance experiencing  agonal  respira- 
tions. Her  61-year-old  son  assures 
the  physician  that  his  mother,  weigh- 
ing 76  pounds,  had  been  eating  well 
and  was  moving  around  easily  the 
previous  day.  When  the  son  is  asked 
why  his  mother  is  so  thin,  he  re- 
sponds by  saying  he  is  also  thin  and 
that  he  knows  she  eats  well  because 
he  takes  care  of  her  himself.  She  dies 
within  the  hour. 

The  physician  and  nurses  could 
not  imagine  that  the  elderly  woman 
had  really  been  walking  and  eating 
recently,  but  they  give  the  son  the 
benefit  of  the  doubt.  After  all,  he  had 
actually  cared  for  his  mother  rather 
than  put  her  in  a nursing  home. 

Several  weeks  later,  the  son  is 
brought  to  the  emergency  room  with 
chest  pain.  It  turns  out  that  the  pain 
was  caused  by  cocaine  abuse,  and 
the  reason  he  had  kept  his  mother  at 
home  was  to  steal  her  Social  Securi- 
ty checks. 
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Guide  designed  to  educate  physicians  about  elderly  drivers 

A handbook  DEVELOPED  by  Texas  Medical  Association  and  the 
Texas  Department  of  Health  is  available  to  help  physicians  educate  their 
elderly  patients  about  safe  driving. 

Topics  covered  in  the  guide,  “The  Physician,  the  Older  Patient,  and  Driving 
Safety,”  include  determining  an  older  patient’s  ability  to  drive,  coordinating 
with  the  Department  of  Public  Safety  and  the  health  department’s  medical  advi- 
sory board,  developing  methods  to  test  older  drivers  for  license  renewal,  and 
understanding  the  psychological  effects  on  an  elderly  person  of  losing  a license. 
Physicians  can  call  (800)  252-8255  to  request  a copy  of  the  handbook. 


Case  2:  incompetent  caregiver 

A 73-year-old  woman  arrives  at  the 
emergency  department  by  ambu- 
lance with  a severely  swollen  left  leg 
in  a laterally  abducted  position.  Her 
19-year-old  caregiver,  who  is  bare- 
foot and  wearing  cutoffs  in  cold 
weather,  says  she  had  noticed  the 
swollen  leg  for  the  past  few  days. 
The  patient  screams  in  pain  when 
she  is  moved.  As  expected,  the 
femoral  neck  fracture  is  significant. 

The  caregiver  says  the  patient  had 
been  walking  and  sitting  up  without 
difficulty  despite  the  swollen  leg,  so 
she  had  not  been  concerned.  She  is 
employed  by  the  patient’s  son,  who 
lives  nearby  and  admits  he  has  not 
seen  his  mother  in  weeks. 

How  to  spot  abuse 

Elder  abuse  may  be  physical,  psy- 
chological, or  financial.  It  can  hap- 
pen at  the  hands  of  family  members 
or  professional  caregivers,  at  home 
or  in  institutions.  Because  they  fear 
being  left  alone  or  put  in  nursing 
homes,  some  alert  elders  choose  to 
remain  in  abusive  situations.  Many 
elderly  people  are  mentally  inca- 
pable of  complaining  appropriately 
even  if  they  do  not  fear  reprisals. 

If  an  elderly  patient  screams, 
“You’re  killing  me!”  during  an  ex- 
amination, how  does  a physician  de- 


termine if  the  patient  is  a victim  of 
abuse  or  is  senile  and  misinterpret- 
ing the  environment? 

Physicians  should  ask  routine 
questions  relating  to  elder  abuse  or 
neglect  during  patient  examinations, 
outside  of  the  presence  of  caregivers 
or  suspected  abusers.  Patients 
should  be  asked  if  they  have  ever 
been  hurt  at  home,  touched  without 
their  consent,  scolded  or  threatened, 
asked  to  sign  documents  they  didn’t 
understand,  or  made  to  do  things 
they  didn’t  want  to  do. 

Although  many  families  and  care- 
givers provide  safe  environments  for 
elderly  people,  physicians  must  re- 
member this  is  not  always  the  sce- 
nario and  be  alert  to  cases  of  abuse 
among  their  patients.  All  health-care 
professionals  who  are  in  contact 
with  older  patients  should  be  alerted 
to  this  growing  problem  and  be  pro- 
vided with  information  on  types  of 
elder  abuse,  victims’  rights,  and  local 
support  agencies  that  can  help.  Pro- 
fessional and  patient  education  is  the 
key  to  uncovering  and  stopping  el- 
der abuse.  ★ 
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MEETING  IS  A SUCCESSFUL 
MEETING. 


CONVENIENT  LOCATION,  COMFORTABLE 
ACCOMMODATIONS  AND  A FRIENDLY 
FLEXIBLE  STAFF,  MAKE  MEETINGS 
AT  THE  SHERATON  GRAND  HOTEL 
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TMA  library  offers 
CME  courses  in  electronic 
information  gathering 

IF  YOU  USE  A DESKTOP  COMPUTER 
in  your  practice,  you  already  own 
the  primary  tool  you  need  to  gain 
access  to  a vast  array  of  medical 
information. 

The  Texas  Medical  Association 
library  has  developed  a series  of 
courses  for  physicians  to  learn  how 
to  search  online  computer  databases 
for  journal  articles  and  other  medi- 
cal information.  Physicians  may 
earn  Category  I continuing  medical 
education  (CME)  credits  for  taking 
the  courses. 

“We  want  to  make  getting  informa- 
tion as  easy  as  possible,”  said  Miriam 
Blum,  the  CME  resource  librarian  who 
will  teach  the  courses.  “These  courses 
allow  physicians  to  succeed  in  their 
search  for  the  proverbial  needle  in  a 
haystack  of  the  world’s  medical  infor- 
mation resources.” 

The  three  courses,  scheduled  on 
Saturdays  this  summer  and  fall,  are: 

• Grateful  Med:  Computer  Access 
to  Information  — Designed  to 
encourage  health  professionals 
to  search  MEDEINE  using  a 
software  package  known  as 
Grateful  Med  and  its  document- 
order  component,  Loansome 
Doc,  the  course  provides  indi- 
vidualized instruction  and 
hands-on  training.  A step-by- 
step  workbook  with  useful  tips 
is  included  in  class  materials. 
Completion  of  the  course  earns 
4 hours  of  CME  credit.  Classes 
are  scheduled  for  June  19,  July 
1 7,  and  October  23. 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


• Basics  of  Searching  MEDLINE 
— An  introduction  to  basic 
MEDLINE  search  commands, 
this  course  teaches  physicians 
how  to  formulate  successful 
search  strategies.  Participants  be- 
come familiar  with  searching 
tools  and  the  controlled  vocabu- 
lary of  the  MEDLARS  system, 
giving  them  direct  access  to  more 
than  6 million  citations  in  the 
MEDLINE  database.  Completion 
of  this  course  earns  8 hours  of 
CME  credit.  The  class  is  sched- 
uled for  November  6. 

• Cancer  Information:  PDQ  (and 
More)  — This  course  explores 
cancer  information  resources  fea- 
turing PDQ,  the  National  Cancer 
Institute’s  databank  of  state-of- 
the-art  treatment  protocols  and 
ongoing  clinical  trials,  a directory 
of  oncology  researchers,  and 
links  to  cancer  literature.  Partici- 
pants also  will  learn  about  other 
cancer  resources  such  as  the 
Texas  Cancer  Data  Center,  Can- 
cerFax,  and  the  Core  Cancer  Li- 
brary. Completion  of  this  class 
earns  4 hours  of  CME  credit.  The 
class  is  scheduled  for  October  9. 

Class  size  is  limited,  and  preregis- 
tration is  required.  If  demand  is  high 
enough,  additional  classes  may  be 
added.  To  register  or  for  more  infor- 
mation, contact  Ms  Blum  at  (800) 
880-1300  or  (512)  370-1552. 

TMA  teleconference 
to  examine  ADA  issues 

TMA’s  Division  of  Public 
Health  and  Scientific  Affairs 
will  sponsor  a teleconference 
panel  discussion  of  patient  care  is- 
sues surrounding  the  Americans 
with  Disabilities  Act  (ADA)  on 


Wednesday,  June  30. 

The  interactive  discussion,  aimed 
at  primary  care  physicians,  will  be 
broadcast  over  Texas  Tech  Universi- 
ty’s MedNet  System  from  noon  to 
1:30  pm  CDT.  Panelists  Rebecca 
Clearman,  MD,  and  Jane  Matheson, 
JD,  will  provide  information  for  pri- 
vate practitioners  on  compliance 
with  ADA  regulations.  There  will 
also  be  a 30-minute  question-and- 
answer  period. 

For  more  information,  contact 
Judith  Livingston  at  (800)  880-1300 
or  (512)  370-1464. 

Museum  plans  folk 
medicine  exhibit 

Before  the  first  physicians 
arrived  in  Texas,  early  settlers 
and  Native  Americans  relied 
on  plants,  herbs,  and  folk  remedies 
passed  from  generation  to  genera- 
tion to  minister  to  the  sick. 

“Folk  Medicine  in  Texas,”  an  ex- 
hibit of  the  TMA  History  of 
Medicine  Museum,  examines  the 
history  and  culture  surrounding  how 
early  medicine  was  practiced. 

The  use  of  folk  medicine,  though 
supplanted  in  recent  decades  by  sci- 
entific medicine,  has  a long  and  rich 
history  and  is  still  practiced  among 
some  contemporary  cultures. 

The  exhibit  features  displays  on 
the  uses  of  plants  and  herbs,  early 
folk  medicine  practitioners,  health 
manuals  of  early  Texas,  artifacts  of 
Native  American  medicine,  folk  psy- 
chiatry, and  a special  exhibit  on  cu- 
randerismo  on  loan  from  The  Uni- 
versity of  Texas  Health  Science 
Center  in  San  Antonio. 

The  exhibit  will  be  on  display 
from  July  5 through  September  30. 
Viewing  hours  are  8:15  am  to  5:15 
pm  Monday  through  Friday  and  9 
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Continuous,  noninvasive  blood  pressure  monitor  developed 

Southwest  Research  Institute,  San  Antonio  — A new  technology  called  ar- 
terial tonometry  will  allow  constant,  noninvasive  monitoring  of  blood 
pressure  in  the  operating  room.  The  device,  scheduled  to  go  on  the  market  lat- 
er this  year,  calculates  blood  pressure  changes  in  the  electrical  resistance  of 
pressure  sensors  over  the  radial  artery.  This  allows  critical  care  monitoring  to 
be  done  continuously  and  directly,  rather  than  on  an  intermittent,  indirect  ba- 
sis that  may  not  be  timely  enough  to  pick  up  dramatic  changes  during  surgical 
procedures.  The  technology  for  the  device  was  developed  at  Southwest  Re- 
search Institute  and  is  being  marketed  by  a private  San  Antonio  firm.  Re- 
searchers also  are  developing  a portable  sensor  system  for  patients  to  wear  to 
monitor  blood  pressure  while  they  go  about  their  daily  routines. 

Researchers  develop  surgical  procedure  to  fashion  substitute  bladder 

Baylor  College  of  Medicine,  Houston  — An  improved  surgical  procedure 
that  substitutes  a part  of  the  intestine  for  the  bladder  may  help  bladder 
cancer  patients  return  to  more  active  lifestyles.  Continent  urinary  diversion, 
a procedure  that  channels  urine  naturally  into  a reservoir  made  from  the 
small  intestine,  prevents  the  need  for  an  external  bag,  according  to  Seth 
Lerner,  MD,  assistant  professor  of  urology.  Traditionally,  urologists  have 
used  an  ileal  conduit  that  drains  urine  to  a pouch  attached  outside  of  the 
skin.  With  continent  urinary  diversion,  the  patient  empties  the  reservoir 
through  a catheter.  Researchers  say  the  new  method  also  reduces  the  risk  of 
kidney  stones  and  urinary  tract  infections. 

Study  examines  the  effects  of  alcohol  on  brain  chemistry 

The  University  of  Texas,  Austin  — A research  project  at  the  College  of 
Pharmacy  is  trying  to  pinpoint  the  mechanisms  by  which  alcohol  affects 
the  brain.  The  5-year  study  will  focus  on  the  inhibition  of  learning  caused  by 
a suppression  of  the  excitatory  amino  acid  glutamate.  According  to  Reuben 
Gonzales,  PhD,  a UT  biomedical  researcher,  glutamate  is  a factor  in  alco- 
hol’s tendency  to  cause  memory  lapse  and  may  even  be  a cause  of  brain 
damage  in  long-term  alcohol  abuse.  He  is  working  on  the  hypothesis  that 
glutamate  is  the  link  between  the  neurochemical  effects  of  alcohol  and  the 
inhibition  of  memory  and  learning.  The  researcher  hopes  to  eventually  de- 
velop a glutamate-based  substance  capable  of  offsetting  the  short-  and  long- 
term effects  of  alcohol  on  the  brain. 

Link  between  substance  abuse  and  inheritance  strengthened 

The  University  of  Texas  Health  Science  Center,  San  Antonio  — The  link 
between  substance  abuse  and  inheritance  has  been  bolstered  by  a re- 
search study  funded  by  the  National  Institute  on  Drug  Abuse  and  conducted 
in  San  Antonio  and  Los  Angeles.  Teams  from  UTHSC-SA  and  the  University 
of  California,  Los  Angeles,  analyzed  data  from  tissue  and  blood  samples  of 
2,189  subjects  screened  for  two  genetic  patterns  initially  linked  to  a severe 
form  of  alcoholism.  A positive  relationship  was  found  between  these  pat- 
terns and  people  diagnosed  with  severe  alcoholism  and  abuse  of  multiple 
substances.  Researchers  found  a statistically  significant  relationship  between 
severe  forms  of  multiple  drug  use  and  the  presence  of  genetic  patterns.  They 
hope  to  determine  the  outward  expressions  of  the  malady  in  order  to  help 
individuals  understand  their  vulnerability  to  the  disease.  Results  of  the  study 
were  published  in  the  March  issue  of  Trends  in  Neuroscience. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  Section,  401  W 15th  St,  Austin,  TX  78701. 


Science  and  Education 


am  to  1 pm  Saturdays  in  the  first 
floor  foyer  of  the  TMA  building  at 
401  W 15th  St  in  Austin.  The  build- 
ing is  closed  on  some  holidays. 

For  more  information,  contact 
Patty  Mullins,  museum  exhibit  coor- 
dinator, at  (800)  880-1300  or  (512) 
370-1543. 


Symposium  on  genetics  in 
primary  care  rescheduled 
for  August 

A Practical  Approach 
to  Incorporating  Genetics  Into 
Primary  Health  Care,”  a TMA- 
spcnsored  symposium,  has  been 
rescheduled  for  August  27  in  Austin. 
The  session  will  provide  physicians 
with  current  information  on  genetics 
and  genome  research  relevant  to  daily 
medical  practice. 

Cosponsored  by  the  Texas  Genet- 
ics Network  and  the  Texas  Genetics 
Society,  the  program  will  examine 
issues  surrounding  common  genetic 
diseases  in  children  and  adults,  such 
as  cancer  and  heart  disease,  which 
may  soon  be  identifiable  through  ge- 
netic technology.  The  symposium 
also  will  review  current  gene  therapy 
treatments. 

Registration  materials  were 
mailed  to  primary  care  physicians 
across  the  state  in  April.  The  pro- 
gram was  moved  from  its  original 
date  in  June.  For  more  information, 
contact  Judith  Livingston,  TMA  co- 
ordinator of  scientific  affairs  and 
disease  prevention,  at  (800)  880- 
1300  or  (512)  370-1464.  ★ 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


®c  0002-951  !W1 

10  ml  HI-1510 
$ per  mL 
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Humulin  ® 

human  insulin 
[ recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 

♦Humulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin] ) . 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 
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Betty  Anne  Halpern,  MD,  educates  Houston  radio  listeners  while  KLOL  disc  jockeys  Jim  Pruett 
(left)  and  Mark  Stevens  anticipate  their  chance  to  inject  humor. 


Betty  Anne  Halpern,  MD 

Disc  jockey  doctor  speaks  truth  over  airwaves 

By  Bf.th  Graddy 
Assistartt  Editor 


ONE  MORNING  IN  198  5, 
Betty  Anne  Halpern,  MD, 
was  driving  to  the  office, 
fiddling  with  the  radio  dial  in 
search  of  a station  that  would 
wake  her  up,  when  she  came  across 
Mark  Stevens  and  Jim  Pruett,  disc 
jockeys  at  Houston’s  KLOL. 

“Their  show  is  considered  part  of 
the  shock  jock  genre,”  Dr  Halpern 
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explained.  “High  sexual  content,  in- 
nuendo — sometimes  it’s  not  even 
innuendo.  I found  that  that  woke  me 
up  very  well,  thank  you  very  much.” 

Stevens  and  Pruett  began  every 
morning  with  a contest  called  the 
joke-off,  in  which  people  called  in 
with  two  jokes,  then  other  listeners 
called  in  to  vote  on  which  was  best. 
Often  the  jokes  were  funny,  hut  one 
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morning  one  of  the  jokes  wasn’t. 
The  two  disc  jockeys  were  reading  a 
USA  Today  article  titled  “Women  at 
risk  for  AIDS  should  be  screened,” 
and  they  couldn’t  think  of  any  risk 
factors  a woman  might  have  — un- 
less she  was  a Haitian  prostitute. 

“Raucous  laughter,”  Dr  Halpern 
said.  “Cut  to  the  news.” 

Their  ignorance,  as  well  as  their 
attitudes,  didn’t  sit  well  with  the 
Houston  internist,  who  had  diag- 
nosed several  women  with  AIDS 
that  week. 

She  says  this  show  was  not  like 
those  ask-the-doctor  spots  on  the 
AM  stations,  in  which  people  call  up 
and  ask  questions  such  as,  “Gee,  my 
HDL  went  from  46  to  47  — what 
does  that  mean?”  Dr  Halpern  be- 
lieves that  anyone  watching  his  or 
her  cholesterol  levels  that  closely  al- 
ready has  good  access  to  basic 
information,  unlike  many  KLOL  lis- 
teners, who  would  benefit  from  re- 
sponsible health  education  dissemi- 
nated over  the  airwaves. 

“Many  of  the  people  who  called 
in  to  the  KLOL  show  appeared  to  be 
either  very  high-risk  behavior  people 
who  needed  tremendous  amounts  of 
information  or  people  who  would 
benefit  from  at  least  a little  hit  of  in- 
formation,” Dr  Halpern  said. 

By  the  time  she  reached  the 
Kelsey  Seybold  Clinic  where  she 
worked,  she  was  riled  up  enough  to 
call  KLOL  and  give  them  a piece  of 
her  medical  mind. 

“She  called  and  said,  i like  what 
you’re  trying  to  do,  but  you’re  not 
doing  it  right,’”  recalled  Brian 
Shannon,  producer  of  the  morning 
show.  When  Dr  Halpern  explained 
that  she  was  a physician  and  could 
think  of  a number  of  factors  that 
would  make  women  at  risk  for 
AIDS,  Mark  Stevens  asked  to  put 
her  on  the  air. 
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“I  listed  everything  that  I could 
think  of  in  graphic  detail,  right 
down  to  anal  intercourse,”  she  re- 
membered. “That  went  over  the  air, 
and  I can  get  away  with  it  when 
they  can’t.  So  they  loved  that.” 

In  fact,  they  loved  it  enough  to 
remember  her  the  next  time 
she  called,  enough  to  say 
yes  to  her  suggestion  of  a 
regular  show. 

Since  then,  according  to 
Mr  Shannon,  KLOL  has 
expanded  its  doctor  call-in 
format  to  include  four 
physicians.  The  station  was 
probably  headed  toward 
more  medical  information 
shows,  he  adds,  hut  Dr 
Halpern  sped  up  the  pro- 
cess: “I’m  sure  she  had  a 
lot  to  do  with  it.” 

“I  have  a lot  of  Walter  Mitty 
ideas,”  Dr  Halpern  said,  “and  a lot 
of  them  actually  happen.” 

Playing  the  straight  man  serves 
her  purpose 

Now  Dr  Halpern  appears  on  the  ra- 
dio once  every  other  week,  in  the 
time  slot  between  9 and  10  am. 
“They  call  it  their  Sex  Survey 
Hour,”  she  said,  laughing.  “In  other 
words,  the  kids  are  in  school  . . . .” 

For  her  first  show,  she  talked 
about  vaginal  lubricants.  She  chose 
the  topic  in  response  to  a gynecologist 
on  the  show  whom  she  thought  mis- 
handled a call  from  a woman  with 
vaginal  dryness.  “The  gynecologist’s 
response  was,  'Oh,  you  just  need 
more  foreplay,”’  she  recalled.  “It’s  a 
lot  more  complicated  than  that.” 

Dr  Halpern  followed  an  explana- 
tion of  the  problem’s  causes  with  an 
overview  of  new  products  that  alle- 
viate it,  and  her  approach  was  cre- 
ative. “I  said,  'You’ve  heard  of  a 
wine-tasting.  Today  we  are  sampling 


vaginal  lubricants,’  and  I demon- 
strated 10  different  products  and 
made  these  guys  — which  is  where 
the  fun  part  was  — judge  them  on 
the  same  things  you  judge  a wine 
on:  bouquet,  quality,  clarity,  taste.” 

Taste ? 

“I  had  these  guys  eating 
vaginal  jelly,”  Dr  Halpern 
recalled,  laughing.  “During 
the  show,  I talked  about 
heterosexual  AIDS  statis- 
tics. I brought  in  some  in- 
formation, which  I passed 
to  one  of  them  to  read,  and 
was  able  to  get  across  good 
information  doing  that.” 

Because  Dr  Halpern  had 
no  background  in  commu- 
nications, it  took  about  a 
year  for  her  to  learn  the  ins 
and  outs  of  a radio  show, 
particularly  the  technical  side. 

“It  was  very  confusing  to  figure 
out  who  was  on  and  who  was  not 
on  and  what  was  taped  and  what 
was  live,  and  you  couldn’t  reference 
off  a call  that  you  had  just  done  be- 
cause it  hadn’t  been  on  the  air  yet,” 
she  explained. 

According  to  Mr  Shannon,  Dr 
Halpern  succeeded  at  figuring  it  all 
out.  “Betty  holds  her  own  very  well 
with  Stevens  and  Pruett.” 

“They’ve  worked  together  for  so 
long  that  they  know  each  other’s 
routine,  sort  of  like  Carson  and  Ed 
McMahon,”  Dr  Halpern  ex- 
plained, adding  that  she  ends 
up  being  the  straight  man  — and 
prefers  it  that  way.  She  would 
rather  write  down  her  funny  lines 
and  pass  them  to  her  counterparts 
than  lose  her  credibility. 

“Their  first  and  foremost  interest 
is  entertainment  and  ratings,  that 
kind  of  thing,”  she  said.  “It’s  not  my 
agenda,  but  our  agendas  can  over- 
lap. It  serves  their  purpose  as  enter- 


tainment, and  it  serves  my  purpose 
as  education.” 

Beverly  Hills  90210  to  Houston  77030 

Still,  any  doctor  who  dreamed  up 
using  a helium  tank  during  a radio 
show  to  blow  up  condoms  like  bal- 
loons and  to  make  the  disc  jockeys 
talk  funny  has  a show  biz  streak  in 
her  somewhere.  Finding  a celehrity- 
like  ease  in  Dr  Halpern  is  not  sur- 
prising, considering  the  fact  that  she 
grew  up  in  Beverly  Hills  and  found 
Texas  “a  major  culture  shock.” 

She  recalls  one  morning  when  her 
10-year-old  son,  dressed  “very 
cool,”  came  in  to  kiss  her  good-bye 
before  he  went  to  school.  “I  told 
him  he  looked  like  he  could  be  on 
that  TV  series  'Beverly  Hills, 
90210,’  and  I said,  ‘By  the  way,  did 
you  know  that  was  my  zip  code?”’ 

He  stopped  in  his  tracks  and 
said,  “Whooooa,  cool,  wait’ll  I tell 
all  the  guys!” 

“No,  honey,”  Dr  Halpern  said, 
“don’t  tell  anybody  that.” 

“Whyyyyy?”  he  asked. 

“'Cause  they’ll  think  your  mom- 
my’s spoiled  and  rich,”  she  ex- 
plained. 

He  looked  at  her,  shook  his  head, 
then  said,  “Nah,  you’re  not  rich.” 

But  when  it  comes  to  being  a doc- 
tor, she  is  a blue  blood  of  sorts.  Her 
parents  were  doctors  and  so  were 
both  her  maternal  grandparents. 
“I’m  a third  generation  female  doc- 
tor,” she  added,  and  her  8-year-old 
daughter  would  like  to  become  the 
fourth  female  doctor  down  the  line. 

Her  children  are  part  of  the  rea- 
son Dr  Halpern  feels  strongly 
enough  about  education  to  go  on 
the  radio  and  discuss  AIDS  and 
chlamydia,  not  to  mention  the  rela- 
tive merits  of  various  condoms.  “I’d 
like  to  be  a grandma  one  day,”  she 
explained,  “and  I’m  a realist.” 


“I’D 

LIKE 

TO 

BE  A 

GRANDMA 

ONE 

DAY, 

AND  I’M 

A REA 

LIST.” 
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Advice  for  other  MDs  dealing 
with  the  media 

Dr  Halpern  says  working  with  the 
media  isn’t  always  easy,  but  it’s  chal- 
lenging — and  fun.  Before  you  do  it, 
she  offers  some  words  to  the  wise. 

“Define  in  your  own  mind  your 
goals  and  motives  for  an  interview, 
article,  or  whatever,”  she  advised. 
“Decide  the  best  way  to  meet  and 
approach  those  goals.  Don’t  sell  out 
your  own  opinions  or  be  led  into 
misrepresenting  your  views.” 

She  says  physicians  should  think 
about  the  best  type  of  medium  for 
their  particular  communication 
strengths:  “Some  people  should  stick 
to  writing  and  review  it  carefully, 
while  others  may  be  facile  verbally.” 

Above  all,  don’t  be  afraid  to  dis- 
agree. “This  was  hard  for  me,”  she 
explained,  “but  it  makes  the  public 
more  interested  in  the  content.” 

And,  of  course,  practice.  “If  the 
medium  is  radio,  it  helps  to  listen  to 
tapes  afterward.  If  it  is  television, 
record  a video. 

“This  advice  is  all  self-taught,” 
she  added.  “Experience  is  the  best 
teacher  of  all.”  ★ 


We  don’t 

leap  tall  buildings. 


In  today’s  complex  health  care 
environment,  intuition,  seat-of-the- 
pants  hunches,  sheer  determina- 
tion and  hard  work  can  pay  off. 
But  the  chances  of  that  happening 
without  outside,  independent 
financial  advice  are  not  as  great  as 
they  used  to  be. 

Reporting  requirements,  govern- 
ment regulations,  insurance  reim- 
bursement and  tax  planning  have 
become  so  highly  technical  that 
most  health  care  businesses  find  it 
difficult  to  maintain  suitable  exper- 
tise in-house  on  a wide  variety  of 
billing  issues. 

We  believe  these  complicated 
economic  times  demand  the  inde- 
pendent opinions  and  financial 
assessments  of  certified  public 
accountants  with  specific  training 
and  experience  in  health  care 
issues  such  as  CPT  and  ICD-9 
coding  and  Medicare  regulations. 

Our  firm  is  locally  owned.  Our 
clients  receive  our  personal  atten- 


tion. We  are  a team  of  men  and 
women  acknowledged  as  profes- 
sionals having  met  rigorous  edu- 
cational and  testing  standards.  State 
laws  recognize  that  only  certified 
public  accountants  are  qualified  to 
perform  a full  range  of  accounting 
services.  We  are  the  only  CPA 
firm  endorsed  by  the  Texas 
Medical  Association. 

We  provide  a full  range  of 
services:  CPT  coding  assistance, 
Medicare  compliance,  tax  and 
estate  planning  for  physicians, 
insurance  reimbursement  issues, 
analysis  of  managed  care  contracts, 
practice  evaluations,  analysis  of  fee 
schedules,  work  flow  studies,  prac- 
tice valuations,  systems  analysis 
and  financial  procedures,  cash 
flow  and  cost  control. 

Only  a recognized  team  of 
health  care  certified  public  accoun- 
tants with  specific  health  care 
experience  and  training  can  give 
you  all  these  services. 

We  don't  leap  tall  buildings.  We 
emphasize  planning.  We  empha- 
size structuring.  We  emphasize 
understanding. 

And  if'  a physician  feels  like  we 
have  performed  feats  like  super- 
man, it  just  means  we  have  given 
what  a team  of  certified  public 
accountants  and  health  care  con- 
sultants from  our  firm  can  give. 


Pictured  from  left:  Reed  Tinsley, 

Laura  Stephens,  Mickey  O’Neal,  Jim  Haskins, 
Charlie  Haynes,  Tom  McGuinness 


Haynes  Oneal 

CERTIFIED  PUBLIC  ACCOUNTANTS 
& MANAGEMENT  CONSULTANTS 
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Nearly  half  of  all  heart  attack  victims 
are  born  under  this  sign. 

Heart  attack  is  by  far  the  biggest  killer  of  American  women,  claiming  nearly 
250,000  lives  each  year.  But  there  is  hope.  Thanks  to  AHA-supported  research 
and  educational  efforts,  millions  of  women  have  learned  how  to  reduce  their  risk. 
And  you  can,  too,  by  calling  or  writing  your  nearest  American  Heart  Association. 


American  Heart 
Association 


This  space  provided  as  a public  service. 


Peggy  Sued 


But  We  Won. 


Professional  Liability 
Coverage 
(800)  899-2356 


I NSURANCE 
CORPORATION 
OF  AMERICA 

Defending  Defensible  Doctors 

4295  San  Felipe,  Houston,  TX  77027 


TEXAS  MEDICINE  FEATURE 

Can  a 

CONSULTANT 
HELP  YOUR 


PRACTICE 


CHART  A 

BETTER 

COURSE? 


B Y 


Mark 


Richardson, 


Associate 


Editor 


IT’S  MONDAY  MORNING, 

and  you  are  going  through  the  stack  of  paper  on  your 
desk  before  you  start  seeing  the  day’s  patients.  Among 
the  items  you  find: 

• A report  revealing  that  more  than  half  of  your  re- 
ceivables are  6 months  past  due. 

• A chart  showing  that  while  you  saw  significantly 
more  patients  last  year  under  your  new  managed 
care  contract,  your  gross  income  dropped. 

• Messages  from  several  patients  angry  about  the 
amount  of  time  they  had  to  wait  for  appointments. 

• A note  from  your  office  manager  asking  permission  to 
hire  another  receptionist,  the  third  one  in  8 months. 

• A statement  from  your  broker  showing  that  your 
portfolio  took  a beating  in  the  market  last  quarter. 

You  sigh,  shake  your  head,  and  set  about  dealing  with 
the  difficulties,  one  by  one.  Life  would  be  so  much  easier, 
you  think,  if  these  problems  would  just  stay  solved. 


Nothing  is  going  to 
keep  you  from  having  to 
deal  with  the  everyday 
headaches  of  running  a medical 
practice  — they  come  with  the  terri- 
tory. But  if  the  same  hassles  keep 
showing  up  on  your  desk  time  after 
time,  you  may  be  on  course  for  big- 
ger hassles  and  eventual  burnout. 

Whether  your  practice  is  just 
starting  out  or  is  well-established, 
large  or  small,  urban  or  rural,  you 
probably  could  benefit  from  a sec- 
ond opinion  on  how  to  solve  partic- 
ular troubles.  And  it  may  be  smart 
to  call  in  a professional  consultant 
to  analyze  your  entire  practice. 

Howard  Rochestie,  a partner  in 
Mercer  Consulting,  a California- 
based  firm  specializing  in  compre- 
hensive strategic  planning  for  medi- 


cal practices,  says  highly  trained 
professionals  such  as  physicians  may 
stand  to  benefit  more  than  others 
from  hiring  outside  experts. 

“Look  at  the  greatest  leaders, 
athletes,  anybodies  — from  the  pres- 
ident on  down  — and  every  one  of 
them  has  a coach,”  he  said.  “People 
such  as  physicians,  who  have  a great 
deal  of  expertise  and  talent  in  their 
chosen  fields,  still  need  coaching  and 
direction  to  get  the  most  out  of  their 
careers  and  lives.” 

Mr  Rochestie  is  one  of  several  ex- 
perts, including  professional  consul- 
tants, medical  society  executives,  and 
physicians,  that  Texas  Medicine  con- 
sulted for  this  article.  Our  purpose 
was  twofold:  first,  to  help  you  decide 
if  it’s  time  to  consider  a consultant 
for  your  practice  and,  second,  to  of- 


fer some  guidance  in  finding  one 
who’s  right  for  you  or  your  group. 

Whether  or  not  you  choose  to 
hire  a consultant  may  depend  on 
how  confident  you  are  in  your  busi- 
ness sense,  as  well  as  how  much 
time  you  are  willing  to  spend  on 
such  matters. 

The  level  of  business  smarts 
varies  widely  among  physicians,  says 
George  Conomikes,  president  of 
Conomikes  and  Associates,  a Los 
Angeles  firm  that  consults  national- 
ly. “We  see  this  in  the  workshops  we 
run  for  doctors  who  are  just  coming 
out  of  residency,”  he  said.  “I  find 
that  experience  levels  range  all  the 
way  from  very  naive  to  very  sophis- 
ticated. Some  people  who  come  to 
these  workshops  have  what  you  call 
‘business  savvy,’  but  we  see  others 
who  seem  to  have  come  out  of  the 
Ice  Age  as  far  as  business  matters 
are  concerned.” 

The  consultants  and  others  we 
talked  with  agree  that  many  physi- 
cians wait  until  a small  problem  has 
become  a full-blown  crisis  before  they 
seek  outside  help.  Mr  Rochestie  calls 
it  the  “Someday  I’ll  . . .”  syndrome. 

“Physicians  know  they  can  edu- 
cate themselves  quickly  on  just 
about  any  subject,”  he  said.  “But 
occasionally  they  find  themselves 
out  of  their  element  in  some  of  the  ji 
business  aspects  of  their  practices, 
and  then  they  can  get  into  trouble.” 

Is  there  a consultant 
in  the  house ? 

There  is  certainly  no  shortage 
of  medical  practice  consultants  eager 
to  do  business  with  you.  Generally 
they  are  defined  by  the  type  and 
scope  of  services  they  offer  and  the 
method  by  which  they  are  paid. 

Many  consultants  offer  help 
within  relatively  narrow  fields:  ac- 
counting, investments,  legal  issues, 
billing,  computers,  office  manage- 
ment, staffing,  and  so  on.  A consul- 
tant who  specializes  in  a particular 
field  can  help  shore  up  a part  of 
your  practice  that  has  begun  to  sag 
or  help  you  reach  a short-term  goal. 
You  probably  already  deal  with  sev- 


“I  believe 
we  all  have  a 
vision  of  where 
we  want  to 
be  in  our  lives 
and  our  careers. 
To  achieve  that, 
we  need  to  be 
able  to  see  the 
big  picture.  ” 


eral  specialized  consultants  such  as 
your  banker,  accountant,  attorney, 
or  stockbroker. 

Others,  usually  known  as  prac- 
tice management  or  strategic-plan- 
ning consultants,  take  a more  com- 
prehensive approach,  analyzing  all 
aspects  of  your  practice  and  how 
each  one  affects  the  others.  The 
strategic  approach  takes  more  time 
and  costs  more  but  has  a potentially 
bigger  payoff. 

“I  believe  we  all  have  a vision  of 
where  we  want  to  be  in  our  lives 
and  our  careers.  To  achieve  that,  we 
need  to  be  able  to  see  the  big  pic- 
ture,” said  Mr  Rochestie.  “You 
could  meet  with  your  accountant 
and  come  up  with  a great  program 
to  reduce  your  taxes.  But  then  you 
find  out,  yeah,  you’ve  reduced  your 
taxes,  but  your  revenue  dropped, 
too.  You  have  to  be  careful  not  to 
let  the  tail  wag  the  dog.” 

Having  many  different  consultants 
is  another  potential  pitfall,  he  says. 

“Your  attorneys  tell  you  one 
thing,  your  accountant  tells  you 
something  else,  you  bring  in  a man- 
agement consultant  who  tells  you 
something  else,  your  pension  adviser 
says  this,  your  marriage  counselor 
says  that,  and  you  are  left  to  try  and 
fit  it  all  together.” 

You  can  set  up  several  different 
kinds  of  working  arrangements  with 
a consultant.  You  may  choose  to 
hire  an  outside  expert  on  a one-time 
basis  to  work  on  a single  issue,  or 
you  may  ask  a consultant  to  analyze 
the  entire  practice  and  suggest  major 


changes.  You  also  may  decide  to  pay 
a consultant  a retainer  and  establish 
an  ongoing  relationship. 

To  fee  or  not  to  fee? 

It  IS  IMPORTANT  to  understand 
how  consultants  make  their  money. 
Some  work  strictly  on  a fee-for-ser- 
vice  basis,  while  others  are  paid  by 
commission  for  selling  you  a prod- 
uct or  service.  Experts  strongly  ad- 
vise sticking  with  a fee-for-service 
arrangement. 

“I  would  be  very  suspicious  of 
anybody  who  has  a specific  comput- 
er system,  bookkeeping  system, 
financial  instrument,  and  so  on  to 
sell  you,”  said  Mr  Conomikes. 
“Their  ‘best  advice’  is  almost  always 
going  to  be  to  buy  whatever  it  is 
they  have  to  sell.  Ask  very  early  on 
if  any  commissions  are  involved.” 

Consulting  costs  vary  widely,  but 
fees  are  generally  based  on  which  ser- 
vices are  performed,  the  size  of  the 
practice,  scope  of  the  problems,  and 
time  it  takes  to  solve  them.  Consul- 
tants may  charge  a flat  fee,  hourly  or 
daily  fee,  or  a combination  of  fees. 
As  previously  noted,  be  wary  of  the 
hidden  cost  of  commissions. 

According  to  the  Society  of  Profes- 
sional Business  Consultants  in  Wil- 
lowbrook.  111,  medical  practice  consul- 
tants’ hourly  fees  fall  slightly  below 
those  of  other  business  professionals 
such  as  attorneys  and  accountants, 
but  they  generally  charge  what  the 
market  will  bear.  Be  prepared  to  do 
some  negotiating,  and  establish  fees  in 


THE  CONSULTING  PROCESS 


What  can  you  expect  when  a consultant  shows  up  to  work  at  your  office ? Though  each  firm  has  its  own 


1 Information 

GATHERING: 
Often  called  the  pa- 
perwork phase, 
O consultant  gathers 
facts,  figures,  and  statistics  about 
your  practice.  Consultant  may 
have  you  and  your  staff  fill  out 
questionnaires. 


2  Physician  and 

STAFF  INTERVIEWS: 
Consultant  conducts 
confidential  in-depth 
0 interviews  with  each 
physician  and  staff  member,  and  also 
some  open  group  sessions,  to  under- 
stand the  role  each  person  plays  and  to 
identify  problems. 


3  Observation: 

Consultant  spends 
some  time  walking 
around,  asking  more 
0 questions,  and  watch- 
ing how  people  and  systems  work 
(or  don’t  work)  to  further  define 
problems  and  needs. 
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writing  before  any  work  is  done. 

Experts  suggest  that  you  do  a sim- 
ple cost-benefit  analysis  if  you’re  con- 
sidering hiring  a consultant  to  resolve 
a financial  problem  in  your  practice. 
It  would  make  little  sense,  for  exam- 
ple, to  pay  $10,000  in  consulting  fees 
to  gain  $7,500  in  income. 

But  keep  in  mind  that  much  of 
what  a consultant  can  do  for  you  is 
not  necessarily  measured  in  short- 
term dollars  and  cents.  Long-term 
benefits  such  as  enhanced  employee 
morale  and  stability,  improved  pa- 
tient satisfaction,  a lower  risk  of  lia- 
bility suits,  and,  overall,  fewer 
headaches  for  you  can  far  outweigh 
the  immediate  paybacks. 

When  to  say  when 

Few  DOCTORS  went  through  their 
long  years  of  training  with  the  inten- 
tion of  worrying  about  things  like 
billing  codes  or  balance  sheets.  Their 
primary  focus,  and  rightly  so,  is  on 
their  patients. 

But  at  one  time  or  another,  al- 
most every  physician  faced  with  a 
frustrating  problem  will  utter,  “I’m  a 
doctor,  not  a business  executive.” 
Moments  like  that  may  lead  you  to 
ask  yourself  if  it’s  time  to  call  in  a 
consultant. 

If  your  practice  is  experiencing  a 
chronic  business  or  management 
problem,  and  particularly  if  partners 
disagree  on  how  to  solve  it,  then  the 
answer  is  likely  yes.  Some  other  situ- 
ations in  which  consultants  may  be 
helpful  include: 


• When  the  performance  of  your 
practice  falls  below  projections  or 
expectations,  or  seems  to  be 
headed  for  a problem. 

• When  you  reach  a turning  point 
in  the  practice,  such  as  adding  or 
losing  a partner,  changing  loca- 
tions, entering  into  a managed 
care  contract,  or  embarking  on  a 
new  marketing  strategy. 

• When  you  are  incorporating  or 
setting  up  other  financial  strate- 
gies, such  as  pensions  or  profit- 
sharing  plans. 

• When  you  are  faced  with  a set  of 
new  or  revised  regulations  or 
billing  codes. 

• When  any  problem  you  thought 
was  solved  has  become  a recur- 
ring situation. 

However,  many  consultants  sug- 
gest that  the  best  time  to  call  them  is 
when  things  appear  to  be  sailing 
along  smoothly. 

“Taking  a look  at  the  long  term  is 
very  important,”  said  Mr  Conomikes. 
UA  major  area  for  us  — and  others  — 
is  long-run  planning,  which  is  trying 
to  figure  out  where  a practice  should 
be  going  in  the  next  3 to  5 years. 
Should  it  expand?  Should  it  have 
satellite  offices?  Should  it  start  to  offer 
new  types  of  services?” 

In  fact,  many  of  the  experts  we 
interviewed  say  the  optimum  time 
physicians  should  consult  outside 


“Everybody 
seems  to  react 
the  same  way: 

‘ If  I'd  just 
been  into  this 
1 0 years  ago, 
I’d  be  so 
much  further 
ahead  now. 


STEP 


B Y - S T E P 


approach,  our  experts  agree  that  most  consultants  should  go  through  six  basic  steps  in  analyzing  your  practice. 


4 A N a L y s i s : 

Consultant  evaluates 
the  information 
gathered  from  steps 
# 1 through  3 and 
identifies  areas  of  the  practice  where 
changes  may  be  needed. 


Report: 
The  payoff.  Consul- 
tant delivers  recom- 
mendations, some- 
# times  verbally,  but 
usually  in  a written  report  that  be- 
comes a working  plan  for  the 
practice. 


6 Follow-up: 

Consultant  should 
schedule  visits  to  check 
on  the  progress  of  your 
• practice  and  to  provide 
training  on  any  new  systems  put  in 
place.  Consultant  should  be  readily 
available  by  telephone  to  assist  physi- 
cians and  staff. 
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experts  is  at  the  beginning  of  their 
careers,  when  they  are  )ust  starting 
their  practices. 

“When  you  are  finishing  your 
training,  you  have  to  start  thinking 
about  what  it  is  you  are  going  to  do. 
That’s  the  time  to  develop  a plan,” 
said  Robert  Thumwood,  MD,  a 
Houston  family  practitioner.  “Every- 
body seems  to  react  the  same  way:  ‘If 
I’d  just  been  into  this  10  years  ago,  I’d 
be  so  much  further  ahead  now.’” 

Who  ya  gonna  call ? 

Many  resources  are  available  to 
help  you  find  a consulting  firm  or  in- 
dividual that’s  right  for  you,  includ- 
ing medical  societies,  professional 
consulting  associations,  and  other 
specialists  such  as  your  accountant 
or  attorney.  Most  experts,  however, 
say  the  best  way  to  find  a good  con- 
sultant is  by  asking  physician  col- 
leagues about  those  with  whom  they 
have  worked. 

“We  get  the  majority  of  our  busi- 
ness through  word  of  mouth,”  said 
Mr  Conomikes.  “When  it  comes 
down  to  it,  if  our  clients  don’t  have 
good  things  to  say  about  us,  we 
don’t  get  hired  by  others.” 

If  you  are  a specialist,  talk  with 
other  physicians  in  your  specialty. 
Consultants  who  worked  wonders 
for  a pediatrician’s  practice  may  be 
completely  out  of  their  element  in  a 
surgeon’s  office. 

Ask  your  colleagues  to  describe 
the  process  by  which  the  consultants 
analyzed  their  problems.  Were  they 
comfortable  working  with  them? 
Were  the  consultants  thorough?  Did 
the  process  disrupt  the  practice? 
How  clearly  did  the  consultants 
communicate  their  findings  and  rec- 
ommendations? And,  most  impor- 
tantly, are  your  colleagues  happy 
with  the  results? 

The  Texas  Medical  Association 
and  your  county  medical  society  are 
other  good  resources  for  finding  a 
consultant.  TMA  endorses  consult- 
ing firms  in  several  disciplines.  (See 
box  on  p 38.)  Few  county  medical 
societies  endorse  consultants,  but 
most  are  able  to  help  members 
through  the  process  of  choosing  one. 


PHYSICIANS  SAY 
CONSULTANTS 
DO  MORE  THAN  JUST 
SOLVE  PROBLEMS 

ASK  A CAR  SALESMAN  if  you  need  a new  car,  and  you  can  bet  that 
the  answer  will  be  a resounding  yes.  So  we  weren’t  surprised  when 
the  practice  management  consultants  we  talked  with  had  some  pretty 
strong  opinions  about  how  helpful  they  could  be  to  a physician’s  practice. 

To  get  some  more  objective  opinions,  we  decided  to  take  the  same  advice 
we  give  elsewhere  in  this  article:  we  checked  references. 

We  didn’t  expect  the  two  firms  we  asked,  Conomikes  Associates  and  Mer- 
cer Consulting,  to  give  us  the  names  of  unhappy  customers,  so  we  weren’t 
surprised  to  hear  positive  comments  from  physicians  about  their  experiences. 

But  in  talking  with  physicians  who  had  worked  with  these  practice  manage- 
ment consultants,  we  heard  another  message  coming  through:  Not  only  had  the 
process  resolved  specific  problems  they  were  having  and  improved  the  business 
side  of  their  practices,  but  it  also  had  helped  them  practice  better  medicine. 

Robert  Thumwood,  MD,  a Houston  family  practitioner  who  had 
worked  with  another  consultant  before  hiring  Mercer,  said,  “The  first  con- 
sulting program  I was  involved  with  was  very  intense  and  very  disciplined, 
and  it  really  opened  my  eyes  to  a lot  of  things  that  were  going  by  that  I was 
not  even  aware  of. 

“However,  it  got  quite  tiring  after  a while,”  he  said.  “When  I began  work- 
ing with  Mercer,  they  made  it  clear  that  we’re  all  in  this  together.  We  should 
be  enjoying  our  professions.  There  is  a way  to  still  have  control  but  not  be  a 
victim  of  stress.” 

David  Green,  MD,  a San  Antonio  hand  surgeon,  had  his  first  experience 
with  Conomikes  while  on  staff  at  a medical  school.  “We  had  a very 
inefficient  system  of  seeing  patients  in  the  referral  clinic  there,”  he  said.  “I 
went  to  my  first  Conomikes  course  while  I was  still  at  the  medical  school, 
and  when  I came  back,  I was  very  frustrated  because  I could  not  implement 
any  of  the  changes  I had  learned  about  to  make  it  run  more  efficiently.” 

So  when  he  opened  his  solo  practice  in  1978,  he  brought  the  firm  in  and 
began  putting  the  things  he  had  learned  into  practice.  The  results,  he  says, 
were  impressive. 

“I  did  things  the  way  they  suggested,  and  my  office  is  efficient  and  runs 
very  smoothly,”  said  Dr  Green,  whose  practice  has  grown  to  a group  of  five 
physicians. ’’They  don’t  tell  you  a specific  way  to  do  things.  They  give  you  a 
menu  and  say  ‘Here  are  10  ways  to  do  this  that  will  work,  and  here  are  a half 
dozen  that  won’t  work.’  The  only  time  I’ve  gotten  in  trouble  is  when  I’ve 
tried  to  do  something  in  a way  they  told  me  wasn’t  going  to  work.” 

According  to  Dr  Thumwood,  one  of  the  biggest  benefits  of  working  with 
outside  experts  can  be  the  opportunity  to  take  a step  back  and  look  at  where 
your  practice  is  going.  Seeing  the  big  picture  will  help  you  not  only  solve  a 
particular  problem  but  also  develop  an  approach  to  guide  your  overall  prac- 
tice and  your  life. 

Dr  Green  concurred,  adding:  “Every  doctor  doesn’t  practice  medicine  the 
same  way,  so  the  advice  you  get  should  be  matched  with  your  personal  phi- 
losophy and  style  of  practice.” 
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Thomas  Young,  executive  vice 
president  of  the  Travis  County  Med- 
ical Society,  said  that  when  members 
call  his  office  for  advice  on  consult- 
ing, he  can  usually  point  them  in  the 
right  direction. 

“When  they  call  us,  we  try  to 
help  them  think  through  the  deci- 
sion,” he  said.  “Sometimes  we  can 
provide  a list  of  organizations  that 
we  are  aware  of,  but  without  any 
kind  of  recommendation  one  way  or 
the  other.  Mainly,  we  try  to  help 
them  through  the  process  [of  choos- 
ing the  right  consultant].” 

County  societies  also  strive  to 
protect  their  members  from  fly-by- 
night  operators  and  bad  deals.  “We 
urge  physicians  to  have  any  arrange- 
ments reviewed  by  an  independent 
attorney  or  accountant  to  make  sure 
that  they  are  in  their  best  interests,” 
Mr  Young  said. 

Given  today’s  economic  and  po- 
litical climate,  all  physicians  need 
the  services  of  an  attorney  familiar 
with  medical  practice  issues. 

“An  attorney  who  works  with 
small  businesses  can  handle  many  of 
the  routine  legal  needs  of  a physi- 
cian’s practice,”  said  TMA  General 
Counsel  Rocky  Wilcox.  “But  then 
there  are  things  unique  to  medicine 
that  a lawyer  wouldn’t  necessarily 
run  across  on  a regular  basis.” 

Depending  on  your  situation,  you 
may  want  to  look  for  an  attorney 
who  specializes  in  issues  like  Medi- 
care, hospital  staff  privileges,  or  the 
peer  review  organization. 

“You’re  not  going  to  find  a page 
in  the  phone  book  with  those  kinds 
of  attorneys  listed,”  Mr  Wilcox  said. 
“You  really  have  to  network  to  find 
those  resources.”  He  recommends 
asking  your  regular  attorney  and 
physician  colleagues  for  referrals. 
Many  county  medical  societies  and 
specialty  societies  also  can  direct 
you  to  attorneys  who  deal  with 
health  law  or  specific  types  of  medi- 
cal-legal issues. 

Handle  with  asbestos  gloves 

Ideally,  working  with  a con- 
sultant will  help  you  solve  whatever 
problems  need  to  be  solved,  get  your 


office  running  more  smoothly,  and 
make  your  practice  more  profitable 
as  a result.  But  bad  advice  is  often 
worse  than  no  advice  at  all.  And  bad 
consultants  may  not  only  fail  to 
solve  your  problems,  they  might 
make  them  worse. 

What  can  you  do  to  avoid  getting 
burned?  Experts  say  that  checking 
references  is  a good  start. 

“All  good  consultants  have  a long 
and  ready  list  of  references  available 
of  practices  they  have  worked  with,” 
said  Mr  Conomikes.  “Ask  their  ref- 
erences what  they  gained  from  work- 
ing with  the  consultants.  In  other 
words,  did  they  get  what  they  want- 
ed? Did  the  consultants  help  solve 
the  problem?  And  then  if  they  had  it 
to  do  all  over  again,  would  they  hire 
the  same  firm?” 

According  to  Jeffrey  Denning,  ed- 
itor of  the  practice  management 
newsletter  Uncommon  Sense , refer- 
ences should  give  you  a sense  that 
they  had  a comfortable  fit  with  their 
consultants.  “A  good  consultant  is 
more  likely  to  have  lots  of  satisfied 
clients,”  he  said.  “The  more  those 
clients  are  like  your  practice,  the  bet- 
ter the  logical  fit.” 

Practice  management  consultants 
are  not  licensed.  In  fact,  just  about 
anybody  can  print  some  stationary 
and  business  cards,  and  bill  them- 
selves as  consultants. 

Ask  consultants  you  are  consid- 
ering about  their  educational  and 
professional  backgrounds  to  see  if 
they  have  expertise  in  the  areas 
where  you  need  help.  Professional 
associations  can  give  you  some  in- 
formation, but  many  reputable 
consultants  choose  not  to  join 
such  associations.  So  don’t  assume 
that  any  consultant  who  isn’t  a 
member  of  an  association  is  auto- 
matically incompetent. 

Attorneys,  accountants,  stockbro- 
kers, financial  planners,  and  some 
other  professionals  are  licensed  by 
state  and  federal  agencies;  placing 
routine  calls  to  their  licensing  bu- 
reaus to  check  for  complaints  or  dis- 
ciplinary actions  is  a good  idea. 

Once  you  have  chosen  a consul- 
tant, be  sure  that  both  of  you  under- 
stand exactly  what  services  you  will 


“Consultants 
offer  the  same 
guarantee 
to  their  clients 
that  most 
physicians 
offer  to  their 
patients  — 
only  to  do 
their  best.  ” 
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receive,  what  you  expect  to  be  ac- 
complished, and  how  you  will  mea- 
sure progress  toward  meeting  goals. 
Have  an  attorney  review  a written 
agreement  before  you  commit,  and 
be  sure  that  all  fees  are  carefully 
spelled  out. 

Mr  Denning,  in  Uncommon 
Sense , adds  a note  of  caution:  “Con- 
sultants offer  the  same  guarantee  to 
their  clients  that  most  physicians  of- 
fer to  their  patients  — only  to  do 
their  best.” 

New  challenges,  fresh  rats 

Even  if  you  have  today’s  chal- 
lenges under  control,  new  ones  may 
arise  tomorrow.  Or  to  put  it  another 
way,  just  when  you  think  you’re 
winning  the  rat  race,  somebody  in- 
evitably throws  in  a fresh  rat. 

“Getting  good-quality  outside 
help  is  going  to  be  extremely  impor- 
tant with  the  coming  of  health-care 
reform,”  said  Mr  Young  of  the 
Travis  County  Medical  Society. 
“Physicians  shouldn’t  act  in  panic 
and  jump  at  the  first  sell-off  or  fad 
in  response  to  reform  proposals.” 
That’s  why  it’s  more  important  than 
ever  to  have  an  ongoing  relationship 
with  a consultant  you  trust,  he  said. 

Mr  Conomikes  agrees  that 
things  will  be  changing  rapidly  in 
the  coming  months.  “I’ve  been  in 
the  business  for  22  years  now,  and 
I’ve  seen  more  changes  in  the  past  2 
to  3 years  than  I saw  in  the  previ- 
ous 18  or  19  years,”  he  said.  “And 
I expect  more  of  the  same  in  the 
next  2 to  3 years.  Doctors  are  in 
for  a lot  of  changes.”  ★ 


TMA  ENDORSES 
PRACTICE  MANAGEMENT 
CONSULTANTS.  OFFERS 
RANGE  OF  SEMINARS 


As  a service  to  its  members,  the 
Texas  Medical  Association  has  en- 
dorsed several  consulting  firms  in  a 
variety  of  disciplines.  Connie 
Minogue,  TMA's  director  of  practice 
management  services,  said  these 
firms  have  track  records  of  excel- 
lence in  their  fields  and  have  demon- 
strated their  commitment  to  work- 
ing with  Texas  physicians.  TMA's 
endorsed  consultants  include: 

Comprehensive 

PRACTICE  MANAGEMENT 
Conomikes  and  Associates 
(800)  421-6512 

Strategic  financial 

PLANNING 
Mercer  Consulting 
(800)  825-5152 

Coding  and  billing 
Harold  Whittington  and  Associates 
(214)  343-7176 

Contracts 
Haynes  O'Neal 
(713)  993-0847 

Practice  purchase  or  sale 
Physician  Resource  Network 
(800)  525-6055 

Rural  health  clinics 
May  and  Associates 
(512)  467-9776 

TMA  members  receive  discounts  on 
services  provided  by  endorsed  con- 
sultants. For  more  information,  con- 
tact the  consultants  listed  here.  You 
may  also  call  Ms  Minogue  at  (800) 
880-1300  or  (512)  370-1420. 


TMA's  practice  management  services 
department  regularly  sponsors  sev- 
eral series  of  workshops  around  the 
state  on  a variety  of  practice  man- 
agement topics.  Seminars  planned 
for  the  rest  of  1 993  include: 

• Your  Burden  of  Proof:  Avoiding 
Expensive  Failure-to-Diagnose 
Claims 

• Reduce  Risk  and  Improve  Medi- 
cal Record  Keeping 

• Coding  and  Collecting  in  the  ’90s 

• Establishing  a Rural  Health  Clinic 

• 1993  OSHA  Update 

• How  to  Thrive  Under  the  Clinton 
Health  Plan 

• Securing  Your  Future:  How  to 
Make  Your  Money  Work  as 
Hard  as  You  Do 

• Improving  Medical  Collections 

• Assertive  Compassion:  Risk 
Management  for  Office  Staff 

• Medical  Office  Management  In- 
stitute (four  1-day  workshops) 

• Workers’  Compensation 

• Getting  Started  in  a Medical 
Practice 

• Medicare  Update 

• How  to  Run  a More  Profitable 
Practice 

For  the  dates,  locations,  and  more 
information  about  any  of  these  sem- 
inars, call  TMA  practice  manage- 
ment services  at  (800)  880-1300  or 
(512)  370-1421. 
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Skill  and  Experience. 

There  are  no  substitutes. 


ITMTT1 

Texas  Medical  Liability  Trust 

"The  only  health  care  liability  claim  trust 
created  & endorsed  by  Texas  Medical  Association  " 

Endorsed  by  the  Texas  Academy  of  Family  Physicians 

P.O.Box  14746  • Austin,  Texas  • 78761 


TMLT  has  been  a leader  in  protecting  Texas 
physicians  and  their  practices  since  1979.  From  tailor- 
made  risk  management  programs  to  help  you  reduce 
the  chance  of  a lawsuit  to  our  outstanding  claims 
service  should  it  be  needed,  TMLT  works  hard  to 
make  practicing  medicine  in  the  90's  a little  easier. 
And,  of  course,  we  never  settle  a claim  without  a 
policyholder’s  written  consent. 

Over  the  years,  we  have  grown  steadily  in  strength 
and  numbers  through  sound  business  management  and 
by  being  pro-active  with  ideas  that  work  for  the  Texas 
physician.  That’s  the  value  of  TMLT  We  are  your 
Trust,  here  to  serve  you.  We  trust  you  to  do  your  job 
well.  Trust  us  to  do  ours. 

Questions?  Call  us  at 
800-580-8658  or  5 1 2-454-678 1 , 
extension  3011  or  3026. 

Master  Group  Policy 
Claims-made  & Occurrence  Policies 
Occurrence  Plus 
Loss  Prevention  Programs 
Discount  Opportunities 
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Governor  signs 
immunization  bill 


A MANDATE  TO  PROVIDE 
immunizations  for  every  child 
in  Texas  became  the  first  ma- 
jor piece  of  health  legislation  passed 
by  the  73rd  Legislature  when  Gov 
Ann  Richards  signed  the  bill  into 
law  April  23. 

The  governor  signed  the  bill  dur- 
ing ceremonies  at  a state-run  day- 
care center  for  children  of  state  em- 
ployees, with  representatives  of  the 
Texas  Medical  Association  and  a 
coalition  of  public  health  organiza- 
tions looking  on. 

The  measure  provides  that  every 
child  in  the  state  shall  be  immunized 
against  vaccine-preventable  diseases 
regardless  of  ability  to  pay.  It  was 
sponsored  by  Sen  Judith  Zaffirini 
(D-Laredo)  and  Rep  Nancy  McDon- 
ald (D-El  Paso). 

Passage  of  the  bill  was  one  of  two 
health-care  priorities  set  by  Governor 
Richards  before  the  legislative  ses- 
sion. The  other  is  enactment  of 
health  insurance  reforms.  The  bill 
signing  coincided  with  National  Im- 
munizations Week,  April  23-30. 

Governor  Richards  calls  the  bill  a 
major  step  in  disease  prevention. 
“Tve  been  talking  about  this  for  a 
long  time,”  she  said.  “It  is  really 
nice  to  see  it  come  to  fruition.” 

Then  TMA  President  William  G. 
Gamel,  MD,  Austin,  said  the  bill 
will  provide  the  “shot  in  the  arm” 
needed  to  protect  our  children  from 
many  preventable  diseases.  “TMA 
commends  Gov  Ann  Richards  for 
making  this  a priority  and  helping  to 
put  into  action  what  needs  to  be 
done,”  Dr  Gamel  added.  “Physi- 
cians stand  ready  to  help  assure  this 


Ken  Ortolon,  associate  editor,  writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


unprecedented  effort  to  improve  the 
health  of  Texans  is  a success.” 

Preventing  disease  and  containing  costs 

TMA  strongly  supported  the  immu- 
nization program  not  only  for  dis- 
ease prevention  but  also  as  a way  to 
contain  health-care  costs.  Texas  De- 
partment of  Health  (TDH) 
statistics  show  that  for  ev- 
ery $1  spent  on  measles, 
mumps,  and  rubella  vac- 
cine, $14  is  saved  in  treat- 
ment costs.  Inpatient 
treatment  of  180  measles 
cases  that  occurred  in  Dal- 
las in  1989  cost  $3.5  mil- 
lion. It  would  have  cost 
only  $200,000  to  vacci- 
nate 10,000  people 
against  that  disease. 

The  bill  makes  hospi- 
tals responsible  for  refer- 
ring newborns  for  immu- 
nizations at  the  time  a 
newborn  screening  test  is 
performed,  as  well  as  re- 
viewing the  immunization 
history  of  every  child  admitted  to 
the  hospital  or  examined  in  the 
emergency  room. 

Physicians  also  will  be  responsi- 
ble for  reviewing  immunization  his- 
tories, and  then  administering  need- 
ed vaccinations  or  referring  children 
for  immunizations.  A physician 
would  not  be  liable  for  failure  to  im- 
munize a child  if  the  child’s  parents 
or  guardian  refused  to  consent  to 
the  immunization. 

The  measure  also  requires  that 
every  child  admitted  to  a facility  of 
the  Texas  Department  of  Mental 
H ealth  and  Mental  Retardation, 
Texas  Department  of  Criminal  Jus- 
tice, or  Texas  Youth  Commission 
be  immunized. 

TDH  will  be  responsible  for  set- 
ting up  a system  for  delivery  of  vac- 


cinations. Commissioner  David 
$mith,  MD,  says  that  agency  already 
is  in  the  process  of  setting  up  the 
system.  Women,  Infants,  and  Chil- 
dren nutrition  program  clinics  likely 
will  be  the  first  sites  for  screening 
and  immunizations,  with  city  and 
county  hospitals  next  in  line.  Dr 
$mith  says  he  hopes  the 
state  can  obtain  federal 
funding  to  help  local 
school  districts  set  up 
school-based  clinics  where 
immunizations  could  be 
administered  along  with 
hearing  and  vision  screen- 
ings. 

Important  role  for  private 
physicians 

Despite  the  emphasis  on 
public  sector  programs,  Dr 
Smith  says  private  physi- 
cians also  must  play  im- 
portant roles  if  the  pro- 
gram is  to  be  successful  in 
reaching  every  child. 

“We’ve  let  the  private 
sector  go,  and  we’ve  got  to  get  it 
back,”  he  said. 

Diane  M.  Simpson,  MD,  PhD, 
associate  commissioner  for  disease 
prevention  at  TDH,  says  TDH 
hopes  to  lure  private  physicians 
back  into  giving  vaccinations  by 
providing  free  vaccines  and  paying  a 
small  fee  to  administer  the  vaccines. 
There  also  will  be  an  effort  to  pro- 
tect physicians  from  liability  associ- 
ated with  side  effects  from  vaccines. 
“There  is  some  protection  in  the  law 
already  that  says  physicians  are  not 
liable  for  immunizations  required 
for  school,”  Dr  fiimpson  said. 

Vaccines  to  be  included  in  the 
program  include  measles,  mumps, 
and  rubella  (MMR);  diphtheria, 
tetanus,  and  pertussis  (DTP);  po- 
liomyelitis, Haemophilus  influenzae 
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type  b (Hib);  and  hepatitis  B,  Dr 
Simpson  says. 

While  the  Zaffirini-McDonald 
bill  puts  the  immunization  program 
in  place,  it  does  not  provide  the 
funding.  That  must  be  included  in 
the  next  appropriations  bill,  which 
was  scheduled  for  a House-Senate 
conference  committee  at  press  time. 
The  Senate  had  approved  $56.5  mil- 
lion for  the  program,  but  the  House 
had  budgeted  only  $38  million.  Dr 
Smith  says  $50  million  would  be  an 
adequate  amount. 

Lawsuit  abuse  takes  toll 
in  Rio  Grande  Valley 

PHYSICIANS  AND  TRIAL 
lawyers  have  been  working 
hard  to  pass  legislation  to  put 
an  end  to  various  lawsuit  abuses  that 
are  resulting  in  high  frequencies  of 
nonmeritorious  lawsuits  against 
physicians.  Those  efforts,  however, 
will  not  be  soon  enough  to  spare  the 
Rio  Grande  Valley  from  the  devastat- 
ing loss  of  access  to  obstetrical  care. 

On  April  21,  four  family  physi- 
cians and  a general  surgeon  — the 
only  physicians  providing  obstetrical 
care  in  $tarr  County  — announced 
that  they  will  discontinue  their  ob- 
stetrical practices  as  of  December  31. 
The  announcement  was  made  during 
news  conferences  in  Weslaco  and 
Austin  by  Antonio  Falcon,  MD, 
Mario  Jimenez,  MD,  Porfirio  Sergio 
Rodriguez,  MD,  and  Roberto  Gonza- 
lez, MD,  all  of  Rio  Grande  City;  and 
Raymond  P.  Mussett,  MD,  of  Roma. 
The  decision  also  was  announced  in 
an  open  letter  to  the  community  that 
was  published  in  the  Rio  Grande 
City  and  McAllen  newspapers. 

The  sole  reason  for  their  deci- 
sion, the  physicians  say,  is  a rash  of 
nonmeritorious  lawsuits  that  have 
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Antonio  Falcon, 
MD,  of  Rio  Grande 
City  (left)  fields 
questions  from  re- 
porters at  an  Austin 
news  conference  an- 
nouncing the  deci- 
sion of  five  Starr 
County  physicians 
to  discontinue  their 
obstetrical  practices. 
Dr  Falcon  was 
joined  at  the  news 
conference  by  Sen 
Eddie  Lucio  of 
Brownsville  ( center ) 
and  Raymond  P. 
Mussett,  MD,  of 
Roma  (right). 


plagued  them  for  the  past  2 years. 
Each  of  the  physicians  has  at  least 
one  suit  pending;  some  have  as 
many  as  three. 

Dr  Falcon,  who  practiced  in  Starr 
County  for  11  years  without  having 
a single  lawsuit  filed  against  him, 
told  reporters  he  believes  all  of  these 
suits  are  defendable,  but  the  disrup- 
tion of  their  practices  and  the  emo- 
tional toll  on  the  physicians  and 
their  families  had  become  too  heavy 
a burden.  Of  19  malpractice  suits 
filed  against  Starr  County  physi- 
cians, 10  have  been  resolved.  Of 
those  10,  only  one  has  resulted  in 
any  payment  to  a plaintiff. 

Not  an  easy  decision 

“This  was  not  an  easy  decision  for 
us  because  we  enjoy  caring  for  ex- 
pectant mothers  and  delivering  ba- 
bies,” Dr  Falcon  said  in  a statement 
released  at  the  news  conferences. 
“However,  the  financial  cost  and  dis- 
ruption to  our  practices  necessary  to 
defend  ourselves  against  these 
groundless  suits,  plus  the  emotional 
stress  they  place  on  ourselves  and 
our  families,  is  just  too  great.  We 
hope  our  friends,  neighbors,  and  pa- 
tients will  understand  the  reasons 
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behind  our  decision.” 

Physicians  in  the  Rio  Grande  Val- 
ley have  described  the  area  as  a “law- 
suit war  zone.”  Several  multimillion- 
dollar  jury  awards  in  personal  injury 
cases  other  than  malpractice  have 
made  Starr  County  a popular  trial 
venue,  the  physicians  say. 

Trial  lawyers  from  Austin,  Corpus 
Christi,  and  other  larger  Texas  cities 
advertise  heavily  in  the  area,  holding 
out  a promise  of  riches  that  needy 
people  of  the  area  find  hard  to  resist, 
they  add.  Starr  County  was  named 
the  poorest  county  in  the  nation  in 
recently  released  1990  census  data. 

The  doctors'  decision  not  only 
leaves  Starr  County  without  physi- 
cian-provided obstetrical  care  but 
affects  Jim  Hogg,  Zapata,  and 
Brooks  counties,  as  well.  The  five 
physicians  delivered  nearly  1,000 
babies  from  those  four  counties  in 
1992,  with  88%  of  them  paid  by 
Medicaid  and  another  8%  no  pay. 

Concern  over  patient  access 

Dr  Jimenez  expressed  concern  that 
many  of  these  patients  will  not  have 
access  to  transportation  to  go  to 
McAllen,  Laredo,  or  elsewhere  for 
care.  For  many  in  the  area  from 
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Mission  to  Laredo  and  north  to  San 
Antonio,  the  only  alternative  will  be 
parteras,  or  midwives. 

The  physicians  say  they  will  con- 
tinue treating  their  current  patients 
until  their  babies  are  born.  All  new 
patients  will  be  referred  elsewhere, 
and  all  obstetrical  services  will  be 
dropped  at  the  end  of  the  year.  They 
say  the  only  way  they  would  resume 
delivering  babies  is  if  the  Texas  Leg- 
islature enacts  meaningful  legislation 
to  protect  physicians  from  ground- 
less lawsuits. 

“Lawsuit  abuse  is  the  single  issue 
here,”  Dr  Falcon  said.  “It  is  not 
Medicaid  or  those  who  cannot  pay. 
We  would  be  happy  to  continue 
with  our  current  reimbursement  lev- 
els. What  we  need  and  want  is  to  get 
these  frivolous  lawsuits  off  our 
backs  and  get  a justice  system  that  is 
fair  to  both  the  physicians  and  the 
patients.  And  one  in  which  two 
thirds  of  the  money  doesn’t  end  up 
in  the  attorneys’  pockets.” 

Dr  Jimenez  told  reporters  at  the 
Weslaco  news  conference  that  physi- 
cians want  patients  compensated  fair- 
ly and  quickly  if  a physician  makes  a 
mistake.  That’s  why  they  carry  mal- 
practice insurance,  he  pointed  out. 
The  current  system,  however,  accom- 
plishes neither,  he  said. 

“We  want  a fair  system,  we  want 
a just  system,  we  want  a predictable 
system,”  he  said. 

TMA  lawsuit  abuse  package  a good  start 

The  physicians  say  the  lawsuit  abuse 
package  TMA  and  the  Texas  Trial 
Lawyers  Association  have  attempted 
to  hammer  out  would  be  a good 
start  in  solving  their  problems.  That 
package  would  make  barratry,  or 
“ambulance  chasing,”  a felony  of- 
fense rather  than  a misdemeanor. 
TMA  and  the  trial  lawyers  group 
believe  prosecutors  would  be  more 


likely  to  file  barratry  charges  if  the 
penalties  were  harsher. 

The  package  also  would  crack 
down  on  the  type  of  attorney  adver- 
tising prevalent  in  the  Rio  Grande 
Valley  and  toughen  regulations 
against  written  solicitation  of  clients 
by  attorneys.  The  package  had  been 
heard  by  committees  in  both  the 
House  and  Senate  and  was  likely  to 
be  debated  on  the  floor  of  those 
chambers  before  the  end  of  the  ses- 
sion on  May  31. 

The  physicians,  however,  made 
no  promises  they  would  ever  return 
to  obstetrics,  regardless  of  the  legis- 
lation’s outcome. 

Texas  physicians  get 
preview  of  Clinton 
health  plan 

PHYSICIANS  FROM  ACROSS 

the  nation,  including  several 
from  Texas,  got  a sneak  pre- 
view in  mid-April  of  the 
Clinton  administration’s 
upcoming  health-care  re- 
form plan.  Reactions  to 
the  plan  from  those  physi- 
cians predictably  was 
mixed. 

Meanwhile,  a Texas 
congressman  warned  physi- 
cians that  health-system  re- 
form is  inevitable  and  they 
must  be  prepared  to  play  a 
major  role  in  the  debate. 

The  Clinton  plan 
“looked  very,  very  good,” 
said  Regina  Kyles,  MD, 

Houston,  who  participat- 
ed in  one  of  several  White  House 
Health  Professional  Review  Groups. 
“There  were  many  things  we,  as 
TMA  members,  have  cared  about.” 
Antonio  Falcon,  MD,  Rio 


Grande  City,  was  more  critical  of 
the  details  he  saw.  “The  plan  said 
nothing  about  rural  health  or  border 
health,”  Dr  Falcon  said. 

Review  groups  sworn  to  secrecy 

The  two  physicians  were  among  a 
large  group  of  health-care  profes- 
sionals called  to  Washington,  DC, 
on  very  short  notice  to  review  the 
plan  and  provide  recommendations 
to  the  task  force  being  headed  by 
First  Lady  Hillary  Rodham  Clinton. 
The  plan  is  expected  to  be  released 
this  month. 

Each  of  the  25-member  review 
groups  received  specific  details  of 
only  one  area  of  the  plan,  but  all  re- 
ceived a general  overview,  Dr  Kyles 
said.  Her  panel  discussed  at  length 
practice  hassles  facing  physicians 
and  developed  a list  of  15  guidelines 
the  group  felt  should  be  incorporat- 
ed into  the  plan.  Some  of  the  other 
panels  reviewed  tort  reform,  finance, 
and  medical  education  issues. 

Dr  Kyles  said  the  groups  were 
sworn  to  secrecy  and  she 
refused  to  comment  on  de- 
tails of  the  plan.  “We  were 
asked  to  be  careful  not  to 
divulge  any  information  to 
ensure  that  the  process  is 
not  jeopardized,”  Dr  Kyles 
said. 

She  did  say  that  the 
physicians  on  her  panel  all 
were  in  active  practice 
and,  therefore,  well  aware 
of  the  bureaucratic  and  in- 
surance hassles  physicians 
face.  “I  don’t  care  what 
part  of  the  country  you’re 
from,  practicing  physi- 
cians have  the  same  problems,”  she 
said. 

Congress  needs  input  from  physicians 

Shortly  after  those  meetings,  US  Rep 
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Pete  Geren  (D-Fort  Worth)  told  physi- 
cians that  every  member  of  Congress 
needs  their  input  if  the  reform  process 
is  to  produce  viable  reforms. 

In  an  April  23  letter  to  Alfred 
Gilchrist,  TMA  legislative  affairs  di- 
rector, Representative  Geren  said 
there  is  “a  demonstrable  need  for 
the  members  of  Congress  and  their 
respective  medical  communities  to 
educate  each  other  on  the  practical, 
real  world  applications”  of  all  the 
viable  reform  proposals. 

“I  strongly  believe  Congress  can- 
not enact  a health-care  plan  that 
avoids  or  limits  the  input  of  the 
medical  profession,  since  it  will  be 
the  doctors  of  Texas  and  our  nation, 
not  the  politicians,  who  will  have  to 
implement  whatever  we  come  up 
with,”  Representative  Geren  wrote. 

The  letter  resulted  from  a meet- 
ing with  the  Tarrant  County  Medi- 
cal Society.  He  called  on  that  orga- 
nization and  TMA  to  help  organize 
a systematic  way  of  facilitating  a 
candid,  ongoing  dialogue  with  him 
and  the  rest  of  the  Texas  congres- 
sional delegation. 

“I  need  from  the  medical  commu- 
nity, as  does  the  entire  congressional 
delegation,  a tightly  focused,  thought- 
ful analysis  of  what’s  right  and  wrong 
about  our  health-care  system,  and  the 
medical  consequences  to  the  con- 
stituents in  my  district  of  all  aspects  of 
the  proposals  as  they  are  laid  out  in 
the  coming  months,”  Representative 
Geren  said  in  the  letter.  “I  need  as 
their  congressman  to  defend  the  good 
ideas  and  fight  the  bad  ones.”^ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association’s  stance  on  state  legislation  are  defined  as 
“ legislative  advertising,  ” according  to  Tex  Govt  Code  Ann 
§ 305.027 . That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine:  Robert  G. 
Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St, 
Austin,  TX  78701. 


International  Trust  & 
Executive  Banking 
Services 


Ectc  is  an  experienced,  conservatively 
managed  Bank  & Trust  Company  located 
in  the  Bahamas  and  dedicated  to  the  preser- 
vation and  appreciation  of  the  professional 
client’s  wealth. 

For  a confidential  informative  packet  by 
mail  please  write  or  contact  by  facsimile 
(809)325-1926. 

Managing  Director, 

Professional  Asset  Management  Group, 

Euro  Canadian  Trust  Company 
Euro  Canadian  Centre 
P.O.  Box  N-3742 
Nassau,  Bahamas 
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HCFA  begins  inspections 
of  Texas  physicians’ 
office  laboratories 

Agents  of  the  federal 
Health  Care  Financing  Admin- 
istration (HCFA)  have  begun 
inspecting  physician  office  laborato- 
ries in  Texas  under  the  controversial 
Clinical  Laboratory  Improvement 
Amendments  (CLIA)  program. 

According  to  information  re- 
leased by  the  Texas  Department  of 
Health  (TDH),  Texas  labs  that  are 
not  fully  or  partially  accredited 
through  any  of  seven  professional 
organizations  are  now  subject  to 
routine  and  surprise  inspections  by 
staff  of  the  TDH  Bureau  of  Licens- 
ing and  Certification,  who  conduct 
the  inspections  on  behalf  of  HCFA. 

Routine  inspections  are  made  on 
3 days  notice,  but  HCFA  may  con- 
duct surprise  inspections  if  it  has  re- 
ceived a complaint  against  a lab  or 
has  evidence  of  poor-quality  work. 
Several  Texas  physicians  have  in- 
formed the  Texas  Medical  Associa- 
tion that  their  labs  were  given  rou- 
tine inspections  in  March  and  April. 

Laboratories  accredited  through 
the  following  organizations  are  not 
subject  to  federal  inspection:  the 
Joint  Commission  on  Accredited 
Healthcare  Organizations,  the 
American  Osteopathic  Association, 
the  College  of  American  Patholo- 
gists, the  Commission  on  Office  Lab 
Accreditation,  the  American  Associ- 
ation of  Cytology,  the  American  As- 
sociation of  Hematology  and  Im- 
munology, and  the  American 
Association  of  Blood  Banks. 

All  physician  office  labs  not  oth- 
erwise accredited  are  to  be  inspected 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


by  the  end  of  1994,  according  to 
federal  regulations.  (See  “CLIA  in- 
spection of  physician  office  labs  to 
begin  this  year,”  Texas  Medicine, 
February  1993,  pp  44-46.) 

Maurice  Shaw,  acting  associate 
commissioner  for  special  health  ser- 
vices at  TDH,  said  this  initial  round 
of  CLIA  inspections  is  primarily 
“educational,”  and  unless  inspectors 
determine  that  patient  safety  is 
threatened,  no  sanctions  will  be  im- 
posed. A notice  of  noncompliance 
— essentially  a warning  — will  be 
issued,  and  the  lab  will  be  reinspect- 
ed at  a later  date  to  confirm  compli- 
ance, he  said. 

The  CLIA  program  was  created 
by  Congress  in  1988  after  a scandal 
in  which  large  numbers  of  false  Pa- 
panicolaou smear  readings  from  a 
large  commercial  laboratory  were 
discovered.  The  program  has  been 
heavily  criticized  by  TMA,  the 
American  Medical  Association,  and 
other  groups  in  organized  medicine 
for  being  poorly  conceived  and  exe- 
cuted and  for  providing  very  little 
benefit  to  patients  at  considerable 
cost  to  physicians. 

The  TMA  House  of  Delegates 
approved  a resolution  in  November 
1992  calling  for  the  AMA  to  work 
for  the  repeal  of  CLIA  or  major 
modifications  to  it. 

In  other  CLIA  news: 

• HCFA  announced  in  late  March 
that  it  has  imposed  sanctions 
against  two  large  commercial 
laboratories,  one  in  New  jersey 
and  one  in  Illinois,  for  noncom- 
pliance with  CLIA  regulations  — 
the  first  lab  closings  since  pro- 
gram regulations  were  issued  in 
1992.  Both  labs  were  cited  for 
conditions  that  posed  “immedi- 
ate jeopardy”  to  patient  safety. 

• According  to  inspectors  in  the 


HCFA  region  covering  Texas, 
New  Mexico,  Louisiana, 
Arkansas,  and  Oklahoma,  the 
conditions  they  have  most  fre- 
quently found  to  be  out  of  com- 
pliance are  quality  assurance, 
general  quality  control,  quality 
control  for  specialties  and  sub- 
specialties, quality  control  for 
hematology,  and  moderate  com- 
plexity lab  director  qualifications. 

• HCFA  continues  its  indefinite  sus- 
pension of  the  requirement  that 
physician  office  lab  Medicare 
claims  be  matched  with  CLIA  reg- 
istration numbers.  Initially,  HCFA 
had  instructed  insurance  carriers 
to  reject  claims  for  lab  work  un- 
less the  submitting  physician  had 
a CLIA  registration  number  on 
file,  beginning  in  September  1992. 
That  deadline  was  extended  twice, 
then  indefinitely  postponed  in 
March  1993  after  HCFA  said  it 
had  not  worked  out  all  of  the 
problems  with  its  computer 
matching  system.  At  press  time, 
the  agency  had  not  announced 
when  it  plans  to  institute  that  part 
of  the  program. 

• HCFA  has  added  a ninth  test  to 
the  CLIA  “waived”  category.  The 
test,  marketed  under  the  brand 
name  Hemocue,  is  defined  as  an 
automated  hemoglobin  by  single- 
analyte instruments  with  self-con- 
tained or  component  features  to 
perform  specimen-reagent  inter- 
action, providing  direct  measure- 
ment and  readout. 

Physicians  who  want  to  know  ex- 
actly what  to  expect  from  an  inspec- 
tion may  obtain  copies  of  HCFA’s 
handbook  for  CLIA  inspectors,  “Ap- 
pendix C — Survey  Procedures  for 
Laboratories  and  Interpretive  Guide- 
lines,” through  the  National  Techni- 
cal Information  Service.  A paper 
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copy,  Publication  No.  92-146-174, 
is  $36.50,  and  a copy  on  computer 
diskette,  Publication  No.  P-B-93- 
502656,  is  $90.  Copies  may  be  or- 
dered from  National  Technical  In- 
formation Service,  US  Department 
of  Commerce,  5285  Port  Royal  Rd, 
Springfield,  VA  22161,  or  by  calling 
(800)  553-6847. 

State  to  investigate 
managed  care  firm’s 
payment  denials 

Frustrated  by  a series 
of  payment  denials,  the  Texas 
Medical  Association  has  asked 
the  State  Board  of  Insurance  to  in- 
vestigate three  TMA  members’ 
complaints  against  Trav- 
elers Health  Network  in 
Houston  for  denial  of 
payment  for  necessary 
medical  services. 

The  complaints  stem 
from  Travelers’  utiliza- 
tion review  process, 
which  led  to  payment  de- 
nials in  three  separate 
cases  despite  a state  law 
specifying  that  screening 
criteria  may  not  be  used 
as  an  absolute  standard 
of  care,  allowing  excep- 
tions to  be  made  based 
on  need. 

Members  of  the  TMA 
Physician-Patient  Advo- 
cacy Committee  met 
with  Travelers’  regional 
medical  director  to  dis- 
cuss the  complaints  but  could  not 
reach  a successful  resolution. 

“We  have  had  some  success  over 
the  past  few  years  meeting  one-on- 
one  with  managed  care  medical  di- 
rectors to  resolve  these  kinds  of 


problems,”  said  Louis  Goodman, 
PhD,  TMA  director  of  medical  eco- 
nomics. “But  these  were  cases  where 
we  believe  the  patients  were  denied 
appropriate  medical  care.” 

Dr  Goodman  says  Travelers  is  by 
no  means  the  only  managed  care 
firm  in  the  state  that  has  this  kind  of 
policy,  but  TMA  decided  to  use  this 
situation  as  a test  case  before  the  in- 
surance board.  He  adds  that  if  the 
process  is  successful,  TMA  will  con- 
sider requesting  investigations  of 
similar  complaints  against  other 
managed  care  plans. 

“We  have  received  hundreds  of 
complaints  from  physicians  and 
their  patients  about  this  type  of 
practice,”  he  said.  “Next  to  insur- 
ance companies  losing  claims,  denial 
of  payment  is  our  most  common 
complaint.” 

The  request  for  the  in- 
vestigation was  made  to 
Leah  Rummel,  director  of 
the  insurance  board’s  uti- 
lization review  division. 
The  cases  involved  three 
Houston  physicians: 
Charles  Bailey,  MD, 
whose  patient  was  denied 
approval  for  breast  reduc- 
tion mammoplasty;  David 
Pearsey,  MD,  whose  pa- 
tient was  denied  autho- 
rization for  tonsillectomy 
and  sinus  surgery;  and 
Olivia  Bannan,  MD, 
whose  patient  was  denied 
hospital  care  for  diabetes 
with  gangrene. 

TMA  asked  the  board 
to  determine  if  Travelers 
met  the  requirements  for  utilization 
review  in  these  cases,  that  is,  if  it  fol- 
lowed proper  notice  requirements, 
did  not  use  criteria  as  absolute 
standards  of  care,  and  provided 
sufficient  and  full  opportunity  for 
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physician-to-physician  discussion  as 
specified  in  the  utilization  review 
certification  procedures. 

A spokesman  for  the  insurance 
board  said  an  initial  investigation  of 
the  complaints,  filed  in  mid-April, 
would  take  about  6 weeks,  but  he 
would  not  give  a timetable  for  a 
final  ruling  in  the  matter. 

Placement  service  matches 
physicians,  practices 

IF  YOU  ARE  THINKING  ABOUT 
broadening  your  medical  hori- 
zons or  if  you  need  an  extra 
hand  in  your  current  practice,  it 
only  takes  a phone  call  to  get  the 
ball  rolling. 

The  Texas  Physician  Placement 
Service,  a joint  program  of  the  Texas 
Medical  Association  and  the  Texas 
Academy  of  Family  Physicians 
(TAFP),  is  a computer-assisted 
matching  service  designed  to  put 
practice  opportunities  together  with 
physicians  looking  for  them. 

Begun  in  1989,  the  service  pro- 
vides a low-cost  alternative  to  profes- 
sional placement  services,  particular- 
ly for  practices  seeking  primary  care 
physicians,  according  to  Mildred 
Bell,  coordinator  of  the  program. 

“Our  databank  contains  a wide 
variety  of  practice  opportunities  for 
physicians  to  choose  from,”  she  said. 
“Though  the  majority  of  practice  op- 
portunities we  receive  are  for  family 
practice,  we  list  all  specialties.” 

The  program  is  free  for  physi- 
cians seeking  practices,  whether 
they  are  Texas  residents  or  out  of 
state.  For  practices  seeking  physi- 
cians, the  fee  for  TMA  members  is 
$250  to  list  the  first  opportunity 
for  12  months  and  $200  for  each 
additional  opportunity.  Costs  are 
$300  and  $250,  respectively,  for 
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non-TMA  members.  These  costs 
compare  with  an  average  fee  of 
$20,000  or  more  charged  by  pro- 
fessional placement  firms  in  Texas, 
according  to  Ms  Bell. 

When  physicians  and  practices 
sign  up  for  the  program,  they  are 
surveyed  and  the  information  en- 
tered into  the  computer  databank. 
Physicians  are  asked  for  preferences 
in  specialty,  geographic  location, 
type  of  practice,  services,  and  finan- 
cial arrangement,  as  well  as  other  in- 
formation about  themselves.  Prac- 
tice opportunities  are  profiled  by 
specialty,  location,  payments  and  in- 
centives, and  other  criteria. 

Matches  are  made  monthly,  and 
profiles  are  forwarded  to  both  the 
physicians  and  the  practices.  Further 
contact  is  the  responsibility  of  the 
two  parties. 

In  April  1993,  128  practice  op- 
portunities and  213  physicians  were 
registered  with  the  survey.  Almost 
half  of  the  opportunities  were  in 
communities  of  25,000  people  or 
fewer,  with  less  than  a fifth  in  cities 
of  500,000  or  more.  A third  of  the 
practice  opportunities  were  for  fami- 
ly practice,  making  it  the  most 
sought-after  specialty,  with  internal 
medicine  second. 

Physicians  registering  with  the 
program  show  a strong  preference 
for  the  Central  Texas  region,  with 
North  Texas  and  the  upper  Gulf 
Coast  close  behind.  Houston,  San 
Antonio,  Dallas,  and  Austin  are  the 
most  preferred  cities. 

For  more  information  or  to  sign 
up  with  the  Texas  Physician  Place- 
ment Service,  contact  Ms  Bell  at 
(800)  880-1300  or  (512)  370-1403. 


New  director,  health 
commissioner  talk  about 
Texas  Medicaid 

For  years  fraught  with 
funding  and  administrative 
problems,  the  Texas  Medicaid 
program  has  been  receiving  a great 
deal  of  attention  in  recent  months. 
Responsibilities  for  the  program  are 
shifting  as  part  of  the  state’s  overall 
restructuring  of  health  and  human 
services,  and  several  changes  have 
been  made  to  attract  more  physi- 
cians and  improve  payment. 

This  January,  DeAnn  Friedholm 
was  named  state  Medicaid  director, 
the  first  nonphysician  to  hold  that 
position  in  Texas.  She  also  serves  as 
deputy  commissioner  of  the  Texas 
Health  and  Human  Services  Com- 
mission, the  new  “umbrella”  organi- 
zation that  oversees  all  health  and 
human  services  agencies.  She  previ- 
ously was  special  assistant  for  health 
and  human  services  to  Lt  Gov  Bob 
Bullock,  and  before  that  served  as  di- 
rector of  public  policy  for  the  Bene- 
dictine Health  Resource  Center  and 
as  executive  director  of  the  Texas 
Foundation  for  Human  Services. 

Ms  Friedholm  and  Texas  Com- 
missioner of  Health  David  Smith, 
MD,  met  recently  with  Louis  Good- 
man, PhD,  TMA’s  director  of  medi- 
cal economics,  and  Mark  Richard- 
son, associate  editor  of  Texas 
Medicine , to  discuss  some  of  the  is- 
sues surrounding  the  Texas  Medi- 
caid program. 

TMA:  What  are  your  immediate  goals 
for  the  Texas  Medicaid  program? 

Ms  Friedholm:  The  first  goal  is  to  get 
the  legislature  to  fund  a budget  for 
the  next  2 years  that  adequately  cov- 
ers what  we  will  need  to  take  care  of 


2.5  million  Texans,  the  total  number 
that  we  will  be  serving  by  1995. 
This  program  has  exploded.  We’ve 
grown  from  1 million  recipients 
3 years  ago  to  2.2  million  in  1993. 
We  have  increased  the  annual  bud- 
get 250%  since  1989,  from  $2.5  bil- 
lion to  $6  billion. 

Admittedly,  Texas  does  not  have 
a generous,  “Cadillac”  Medicaid 
program.  But  just  to  keep  the  pro- 
gram at  its  current  level  of  service, 
we’ll  need  an  additional  $2  billion  in 
the  next  biennium.  We’ll  have  to 
spend  that  much  more  because  med- 
ical costs  have  gone  up,  another 
500,000  people  are  expected  to  be 
eligible  for  Medicaid  in  the  next  2 
years,  and  increases  have  been  man- 
dated in  some  services.  However,  the 
legislature,  dealing  with  limited  rev- 
enues, is  having  a difficult  time  find- 
ing the  additional  $2  billion  we 
need.  [The  legislature  had  not  taken 
final  action  on  a 1994-1995  budget 
at  press  time.] 

TMA:  What  about  long-term  goals? 

Ms  Friedholm:  The  biggest  long-term 
challenge  we  face  is  working  with 
providers  to  really  improve  access  to 
care.  We  have  an  enormous  amount 
of  money  in  our  Medicaid  program, 
but  no  one  is  happy  with  it  — not 
the  providers  and  not  the  recipients. 
What  it  comes  down  to  is  that  many 
recipients  don’t  have  a “medical 
home”:  a physician  who  knows 
them  and  their  medical  needs. 

TMA:  H ow  can  access  to  care  be 
improved? 

Ms  Friedholm:  We  have  to  be  creative 
with  finding  answers  to  solve  this 
problem.  One  way  is  by  getting 
more  flexibility  from  the  federal 
government  to  let  us  do  some  things 
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“We  need  to  make  sure  that 
we  have  people  on  staff . . . who 
understand  the  needs  and 
concerns  of  our  providers.” 

David  Smith,  MD 

Texas  Commissioner  of  Health 

outside  of  the  traditional  rules,  the 
strings  that  have  tied  our  hands  in 
the  past.  Another  is  to  really  try  to 
be  a full  partner  with  the  providers, 
particularly  physicians.  We  have  to 
spread  the  demand  more  equally 
among  providers. 

Dr  Smith:  The  goal  is  simple  — we 
want  to  see  that  all  Texans  have  a 
health  home  with  access  to  timely 
care,  whether  it’s  through  a public 
or  private  source  of  payment.  But 
there  are  really  two  issues  here: 
things  you  can  change,  such  as  poli- 
cy areas,  hassle  factors,  and  rates; 
and  things  you  can’t  change,  such  as 
the  amount  of  appropriations  you 
are  given.  Let’s  be  honest:  the  basket 
is  filled  up  with  only  a certain 
amount  of  money.  We  can  shuffle 
the  dollars  around,  but  once  the  ap- 
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propriation  is  set,  all  we  can  really 
do  is  tinker  at  the  margins  until  the 
next  legislative  session. 

TMA:  Wh  at  can  be  done  to  decrease 
hassle  factors  for  Medicaid  providers? 

Dr  Smith:  We  need  to  take  a look  at  the 
way  we  get  input  from  providers  and 
look  within  the  bureaucracy  to  make 
sure  we  have  a permanent  structure  in 
place  for  gathering  information.  We 
also  need  to  make  sure  that  we  have 
people  on  staff  at  the  state  Medicaid 
office  and  within  the  health  depart- 
ment who  understand  the  needs  and 
concerns  of  our  providers. 

Ms  Friedholm:  Support  services  are 
critical,  too.  Physicians  get  unhappy 
when  people  don’t  show  up  for  their 
appointments.  But  lack  of  trans- 
portation can  make  it  difficult  for 
people  to  get  to  their  appointments. 
In  many  cities,  for  example,  buses 
don’t  run  to  the  neighborhoods 
where  clinics  are  located.  One  of  the 
lessons  we  learned  is  you  can  give 
somebody  a Medicaid  card,  but 
that’s  only  the  beginning.  You  have 
to  make  sure  they  have  access  in 
other  ways,  too. 

TMA:  What  can  be  done  to  increase 
physician  participation  in  Medicaid? 

Dr  Smith:  This  is  a tough  area  and  I’m 
not  sure  we  have  done  as  good  a job 
as  we  could.  We’ve  got  to  take  a look 
at  how  we’ve  done  recruiting:  Who  is 
doing  the  recruitment  and  retention? 
Do  they  understand  the  physician’s 
point  of  view?  How  can  we  really 
help  physicians  become  providers  in- 
stead of  saying,  “These  are  all  the 
things  that  will  land  you  in  jail”? 

TMA:  Could  increased  automation 
help  attract  Medicaid  providers? 
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“The  biggest  long-term  challenge 
we  face  is  working  with 
providers  to  really  improve 
access  to  care.  ” 

DfAnn  Friedholm 

State  Medicaid  Director 

Dr  Smith:  We  are  trying  to  push  for- 
ward automation  so  that  we  can 
streamline  activity  and  not  rely  on 
paper  as  much. 

I think  it’s  a good  goal,  and  it’s  a 
short-term,  achievable  one.  Improv- 
ing automation  is  something  we  can 
do  now. 

Ms  Friedholm:  I agree.  Speaking  as  a 
person  who  has  been  on  the  outside 
of  the  Medicaid  program  and  fre- 
quently a critic  of  it,  I have  heard 
this  same  conversation  for  a decade, 
in  terms  of  the  hassle  factors  and 
claims  problems. 

Automation  should  be  one  of  the 
first  things  out  of  the  gate.  Some  im- 
provements have  been  made,  but  we 
really  ought  to  he  shooting  for  a 
quantum  leap.  That  means  automat- 
ing the  billing  process  to  allow  less 
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room  for  error  and  to  cut  down  on 
“back-and-forth”  billing  hassles.  It 
makes  no  sense  to  have  a piece  of  pa- 
per kicked  back  to  you  several  times 
for  a relatively  low  reimbursement. 
Management  101  teaches  us  that  the 
fewer  times  you  handle  a piece  of  pa- 
per, the  more  efficient  you’re  going  to 
be  and  the  less  it’s  going  to  cost. 

TMA:  What  can  be  done  to  bolster 
preventive  services  under  Medicaid? 

Ms  Friedholm:  What  we  want  to  be  able 
to  do  is  put  together  programs  that  al- 
low providers  to  treat  the  whole  per- 
son. The  old  cruel  joke  of  EPSDT  [the 
Early  and  Periodic  Screening,  Diagno- 
sis, and  Treatment  program]  was, 
“Here,  we’ll  pay  you  to  screen  some- 
body, but  then  we’re  not  going  to  cov- 
er anything  that  you  might  want  to  do 
to  fix  what’s  wrong.”  There  was  a lot 
of  frustration  over  that,  because  what 
was  the  point? 

With  changes  in  EPSDT  and  oth- 
er types  of  preventive  programs,  we 
are  reversing  that.  Now  there  is  an 
incentive  to  do  screenings,  because 
you  can  treat  the  whole  person  and 
teach  about  prevention.  That’s  when 
it  begins  to  pay  off. 

TMA:  What’s  the  biggest  change 
you’ve  seen  in  the  Medicaid  pro- 
gram in  recent  years? 

Ms  Friedholm:  One  of  the  most  dra- 
matic changes  has  to  do  with  the 
people  Medicaid  serves.  Medicaid 
used  to  be  strictly  a welfare  pro- 
gram; the  only  way  you  got  it  was  if 
you  were  on  welfare.  Today  we  are 
talking  about  a million  children 
whose  moms  or  dads  get  up  and  go 
to  work  every  day,  but  for  employ- 
ers who  don’t  offer  health  insurance. 
We’re  not  talking  only  about  the 
poorest  of  the  poor  anymore.  ★ 


DIRECTOR 

GODDARD  HEALTH  CENTER 
The  University  of  Oklahoma 

The  University  of  Oklahoma  invites  nominations  and  applications  for  the  position  of 
Goddard  Health  Center  Director.  The  director  is  responsible  for  all  functions  of  the 
Goddard  Health  Center,  in  keeping  with  the  overall  policies  established  by  the  Board  of 
Regents,  and  in  compliance  with  regulatory  guidelines.  Has  primary  responsibility  for 
providing  leadership  and  direction  in  ensuring  the  efficient,  economical,  and  effective 
utilization  of  Goddard  resources  to  meet  the  identified  needs  of  the  students,  faculty  and 
staff  through  quality  primary  medical  care,  health  education  and  health  service  programs. 

The  University  of  Oklahoma  is  a major,  national  research  university  serving  the  education- 
al, cultural  and  economic  needs  of  the  state,  region  and  nation.  Created  by  the  Oklahoma 
Territorial  Legislature  in  1890,  the  university  has  18  colleges  offering  125  areas  for  under- 
graduate study,  129  areas  for  master’s  degrees;  doctoral  programs  in  81  fields;  and  profes- 
sional or  combined  doctoral/professional  degrees  in  14  areas.  OU  enrolls  more  than 
24,000  students  on  campuses  in  Norman,  Oklahoma  City  and  Tulsa  and  has  approximately 
1,500  full-time  faculty  members.  The  university's  1993  fiscal  year  operating  budget  is 
almost  ’500  million. 

RESPONSIBILITIES 

The  Director  supervises  a staff  of  over  fifty  full-time  personnel,  an  annual  operating  budget 
of  ’3.9  million  and  is  responsible  for  the  overall  operation  of  the  Center,  the  implementa- 
tion of  established  policies  and  participates  with  the  Goddard  Advisory  Board  in  the 
development  of  and  adherence  to  strategic  objectives,  long-range  goals,  and  budget,  and 
liaison  with  the  medical  staff  and  departments  of  the  Center. 

The  Director  recommends  Center  p>o!icy  positions  to  the  Goddard  Advisory  Board,  the 
President  and  Board  of  Regents  regarding  legislation,  government,  administrative  policy, 
and  other  matters  of  public  p>olicy  through  the  Vice  President  for  Student  Affairs  Office. 

Responds  to  community's  needs  for  quality  primary  health  care  services  by  monitoring  the 
adequacy  of  the  Center's  medical  activities  in  coordination  with  the  Goddard  Board, 
administrative  staff,  medical  staff  and  other  primary  care  facility  personnel  and  serves  as 
the  Center’s  liaison  with  the  OU  Health  Sciences  Center  to  insure  contemporary  standards 
of  primary  medical  care  are  maintained. 

QUALIFICATIONS 

Three  years  of  outpatient  medical  service  administration  and  Doctor  of  Medicine,  or  Doctor 
of  Osteopathy,  or  masters  in  Hospital  Administration  or  masters  in  Public  Health  or 
equivalent  work  and  education  related  experience  required.  Should  the  successful  candi- 
date be  an  M.D.  or  D.O.,  he/she  will  be  asked  to  consider  carrying  a limited  patient  load 
of  students,  faculty  and  staff. 

SALARY  AND  BENEFITS 

Salary  and  Benefits  will  be  competitive  and  commensurate  with  experience  and  qualifica- 
tions. This  is  a twelve  momh  position. 

APPLICATION  PROCEDURE 

Applicants  should  submit  a letter  of  interest,  resume  and  the  name,  address,  and  tele- 
phone number  of  three  references  by  June  30,  1993  to: 

Frederick  W.  Weddle,  Chair  of  Search  Committee 
Division  of  Student  Affairs 
900  Asp  Avenue,  Room  225 
Norman,  Oklahoma  73019 

The  University  of  Oklahoma  is  an  Equal  Opportunity/ Affirmative  Action  employer  and 
encourages  applications  from  women  and  minorities. 
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DOES  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  TfflS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 

✓ Automatically  fills  out  insurance  claim  forms  / Increases  cash  flow 


/ Prints  patient  billing  and  statements 
✓ Ask  about  our  $1 ,000  cash  rebate  offer 


/ Decreases  need  for  additional  staff 
/ Analyzes  practice  income  and  expenses 


✓ Tracks  all  insurance  and  patient  / Nearly  $10,000  less  expensive  than  a 

receivables  comparable  system 

. Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  installed  and  ready  to  run.  Prices  start  at  $3,495,  or  financing  as  low  as  $ 1 69  per  monthl  1 1 Price  Includes 
k.  the  FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  Information  packet  and  speak 
with  one  of  our  solutions  experts.  _ 0QQ  _ 


% 


FOXMED  PRO.  Available  from  Practice  Management  Innovations. 

The  computer  system  the  competition  doesn't  want  you  to  hear  about. 


Looking  for 
that  perfect  fit? 

You  just  found  it  in  the 

Texas  Physician  Placement  Service! 


Let  us  fit  the  pieces  together  in  your  search  for 
the  right  physician  or  practice  location  in  Texas. 

WE  OFFER: 

★ Free  service  for  physician  applicants  ★ Fast,  personalized  service 

★ Low-cost  recruitment  ★ Urban  and  rural  placements 

★ Computerized  data  bank  ★ Texas-based  matching  service 

★ All  specialties  accepted 

V CALL  US  TODAY  AT 

Association  (800)  880-1300,  EXT.  1403  ^ 

TEXAS  PHYSICIAN  PLACEMENT  SERVICE 
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Flawed  malpractice  study 
finds  unjustified  payments 
are  uncommon 

Bernard  D.  Hirsh,  JD,  FCLM 

Counsel,  Wildman,  Harrold,  Allen  & Dixon, 
Chicago,  III,  and  former  General  Counsel, 
American  Medical  Association 

A WIDELY  REPORTED  STUDY 
of  malpractice  cases  in  New 
Jersey  may  provide  the  anti- 
tort reform  lobby  with  ammunition, 
but  flaws  in  how  data  were  gathered 
cast  doubt  on  the  study’s  conclu- 
sions. First  reported  in  the  Annals 
of  Internal  Medicine  in  November 
1992  and  later  in  mainstream  media 
such  as  The  New  York  Times , the 
study  found: 

• Unjustified  payments  to  injured 
patients,  whether  by  settlement  or 
jury  verdict,  are  “uncommon.” 

• The  severity  of  patient  injury  has 
little  hearing  on  whether  a physi- 
cian loses  a case. 

• The  amount  of  payment  corre- 
lates closely  with  the  severity  of 
the  injury,  irrespective  of  whether 
a plaintiff  receives  financial  com- 
pensation through  a settlement  or 
jury  verdict. 

• Physicians  usually  win  cases  in 
which  physician  care  is  deemed 
to  meet  community  standards. 

“The  physicians  studied  in  New 
Jersey  are  comparable  to  doctors  in 
the  rest  of  the  nation,”  said  the  lead 
author  of  the  study,  Mark  I.  Tara- 
gin,  MD,  an  assistant  professor  at 
the  University  of  Medicine  and  Den- 
tistry in  New  Jersey.  “The  results  of 
this  study  are  likely  to  apply  to  the 
United  States  as  a whole.  The  fre- 
quency and  amount  of  payments 

Beth  Graddy,  assistant  editor,  writes  and  edits  the 
Law  section  of  Texas  Medicine. 


Law 


here  are  similar  to  those  reported  in 
previous  national  studies.” 

The  database  and  the  researchers 

The  database  consisted  of  8,245  cas- 
es closed  between  1977  and  1992 
from  The  New  Jersey  Medical  Inter- 
Insurance  Exchange,  a physician- 
owned  company  affiliated 
with  the  New  Jersey  Medi- 
cal Society,  which  insures 
approximately  60%  of  the 
state’s  physicians.  Of  that 
sample,  3,298  cases  (40%) 
were  dropped  or  disposed 
of  before  any  jury  verdict 
and  without  any  payment 
made.  Of  the  remaining 
4,947  cases,  3,515  (71%) 
were  paid  by  settlement  or 
jury  verdict  and  1,432 
(29%)  received  no  payment. 

The  New  Jersey  insur- 
ance company  joined  in 
submitting  the  study  for 
publication,  and  one  of  its 
employees,  Adam  Wilczek, 
is  one  of  its  five  authors. 

The  other  authors  include 
three  MDs  and  one  PhD. 
Although  lawyers  usually 
have  participated  in  studies 
evaluating  the  legal  process 
for  determining  malpractice 
claims,  none  of  the  authors 
is  a lawyer. 

Severity  of  injury  and  effects  on  outcome 

The  authors’  conclusion  that  the 
severity  of  patient  injury  has  little 
bearing  on  whether  a physician  loses 
a case  proves  inconsistent  with  the 
findings  of  previous  authoritative 
studies  (1).  The  prevalent  view 
among  malpractice  defense  attor- 
neys, supported  by  reported  court 
decisions,  is  that  where  the  facts  are 
in  dispute,  the  severity  of  injury  does 
influence  the  verdict.  Even  though  a 


relatively  small  number  of  malprac- 
tice claims  are  disposed  of  by  jury 
verdicts,  jury  verdicts  do  set  the  pat- 
tern for  settlements. 

The  conclusion  also  contradicts 
the  common  belief  among  physi- 
cians that  juries  are  guided  more  by 
a rule  of  sympathy  than  by  a rule  of 
law  in  finding  negligence. 

Severity  of  injury  and  effects 
on  dollar  amounts 

The  authors  based  their 
conclusion  that  the  settle- 
ment or  jury  verdict  corre- 
lated with  the  severity  of 
the  injury  on  two  factors: 
the  insurance  company’s 
assessment  of  whether  the 
physician’s  treatment  of  the 
patient  complied  with  stan- 
dard medical  care  and  indi- 
vidual assessment  of  the 
severity  of  the  injury.  They 
used  the  same  method  of 
assessment  to  determine 
that  physicians  win  cases 
when  care  meets  communi- 
ty standards. 

It  is  reasonable  to  as- 
sume that  despite  best  ef- 
forts, an  element  of  bias 
may  creep  into  any  study 
that  involves  statistical 
compilation  of  subjective 
judgments.  The  insurer 
evaluates  the  severity  of  injury, 
whether  the  customary  standard  of 
care  has  been  met,  and  whether 
there  is  a legal  reason  for  barring  the 
claim,  such  as  a statute  of  limita- 
tions. An  incentive  may  exist  on  the 
part  of  an  insurer  to  show  policy- 
holders that  its  settlements  are  not 
excessive.  Thus,  the  study  reflects 
the  insurer’s  notion  of  fairness. 


THE 

CONCLUSION 
CONTRADICTS 
THE  COMMON 
BELIEF  AMONG 
PHYSICIANS 
THAT  JURIES 
ARE  GUIDED 
MORE  BY  A 
RULE  OF 
SYMPATHY 
THAN  BY  A 
RULE  OF  LAW 
IN  FINDING 
NEGLIGENCE. 


50 


TEXAS  MEDICINE 


VOLUME  89  NO.  6 


JUNE  1993 


Law 


New  Jersey  not  representative 
of  all  states 

The  authors  said  that  the  demo- 
graphic characteristics  of  the  physi- 
cians in  their  database  varied  only 
slightly  from  national  figures  and  the 
“results  should  be  generahzable  to 
other  physician-patient  populations.” 

Despite  such  assertions, 
payments  to  satisfy  malprac- 
tice claims  in  many  states  top 
those  paid  in  New  Jersey  by  a 
substantial  margin.  In  New 
Jersey,  the  highest  settlement 
during  the  period  from  1977 
to  1992  was  $3,965,000.  The 
highest  jury  award  reported 
in  the  study  was  $2,576,377. 

In  Cook  County,  Illinois, 
there  have  been  numerous 
malpractice  settlements  in  the 
range  of  $4  million  to  more 
than  $6  million  since  1988. 

One  settlement  involving 
multiple  defendants  totaled 
$8,910,000.  Comparable 
payments  have  been  made  in 
other  urban  communities  to 
satisfy  malpractice  claims. 

Tort  system  functioning  well? 

In  reporting  the  findings  of 
the  study  at  a recent  sympo- 
sium, Dr  Taragin  said,  “The 
current  system  often  comes 
to  the  right  decision  about 
whether  a payment  should 
be  made  in  medical  malprac- 
tice cases,  and  the  amount  of 
payment  correlated  closely 
with  the  severity  of  the  injury.” 

While  his  words  suggest  that  the 
existing  tort  system  is  functioning 
well,  the  fact  is  that  justice  does  not 
prevail  either  for  plaintiff-patients  or 
physician-defendants.  When  it  takes  5 
years  in  many  urban  communities  be- 
fore a malpractice  case  is  tried  by  a 
jury  — even  longer  if  the  case  is  ap- 


pealed or  remanded  for  another  trial 
— justice  delayed  is  justice  denied  for 
physician-defendants  as  well  as  in- 
jured patients.  It  appears  from  the 
New  Jersey  study  that  in  1992,  there 
were  344  cases  pending  with  the  in- 
surance company  for  which  the  inci- 
dent on  which  the  malpractice  claim 
was  based  took  place  before 
January  1,  1986. 

Further,  according  to  a 
study  by  the  American 
Medical  Association,  less 
than  25%  net  of  the  money 
spent  for  malpractice  insur- 
ance premiums  actually 
goes  to  the  patients.  The 
rest  goes  to  pay  transaction 
costs,  sales  commissions 
and  overhead  for  insurance 
carriers,  investigation  ex- 
penses, court  costs,  expert 
witness  fees,  defense  attor- 
neys’ fees,  and  similar  ex- 
penses, along  with  deduc- 
tions from  what  eventually 
is  paid  to  plaintiffs  by  set- 
tlements or  jury  verdicts  for 
court  costs,  plaintiff  attor- 
neys’ fees,  and  so  forth. 

A blow  to  tort  reform 

The  New  Jersey  study  is 
bound  to  be  cited  by  oppo- 
nents of  medical  tort  reform 
as  evidence  that  reform  is 
not  needed.  In  an  editorial 
in  the  Annals  of  Internal 
Medicine  accompanying  the 
New  Jersey  study,  Randall 
R.  Rovbjerg  of  the  Urban  Institute,  a 
Washington,  DC,  research  organiza- 
tion, said  the  study  should  help  show 
that  the  legal  system  “is  not  perni- 
ciously biased  against  doctors”  and 
that  “medical  performance  is  also 
better  than  many  lawyers  paint  it.” 
And  many  legislators  may  interpret  the 
New  Jersey  study  as  supporting  the 


WHEN  IT 
TAKES  5 

YEARS  IN 
MANY  URBAN 
COMMUNITIES 
BEFORE  A 
MALPRACTICE 
CASE  IS  TRIED 
BY  A JURY, 
JUSTICE 
DELAYED  IS 
JUSTICE 
DENIED  FOR 
PHYSICIAN- 
DEFENDANTS 
AS  WELL  AS 
INJURED 
PATIENTS. 


contention  that  tort  reform  legislation 
is  unnecessary.  Mr  Rovbjerg  acknowl- 
edges, however,  that  “it  is  desirable  to 
make  further  improvements  in  the 
functioning  of  the  liability  process.” 

What  tort  reform  should  do 

Various  pro-defendant  tort  reform 
laws  have  been  enacted  in  almost  ev- 
ery state  during  the  past  20  years. 
Some  states  have  put  a cap  on  awards 
by  setting  a maximum  allowable  for 
any  injury  or  by  limiting  all  wage, 
medical,  and  other  losses.  Indiana,  for 
example,  has  set  an  overall  maximum 
of  $750,000,  and  California  has  put  a 
$250,000  ceiling  on  awards  for  pain 
and  suffering.  With  the  exception  of 
those  states  that  have  enacted  caps  on 
damages  that  have  been  sustained  as 
constitutional  by  their  respective  state 
legislatures,  however,  most  tort  re- 
form legislation  has  not  been  substan- 
tially effective. 

What  would  make  more  sense  and 
stand  a better  chance  of  enactment  in 
most  states  would  be  multiple  caps 
graduated  to  the  severity  and  duration 
of  the  injury.  Legislation  also  should 
be  enacted  to  provide  guidance  for  de- 
termining damages  below  cap  levels 
and  to  offer  incentives  for  the  prompt 
disposition  of  malpractice  claims.  The 
time  taken  to  resolve  cases  should  be 
shortened  from  the  5 years  it  now  av- 
erages to  1 year. 

Finally,  effective  medical  tort  re- 
form should  sharply  reduce  transac- 
tional costs.  True  tort  reform  will  be 
accomplished  only  when  the  cost  of 
malpractice  insurance  can  be  substan- 
tially reduced  by  modifying  the  exor- 
bitant costs  of  the  liability  system. 

Reference 

1.  US  General  Accounting  Office,  publica- 
tion no.  GAO/HRS  86-50.  1986;  JAMA 
1989;261:1599-1603;  JAMA  1991;265: 
2836-2843;  Law  & Society  Review 
1990;24:997-1039. 
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AG  loses  suit  seeking 
more  charity  care  from 
Methodist  Hospital 

Glen  A.  Rosenbaum,  JD 

Counsel,  Vinson  & Elkins,  LLP  * 


In  a February  19  ruling, 
Texas  District  Judge  Peter  Lowry 
dismissed  the  Texas  attorney  gen- 
eral’s lawsuit  against  The  Methodist 
Hospital  and  its  directors.  The  law- 
suit asserted  that  Methodist  had  a 
duty  to  provide  greater  amounts  of 
“charity  care,”  as  narrowly  defined 
by  the  attorney  general. 

The  attorney  general’s  investiga- 
tion of  Texas  nonprofit  hospitals  be- 
gan in  1985  and  evolved  into  the 
1988  appointment  of  the  Special 
Task  Force  to  Study  Not-for-Profit 
Hospitals  and  Unsponsored  Charity 
Care.  The  task  force  report  issued  in 
March  1989  defined  charitable  ser- 
vices broadly  to  include  care  to  finan- 
cially and  medically  indigent  patients 
(such  determination  could  occur  at 
any  point  in  the  account  evaluation 
or  collection  process),  unreimbursed 
costs  from  coverage  limitations  in 
government  programs,  government 
payments  below  costs  (Medicare  and 
Medicaid),  and  nonrevenue-produc- 
ing  community  services  such  as  edu- 
cation and  research. 

According  to  the  task  force  defini- 
tions, Methodist’s  total  unsponsored 
charity  care/community  services  ex- 
penditures from  1988  through  1991 
were  between  $55  million  and  $90 
million  a year,  for  a total  of  $287 
million  for  the  4-year  period. 

Narrow  definition  of  charity  care 

In  October  1990,  the  attorney  gen- 
eral filed  suit  against  Methodist  and 


a'Vinson  & Elkins,  LLP,  represented  The 
Methodist  Hospital  in  this  suit. 


its  directors,  alleging  breach  of 
fiduciary  duties  by  failing  to  provide 
an  adequate  amount  of  charity  care 
and  failing  to  include  an  analysis 
and  response  to  community  charity 
care  needs  in  the  hospital’s  planning 
process.  In  addition,  the  attorney 
general  asserted  that  the  hospital  vi- 
olated state  revenue  laws  by  obtain- 
ing tax  exemption  and  then  failing 
to  provide  the  requisite  amount  of 
charity  care  to  properly  maintain 
such  exemption. 

In  the  lawsuit,  the  attorney  gener- 
al defined  charity  care  to  include  only 
services  to  indigent  patients  who 
were  determined  at  the  time  of  ad- 
mission to  be  unable  to  pay  for  their 
care.  This  definition  amounted  to  a 
repudiation  of  the  task  force  report. 

Upon  filing  the  case,  the  attorney 
general  initiated  substantial  discovery 
requests.  Methodist  produced  more 
than  400,000  pages  of  documents, 
and  various  Methodist  executives 
and  church  officials  were  deposed.  In 
October  1992,  Methodist  filed  a mo- 
tion for  summary  judgment  seeking 
dismissal  of  the  case  on  various 
grounds.  Methodist  asserted: 

• Its  directors  had  not  breached 
their  fiduciary  duties  because 
they  were  acting  in  accordance 
with  the  provisions  of 
Methodist’s  charter  and  bylaws, 
and  the  property  tax  laws  did  not 
impose  an  affirmative  duty  to 
provide  free  care  in  the  manner 
alleged  by  the  attorney  general. 

• It  satisfied  the  constitutional  and 
statutory  requirements  for  tax 
exemption,  and  the  attorney  gen- 
eral lacked  standing  to  collateral- 
ly attack  the  exemption  determi- 
nations of  the  Harris  County 
Appraisal  District  and  Appraisal 
Review  Board. 

• The  court  lacked  jurisdiction  over 


the  attorney  general’s  suit  because 
the  attorney  general’s  efforts  to  re- 
vise legal  requirements  for  taxa- 
tion of  nonprofit  hospitals  consti- 
tuted a nonjusticiable  political 
question  that  should  be  deter- 
mined by  the  Texas  Legislature. 

AG  makes  a political  case 

Methodist’s  argument  that  the  suit 
constituted  a nonjusticiable  political 
question  was  bolstered  by  the  attor- 
ney general’s  response,  which  includ- 
ed anecdotal  stories  from  patients 
throughout  the  state,  graphs  and 
charts  showing  the  process  of  non- 
profit and  for-profit  hospitals  in  the 
current  health-care  market,  a video- 
tape of  a local  educational  channel 
town  meeting  program  regarding 
health-care  issues,  surveys  of  health- 
care needs  performed  by  other  non- 
profit institutions,  and  numerous  sta- 
tistical summaries  of  data  from 
hospitals  in  other  states.  Methodist 
argued  that  this  type  of  information, 
which  normally  is  presented  to  leg- 
islative committees  and  not  to  courts, 
underscored  the  political  nature  of 
the  attorney  general’s  case. 

The  attorney  general’s  case  also 
was  weakened  by  the  thorough  ex- 
amination of  Methodist  undertaken 
by  the  Harris  County  Appraisal  Dis- 
trict. Jim  Robinson,  chief  appraiser 
of  the  district,  testified  that  Harris 
County  has  the  most  thorough  pro- 
gram in  the  state  for  reviewing  ex- 
empt organizations  on  a periodic  ba- 
sis and  that  Methodist  had  provided 
more  information  and  documenta- 
tion and  had  received  a more  de- 
tailed review  than  any  other  non- 
profit hospital  in  the  county. 

After  this  review  process,  the  ap- 
praisal district  determined  to  regrant 
exemption  to  Methodist  in  1991  on 
two  independent  bases:  first,  as  a 
hospital  providing  medical  care 
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without  regard  to  the  beneficiary’s 
ability  to  pay,  and  second,  as  a 
biomedical  research  and  education 
organization.  Mr  Robinson  testified 
that  in  granting  exemption  on  the 
first  basis,  he  relied  on  the  definition 
of  charity  care  set  forth  in  the  1989 
task  force  report.  The  biomedical  re- 
search and  education  exemption  was 
granted  based  on  Methodist’s  status 
as  a major  teaching  hospital  and  re- 
search institution;  this  alternate 
ground  for  exemption  does  not  re- 
quire a showing  of  charity  care. 

Charity  care  a political  question 

At  the  conclusion  of  the  February  19 
hearing,  Judge  Lowry  issued  a bench 
ruling  dismissing  the  case.  In  an- 
nouncing his  ruling,  Judge  Lowry 
stated  that  while  health  care  for  in- 
digents is  a serious  concern,  the  is- 
sue is  a political  question  that 
should  be  addressed  by  the  US 
Congress  and  Texas  Legislature,  not 
by  the  courts. 

Judge  Lowry  also  ruled  that  the 
Methodist  directors  had  not 
breached  any  fiduciary  duties,  that 
the  attorney  general’s  action  consti- 
tuted an  impermissible  effort  to  con- 
trol allocation  of  the  hospital’s  re- 
sources, and  that  the  suit  constituted 
an  illegal  collateral  attack  on  the 
rulings  of  the  Harris  County  Ap- 
praisal District  and  Appraisal  Re- 
view Board. 

Judge  Lowry’s  ruling  does  not 
mark  the  end  of  the  controversy. 
The  attorney  general’s  office  has  an- 
nounced that  it  is  considering  appeal 
of  the  case.  In  addition,  on  February 
18  — the  day  before  the  court  hear- 
ing — a bill  was  filed  in  the  Texas 
Legislature  that  would  attempt  to 
delineate  standards  that  nonprofit 
hospitals  must  meet  in  order  to  re- 
ceive tax  exemptions.  At  press  time, 
the  bill  had  passed  the  Senate  and 


was  pending  in  the  House.  In  the 
event  of  any  violation,  the  bill  gives 
the  attorney  general  the  right  to  file 
suit  against  a hospital  and  its  direc- 
tors individually  for  breach  of 
fiduciary  duty.  ★ 
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The  lack  of  acceptable  coronary  ar- 
teries for  grafting  often  causes  the 
cardiac  surgeon  considerable  prob- 
lems in  treating  patients  with  severe 
coronary  artery  disease.  By  combin- 
ing the  standard  approach  of  coro- 
nary bypass  surgery  with  coronary 
endarterectomy  and  with  retrograde 
coronary  sinus  cardioplegia  perfu- 
sion, we  can  achieve  a longer  is- 
chemic period  and  can  flush  the  de- 
bris from  the  coronary  arteries  in  a 
retrograde  fashion.  Using  this  ap- 
proach, we  managed  72  patients 
with  near  inoperable  coronary 
artery  disease.  One  third  of  these 
patients  required  endarterectomy  of 
more  than  one  vessel.  A higher  than 
expected  number  of  patients  had  di- 
abetes mellitus.  The  left  coronary 
artery  system  required  endarterecto- 
my in  almost  60%  of  patients,  much 
higher  than  percentages  reported  in 
other  series  of  patients.  The  mortali- 
ty rate  in  our  patients  who  under- 
went the  left  system  endarterectomy 
was  5.7%.  Endarterectomy  must  he 
considered  an  adjunct  in  the  man- 
agement of  high-risk  patients  with 
severe  coronary  artery  disease. 


Dr  Johnston,  director,  DeBakey  Heart  Insti- 
tute, 6308  Eighth  Ave,  Kenosha,  WI  53143; 
Dr  Wall,  assistant  professor.  Department  of 
Surgery,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030;  Dr  Gar- 
cia-Rinaldi,  director,  Department  of  Cardio- 
vascular Surgery,  Povia  Hospital,  San  Juan, 
Puerto  Rico.  Send  reprint  requests  to 
Dr  Johnston. 


Coronary  artery  endarterectomy:  a method  of 
myocardial  preservation 


Robert  H.  Johnston,  Jr,  MD 
Raul  Garcia-Rinaldi,  MD,  PhD 
Matthew  J.  Wall,  Jr,  MD 

Treating  late-stage 
coronary  artery  disease  is  an 
ever-growing  challenge.  With 
the  popularity  of  percutaneous 
transluminal  coronary  angioplasty 
and  the  increasing  number  of  pa- 
tients requiring  reoperation,  the  sur- 
geon must  now  operate  on  patients 
with  more  advanced  and  diffuse  dis- 
ease. This  trend  has  been  borne  out 
over  the  last  10  years  by  the  ad- 
vanced age  and  rising  mortality  rate 
in  patients  having  coronary  artery 
grafts  (1,2).  Surgeons  thus  find 
themselves  at  the  operating  table 
searching  in  vain  for  an  acceptable 
coronary  artery  to  graft. 

Coronary  endarterectomy  is  an 
effective  method  of  making  arteries 
that  were  previously  not  graftable 
acceptable  for  grafting.  The  use  of 
coronary  endarterectomy  was  first 
reported  in  1957  (3)  and  preceded 
direct  revascularization  attempts; 
however,  endarterectomy  did  not 
yield  satisfactory  results  until  it  was 
combined  with  coronary  artery  by- 
pass grafting  (4,5).  Surgeons  concur 
generally  that  coronary  endarterec- 
tomy increases  the  risk  of  mortality 
and  perioperative  myocardial  infarc- 
tion (6-13).  One  of  the  largest  pub- 
lished series  cited  an  overall  mortali- 
ty rate  of  3.5%  for  coronary  artery 
grafting;  when  endarterectomy  of 
the  left  anterior  descending  coronary 
artery  was  added,  the  mortality  rate 
nearly  tripled  to  8.5%.  The  inci- 
dence of  perioperative  myocardial 
infarction  in  the  endarterectomy 
group  was  5.4%  — twice  the  rate  in 
patients  who  underwent  routine 
coronary  artery  bypass  grafting  (6). 
These  may  be  considered  acceptable 
levels  of  risk  when  the  alternative 
would  be  incomplete  revasculariza- 
tion or  technically  flawed  revascu- 
larization of  small,  diffusely  diseased 
coronary  arteries. 


We  performed  coronary  en- 
darterectomy in  72  patients  over  a 
2-year  period.  Three  principles  guid- 
ed our  management  of  these  pa- 
tients: use  of  retrograde  coronary  si- 
nus  cardioplegia  perfusion  to 
provide  myocardial  protection, 
avoidance  of  incomplete  revascular- 
ization, and  careful  selection  of  pa- 
tients who  are  most  likely  to  benefit 
from  the  procedure. 

PATIENTS  AND  METHODS 

From  January  1,  1986,  to  January  1, 
1989,  we  operated  on  947  consecu- 
tive patients  for  symptomatic  coro- 
nary artery  disease.  No  patients  were 
excluded  from  the  study,  including 
those  undergoing  concurrent  proce- 
dures such  as  left  ventricular 
aneurysmectomy  or  valve  replace- 
ment. One  patient  had  a concomitant 
left  ventricular  aneurysm  resection,  2 
had  concomitant  valve  replacements, 
and  5 had  repeat  coronary  bypass 
operations.  Of  the  total  group,  72 
(7.6%)  patients  required  coronary 
endarterectomy  of  one  or  more  ves- 
sels. Endarterectomy  of  a single  ves- 
sel was  performed  in  46  (63.9%)  and 
of  multiple  vessels  in  26  (36.1%). 
Endarterectomy  of  the  left  coronary 
system  was  necessary  in  59.7%  of 
the  total  endarterectomy  group.  As 
our  experience  with  this  procedure 
has  increased,  we  have  used  it  in  ap- 
proximately 10%  of  our  patients 
who  have  undergone  coronary  revas- 
cularization since  1987  (Table  1). 

Review  of  our  patient  population 
revealed  a high  incidence  of  women 
(approximately  33%)  and  of 
younger  patients.  Of  all  coronary 
endarterectomies,  82%  were  per- 
formed in  patients  who  were 
younger  than  age  70  (Table  2). 

Of  the  patients  requiring  coronary 
artery  bypass  grafting,  325  (34%) 
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Table  1.  Coronary  endarterectomy  as  proportion  of  total  coronary  operations. 


Year 

No.  of 

Coronary  Procedures 
(n  = 947) 

No.  (%)  of 

Coronary  Endarterectomies 
(n  = 72) 

1986 

274 

7 (2.5) 

1987 

317 

32  (10.1) 

1988 

356 

33  (9.3) 

Table  2.  Use  of  coronary  endarterectomy  by  age  (n  = 72). 


Year 

Total  No. 
of  Patients 

Age,  years 

<60 

No.  (%) 

60-69 

No.  (%) 

>70 

No.  (%) 

1986 

7 

4(57.1) 

1 (14.3) 

2 (27.6) 

1987 

32 

14  (43.7) 

12  (37.5) 

6 (18.8) 

1988 

33 

12  (36.4) 

16  (48.5) 

5 (15.1) 

Table  3.  Left  ventricular  dysfunction  before 
coronary  endarterectomy  (n  = 72). 

Ejection  Fraction5' 

No.  (%)  of  Patients 

<30 

6 (8.6) 

3 1 — 49 

22  (31.4) 

50-59 

13  (18.6) 

>60 

29  (41.4) 

‘"Ejection  fraction  of  two  patients  unknown. 


were  diabetic;  in  the  group  of  patients 
requiring  coronary  artery  endarterec- 
tomy, 45  (62.5%)  were  diabetic.  Old- 
er, diabetic,  and  female  patients  were 
overrepresented  in  the  group  requir- 
ing coronary  endarterectomy. 

SURGICAL  TECHNIQUE 

Retrograde  coronary  sinus  perfusion 
has  been  used  exclusively  for  my- 
ocardial protection  since  1988.  We 
believe  that  retrograde  coronary  si- 
nus perfusion  offers  additional  pro- 
tection during  coronary  endarterec- 
tomy when  coronary  disease  is 
extensive  (14-16)  and  the  ischemic 
period  may  be  prolonged. 

A flexible  system  to  produce  car- 
dioplegia permits  infusion  of  crystal- 
loid fluid  or  blood  via  either  ante- 
grade or  retrograde  routes.  To  cause 
rapid  asystolic  cardiac  arrest,  instal- 
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lation  is  antegrade  through  the  aor- 
tic root  (17).  Blood  or  crystalloid 
fluid  at  4°C  is  then  infused  via  the 
retrograde  coronary  sinus  catheter 
to  provide  sufficient  homogenous 
cardioplegia;  we  have  described  this 
technique  in  an  earlier  report  (18). 

Right  coronary  endarterectomy 
usually  requires  only  a very  short  ar- 
teriotomy  and  anastomosis.  Howev- 
er, endarterectomy  of  the  left  anteri- 
or descending  coronary  artery  and 
its  many  small  branches  usually  re- 
quires a long  arteriotomy  and  anas- 
tomosis. Specially  designed  Mills  en- 
darterectomy instruments  are  used. 
The  atheromatous  plaque  is  inspect- 
ed to  make  sure  removal  is  com- 
plete; plaque  removed  from  the  dis- 
tal tributaries  should  have  tapered 
ends.  The  entire  length  of  the  arteri- 
otomy is  then  overlaid  with  a saphe- 
nous vein  graft,  and  the  proximal 
end  of  the  vein  is  attached  to  the  as- 
cending aorta. 

Alternatively,  to  enhance  long- 
term graft  patency  or  if  suitable 
saphenous  vein  is  unavailable,  an  in- 
ternal mammary  artery  may  be  used 
to  patch  the  left  anterior  descending 
coronary  artery  when  the  arterioto- 
my is  short.  When  use  of  the  internal 
mammary  artery  as  a conduit  is  de- 
sirable, the  arteriotomy  may  be 
closed  using  saphenous  vein  as  a 
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patch  graft  angioplasty,  and  then  the 
internal  mammary  artery  anastomo- 
sis is  made  to  the  vein  patch.  Each 
endarterectomy  adds  approximately 
10  minutes  to  the  ischemic  time. 

RESULTS 

Nearly  half  of  the  patients  who  re- 
quired coronary  endarterectomy  for 
complete  revascularization  had  pre- 
operative dysfunction  of  the  left  ven- 
tricle (Table  3).  Of  the  72  patients 
who  underwent  coronary  en- 
darterectomy, 9 (12.5%)  required 
intraaortic  balloon  pump  (IABP) 
support  after  surgery.  Five  (55%)  of 
these  patients  survived  when  balloon 
counterpulsation  was  used.  Four  pa- 
tients died,  all  of  whom  required 
IABP  support.  The  cause  of  death 
was  ventricular  arrhythmia  in  2 pa- 
tients who  underwent  concurrent 
ventricular  aneurysm  resection  and 
multiple  organ  system  failure  in  the 
other  2 patients  who  died.  The  over- 
all mortality  rate  was  5.7%.  Periop- 
erative myocardial  infarction  rate 
was  5%  in  the  endarterectomy 
group,  which  compares  favorably  to 
the  study  by  Fivesay  et  al  (6). 

DISCUSSION 

Many  surgeons  hesitate  to  revascu- 
larize patients  with  severe  and  dif- 
fuse coronary  artery  disease.  Ad- 
vanced age,  female  sex,  diabetes 
mellitus,  left  ventricular  dysfunction, 
and  previous  coronary  revascular- 
ization increase  the  risk  for  morbidi- 
ty and  mortality. 

Diabetes  mellitus  predisposes  to 
more  severe  coronary  artery  disease 
(19-22)  and  has  been  associated  with 
slightly,  though  not  significantly, 
higher  risk  of  morbidity  and  mortali- 
ty after  coronary  surgery  (23-25). 
The  typical  incidence  of  diabetes  mel- 
litus in  a population  requiring  coro- 
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nary  endarterectomy  is  about  25% 
(6)  and  ranges  from  12.7%  (11)  to 
52%  (1).  In  our  population,  the  inci- 
dence was  higher  (62.5%). 

Most  patients  undergoing  revascu- 
larization procedures  are  male.  This 
tendency  is  even  greater  in  coronary 
endarterectomy  patients.  Although 
most  of  our  patients  were  male,  a sig- 
nificant proportion  (33%)  were  fe- 
male. Other  series  report  significantly 
fewer  females  requiring  coronary  en- 
darterectomy (1,6,9,11,26). 

Patients  older  than  70  years  ac- 
count for  18%  of  those  patients  re- 
quiring coronary  endarterectomy  in 
our  group  in  contrast  to  proportions 
typically  limited  to  less  than  10%  in 
other  series.  Although  revasculariza- 
tion techniques  have  improved 
enough  over  the  decade  to  enable  the 
relatively  safe  operation  of  geriatric 
patients,  they  remain  a high-risk 
group  for  morbidity  and  mortality. 

When  dealing  with  geriatric  pa- 
tients, we  would  anticipate  a 
significantly  higher  mortality  rate, 
especially  when  operating  on  the  left 
coronary  system.  We  found  that 
59.7%  of  our  patients  had  left  sys- 
tem coronary  endarterectomy.  This 
is  much  higher  than  percentages  re- 
ported previously  (1).  Because  the 
extensive  disease  often  found  in  the 
left  coronary  system  requires  the 
longer  incision  and  longer  duration 
of  surgery  to  fully  remove  atheroma- 
tous material,  the  left  coronary  en- 
darterectomy is  usually  associated 
with  higher  mortality.  Our  mortality 
rate  of  5.7%  compares  favorably  to 
those  of  other  series,  despite  the 
high  risk  factors. 

A possible  practice  contributing 
to  our  success  with  coronary  en- 
darterectomy is  the  use  of  retrograde 
cardioplegia.  By  combining  an  initial 
antegrade  infusion  of  cardioplegia  to 
accomplish  rapid  diastolic  arrest 


with  a subsequent  retrograde  infu- 
sion to  provide  adequate  homoge- 
nous distribution,  we  achieved  ex- 
cellent myocardial  protection  during 
these  procedures. 

We  have  increased  the  use  of  ret- 
rograde perfusion  for  cardioplegia 
with  special  emphasis  on  its  applica- 
tion for  high-risk  patients  and  pa- 
tients who  are  going  to  have  coro- 
nary endarterectomy.  This  method 
of  enhancing  myocardial  preserva- 
tion continues  to  be  employed  in  all 
of  our  patients  who  require  coro- 
nary endarterectomy.  Other  studies 
appear  to  confirm  the  efficacy  of  ret- 
rograde perfusion  to  improve  my- 
ocardial preservation  in  the  patients 
with  extensively  diseased  coronary 
arteries  (27).  However,  prospective 
randomized  trials  comparing  the  ef- 
fectiveness of  antegrade  and  retro- 
grade approaches  tend  to  be  limited 
to  lower-risk  coronary  revasculariza- 
tion procedures  (14).  Randomizing 
high-risk  patients  could  pose  the 
ethical  dilemma  of  gambling  with 
survival  if  the  antegrade  route  can- 
not possibly  provide  adequate  my- 
ocardial protection. 

Our  experience  suggests  that 
coronary  endarterectomy  coupled 
with  retrograde  perfusion  through 
the  coronary  sinus  increases  the  op- 
tions available  to  the  cardiac  sur- 
geon trying  to  best  treat  patients 
who  are  at  increasingly  higher  risk. 
Armed  with  this  technique,  we  can 
offer  symptomatic  relief  and,  possi- 
bly, a longer  life  to  the  patient  with 
severely  diseased  coronary  arteries 
complicated  by  advanced  age,  previ- 
ous revascularization  procedures, 
and  concomitant  disease  processes. 
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MUSCULOSKELETAL  INJURY 

The  Musculoskeletal  Injury  Series,  an 
occasional  feature  in  Texas  Medicine, 
is  presented  by  the  department  of  or- 
thopaedics at  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio. Peter  L.J.  McGanity,  MD,  serves 
as  guest  editor  of  the  series. 


Dr  Agarwal,  PGY-1  Resident,  Department  of 
Orthopaedics,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  Send  reprint 
requests  to  Anne  Little,  Department  of  Or- 
thopaedics, UTHSC-SA,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284-7774. 


Jones’  fracture 

Animesh  Agarwal,  MD 


The  Jones’  fracture  is  defined 
as  a transverse  fracture  of 
the  proximal  fifth  metatarsal 
diaphysis  within  1.5  cm  of  the 
tuberosity.  It  is  classified  radio- 
graphically as  acute,  delayed  union 
and  nonunion.  Some  orthopedists 
also  have  added  a classification  of 
stress  fractures.  The  best  form  of 
treatment  is  based  on  the  presence 
or  absence  of  medullary  sclerosis 
adjacent  to  the  fracture  site.  In  ad- 
dition, the  prescribed  treatment 
must  be  adhered  to  by  the  patient  to 
prevent  increased  morbidity  associ- 
ated with  this  fracture. 

CASE  PRESENTATION 
History 

An  otherwise  healthy  22-year-old 
Caucasian  man  was  seen  in  the  clin- 
ic in  December  1991  with  com- 
plaints of  pain  and  difficulty  walk- 
ing. Two  days  earlier,  he  had 
sustained  a twisting  injury  to  his 
right  foot.  Approximately  1 week 
before  that,  he  had  grazed  the  same 
foot  with  a bowling  ball  without  ap- 
parent injury. 

Physical  examination 
The  right  foot  had  minimal 
swelling  and  tenderness  without 
erythema  over  the  base  of  the  fifth 
metatarsal.  The  neurovascular  ex- 
amination was  normal. 

Radiography 

The  initial  roentgenogram  (Fig  1) 
showed  a nondisplaced  fracture  of  the 
proximal  fifth  right  metatarsal  shaft. 

PROBLEM 

The  patient  suffered  a Jones’  fracture. 
This  was  classified  as  an  acute  trau- 
matic fracture  rather  than  a stress 
fracture  because  of  the  lack  of  symp- 
toms prior  to  the  twisting  injury. 


SOLUTION 

The  patient  was  treated  conserva- 
tively in  a short  leg  cast  (SLC)  with 
no  weight  bearing.  After  6 weeks, 
physical  examination  revealed  mini- 
mal tenderness  to  palpation  with  ra- 
diographic evidence  of  new  bone 
formation.  At  9 weeks,  roentgeno- 
grams revealed  continued  fracture 
healing  and  the  SLC  was  discontin- 
ued. The  patient  was  instructed  to 
restrict  his  activities  and  prohibited 
from  participating  in  basketball  and 
running.  He  returned  5 days  later, 
having  played  in  three  basketball 
games,  and  complained  of  increased 
pain  over  the  lateral  aspect  of  his 
right  foot.  Examination  revealed 
tenderness  over  the  fracture  site  al- 
though roentgenograms  did  not 
show  disruption  of  the  fracture  line. 
He  was  placed  back  into  a SLC  with 
no  weight  bearing.  The  SLC  was  re- 
moved 16  weeks  after  the  initial  in- 
jury, again  with  restriction  of  activi- 
ties. His  symptoms  resolved  over  the 
next  7 weeks,  at  which  time  a 
roentgenogram  showed  fracture  con- 
solidation. His  activities  were  in- 
creased to  include  jogging.  At  27 
weeks  after  injury,  a roentgenogram 
showed  further  progress  of  healing 
(Fig  2).  The  patient  has  been  able  to 
run  without  discomfort,  and  his 
only  symptom  is  that  of  the  area 
“not  feeling  completely  normal.” 
The  patient  has  returned  to  his  regu- 
lar activities  and  is  doing  fine. 

DISCUSSION 

The  classical  Jones’  fracture  is  a 
transverse  fracture  of  the  proximal 
fifth  metatarsal  diaphysis  within  1.5 
cm  of  the  tuberosity.  Present  treat- 
ment of  such  a fracture  is  based  upon 
the  classification  by  Torg.  In  his  se- 
ries, Torg  treated  46  Jones’  fractures 
by  defining  three  fracture  patterns 
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ADDITIONAL  READING 


Fig  1.  Initial  roentgenogram  (oblique  view  of  right  foot)  shows  site  of  fracture. 


rig  2.  Roentgenogram  after  27  weeks  shows  good  consolidation  of  fracture  site. 


based  on  radiographic  criteria:  acute, 
delayed  union,  and  nonunion. 

An  acute  fracture  is  a traumatic 
injury  resulting  from  a direct  blow 
on  the  fifth  metatarsal  or  from  a 
twist.  In  an  acute  fracture,  the  pa- 
tient has  no  history  of  a previous 
fracture  or  any  pain  in  the  lateral 
foot  prior  to  the  injury.  Roentgeno- 
grams show  a sharp  fracture  line 
without  widening  or  sclerosis  and 
with  minimal  cortical  hypertrophy. 
The  treatment  of  choice  is  immobi- 
lization with  a SLC  and  no  weight 
bearing  for  6 to  8 weeks. 

In  a delayed  union,  a prior  history 
of  fracture  exists.  The  roentgenogram 
reveals  a complete  fracture  through 
both  cortices  and  a wide  gap  sec- 
ondary to  bone  resorption  with  some 
sclerosis.  Delayed  unions  can  be  treat- 
ed in  a SLC  with  no  weight  bearing, 
although  the  patient  may  be  unable  to 
return  to  athletic  activities  for  as  long 
as  6 months. 

A nonunion  has  a history  of  re- 
current symptoms  with  typical 
roentgenographic  findings  of  a wide 
fracture  gap,  new  periosteal  bone 
formation,  and  complete  obliteration 
of  the  medullary  canal  with  sclerotic 
bone.  Nonunion  responds  poorly  to 
closed  treatment  and  may  require 
open  reduction  and  internal  fixation. 

Many  patients  report  a prodro- 


mal period  of  pain  in  the  lateral  foot 
prior  to  the  event  that  necessitates 
treatment.  Therefore,  some  orthope- 
dists have  added  the  classification  of 
stress  fractures.  These  can  be  treated 
operatively  or  conservatively,  based 
on  the  radiographic  picture  and  the 
individual.  Nonsurgical  management 
requires  a longer  period  of  inactivity 
and  rehabilitation;  therefore,  surgi- 
cal intervention  may  be  indicated  in 
those  patients  who  are  serious  ath- 
letes and  must  remain  active. 

The  best  form  of  treatment  for 
Jones’  fractures  is  based  on  the  pres- 
ence or  absence  of  medullary  sclero- 
sis adjacent  to  the  fracture  site.  In 
the  serious  amateur  or  professional 
athlete,  early  surgical  intervention  to 
expedite  healing  may  be  considered. 

PREVENTION 

The  physician  should  direct  his  ef- 
forts to  preventing  the  morbidity 
that  can  be  associated  with  Jones’ 
fracture.  This  case  illustrates  the  im- 
portance of  following  treatment 
guidelines  and  avoiding  athletics  un- 
til roentgenograms  show  adequate 
consolidation  of  the  fracture  site. 
Otherwise,  reinjury  is  inevitable  and 
serves  only  to  prolong  the  inactive 
period  for  the  patient. 
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Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual, 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


WILLIAM  C.  GRATER  M.D.  ASSOCIATED 

DIAGNOSIS  & TREATMENT  OF  ALLERGIC  AND  IMMUNOLOGIC  DISEASES 
Our  39th  year  Preston  Center 

8226  Douglas  Avenue,  Suite  520,  Dallas  Texas  75225  (214)  363-5231 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Intra-Spinal  Opiates 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 

THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

Alan  Tonnesen,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD 
Coordinator,  Outpatient  Services 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX'.  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Carmine  U.  lacono,  Ph.D 

Assistant  Director  Assistant  Director 

Medical  Services  Psychological  & Related  Services 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Fleadache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Fleadache 


General  Surgery 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 

Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 


Diplomates  American  Board  of  Anesthesiology 
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Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Prnfpiccinnal  AQQnri^tinn 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth.  Texas  76104;  817  335-4316,  800  542-2663 


1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 


Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 
Bradley  F.  Jost,  MD 
David  Callanan,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas,  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 


Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


Harold  Granek,  MD 

Diplomate.  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas.  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M,  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are: 


Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Brain  Injury  (The  Challenge  Program) 
Outpatient  Services 


Pediatric  (Inpatient/Day  Hospital) 
Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 

Robert  E,  Bayless.  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD 

4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD  Robert  Lillo,  MD 


Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 


Rheumatology 


9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241  5446 

Craig  W.  Goodhart,  MD  Glenn  S,  Wheeless,  MD 

Phillip  M.  Graehl,  MD  Robert  Lillo,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite.  TX  75149,  214-288-4429 

Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  406,  Bedford.  TX  76201,  817-267-4492 

R.  Craig  Saunders,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 

WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  inpatient  and  outpatient  rehabilitation  and 
electrodiagnostic  evaluation  for  adults  and  children. 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800-792-9276,  210-672-6592 

Larry  Browne,  MD,  Medical  Director 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229 
800-741-6321,  210-616-0100 

Alex  Willingham,  MD,  Medical  Director 

Corpus  Christi:  2606  Hospital  Blvd,  8th  Floor 
Corpus  Christi,  Texas  78405  512-888-4458 

Joel  Joselevitz,  MD,  Medical  Director 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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OPPORTUNITIES 

AVAILABLE 

Cardiology 

Cardiologist  wanted  to  join  busy  BC  solo  practice  in  inva- 
sive and  non-invasive  cardiology.  Immediate  opening. 
Reply  — K.  Wong,  MD,  10201  Gateway  West,  Suite 
230,  El  Paso,  Texas  79925. 

Emergency  Medicine 


Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


Colorado  Springs,  Colorado 

Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part-time 
BC/BE  MED's  to  come  enjoy  the  good  life.  Four 
days  per  week  - NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan.  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr.,  Colorado  Springs,  CO  80918  or  call 

Ci  ieip  Pparrp 

^ 719/527-2959,  or  719/594-0046.  J} 


SAN  ANTONIO 


Emergency  Physician  Affiliates  has  opportunities 
for  qualified  emergency  physicians  to  work  in  the 
emergency  departments  of  a prestigious  four  hospital 
system.  This  system  consists  of  four  Level  II  full- 
service  community  hospitals  with  an  excellent  medical 
staff,  strong  administrative  support,  double  and  triple 
coverage,  and  dictation  system.  Annual  ED  volume 
of  25,000-28,000.  Fee-for-service  remuneration  of 
$155,000  - $205,000  first  year.  Culturally  rich  environ- 
ment, warm  climate,  and  a great  place  to  raise  a 
family.  Applicants  preferred  to  be  BC/BP  in  EM  or 
primary  care  specialty,  and  have  a Texas  license  or 
applied.  Please  send  CV  to  Tom  Tidwell,  Emergency 
Physicians  Affiliates,  8700  Crownhill,  Suite  #600-A, 
San  Antonio,  Texas  78209-1130  or  call  1-800-822-9860 
or  (210)  822-9860. 


Family/General  Practice 

FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc,  a feder- 
ally funded  community  health  center,  located  at  3 1 0 
W.  Oaldawn,  Pleasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  210-569-2527. 


THE  DEPARTMENT  OF  FAMILY  PRACTICE  AND 
COMMUNITY  MEDICINE  AT  THE  UNIVERSITY  OF  TEXAS 
MEDICAL  SCHOOL  AT  HOUSTON, 

a dynamic,  diverse  and  growing  department  needs  several  family  board  certified  or 
board  eligible  physicians  for  faculty  positions. 

Two  openings  involve  a broad  range  of  family  medicine  activities,  with  the  focus 
on  teaching  and  clinical  care.  Obstetrics  is  required.  Desire  for  involvement  in 
medical  student  teaching  and  research  is  welcomed.  The  residency  program  is  in  its 
third  year  of  operation  and  will  grow  to  a 14-14-14  complement.  A satellite  residency 
center  is  located  in  a well-established  community  health  clinic. 

We  have  another  opening  which  will  involve  clinical,  scholarly,  and  teaching 
responsibilities.  There  will  be  a focus  on  predoctoral  activities  and  predoctoral 
involvement  in  the  medical  school  curriculum. 

A full-time,  senior  faculty  member  at  the  Assistant  or  Associate  Professor  level  is 
also  being  sought.  This  individual  would  coordinate  curricular  aspects  of  the 
department  in  the  school.  This  would  include  all  four  years  of  student  involvement, 
entailing  incorporation  of  problem-based  learning  and  standardized  patient  concepts. 
The  individual  would  participate  in  clinical  and  administrative  activities.  Tenure 
track  desire  preferred. 

All  salaries  are  very  competitive.  Be  part  of  an  exciting  family  practice  endeavor. 
For  inquiries,  contact:  Roland  A.  Goertz,  M.D.,  Chair 

Department  of  Family  Practice  and  Community  Medicine 
P.O.  Box  20708,  Houston,  Texas  77225  or  call  (713)  792-5862. 

The  University  of  Texas  is  an  equal  opportunity  employer. 

Women  and  minorities  are  encouraged  to  apply. 


Exceptional  Family  Practice  Opportunities 


Excellent  financial  opportunity  exists  In 
Nacogdoches.  Texas  to  open  a solo  practice 
or  join  an  existing  busy  practice.  A commu- 
nity of  over  30.000  with  a medical  service 
area  in  excess  of  80,000. 

I Excellent  net  income  guarantee  to  assist 
physician  with  start  up. 

I Opportunity  to  practice  full  range  of  family 
practice  skills  with  all  necessary  special- 
ists available  for  assistance. 

) Active  community  with  Stephen  F.  Austin 
State  University  as  a focal  point. 

I Diversified  economy  enables  the  commu- 
nity to  be  stable  and  economically  sound. 

\ Exceptional  environment  to  raise  a family 
and  enjoy  the  out  doors. 

If  interested  please  contact  Kenneth  E.  Worley, 
FACHE.  Associate  Administrator  at 

(409)568-8582 

NACOGDOCHES 

MEMORIAL  HOSPITAL 

YOUR  HOSPITAL  FOR  LIFE 


Houston  suburb  — Join  large  multispecialty  group.  Hospi- 
tal work  is  optional.  Excellent  compensation  packages. 
For  details,  contact  Practice  Dynamics,  11222  Rich- 
mond, Suite  125,  Houston,  TX  77082;  800-931-0911 
or  713-531-0911. 

Southwest  Houston  — Full  or  part-time  opportunity  for  fami- 
ly physician.  Flexible  hours;  hospital  responsibilities  op- 
tional. $100,000+  per  year  including  salary  and  benefits. 
Please  send  CV  to  Gregg  Barfield,  PO  Box  10801,  College 
Station,  TX  77842,  or  call  409-696-6388. 


COLLEGE  HEALTH  PHYSICIAN 


Modem,  day  time  only,  outpatient  clinic.  Beautiful 
campus,  East  Texas  recreational  area.  10.5  month  posi- 
tion, no  call  or  hospital  duties.  Requires  primary-care 
experience,  Texas  license.  Opening  available  immedi- 
ately. Contact  Dr.  Ray  M.  Johnson,  P.O.  Box  13058, 
SFASU  Station,  Nacogdoches,  TX  75962. 

(409)  668-4008  EO/AAE 


Grapevine  area  — Take  over  successful  solo  family  prac- 
tice. 95%  private  pay.  The  right  BC/BE  family  practition- 
er can  take  over  this  successful  practice  simply  by  leas- 
ing the  clinic  building.  Call:  (817)  498-1351. 

DALLAS  METROPLEX  SUBURB  — 1:6  call,  join  established 
Family  Practice.  Existing  office  has  x-ray,  lab,  trained 
personnel,  computer  system.  Physicians  are  BC,  easy 
going,  and  super  nice.  No  buy-in;  just  expense  share. 
Guaranteed  income  provided  by  Hospital.  Practice  locat 
ed  in  the  fastest  growing  city  in  the  Metroplex.  If  inter- 
ested, fax  C.V.  to  David  M.  Reeves  at  214-518-2676  or 
call  me  at  800-677-7987  Ext.  3-101. 


$200,000  GUARANTEED! 


$200,000  guaranteed  income  with  expenses  paid. 
Call  1:5  - no  management  hassles  while  practicing 
traditional  family  medicine  with  some  OB.  The 
hospital  is  finishing  a $1.4  million  renovation  and 
is  in  beautiful  condition.  Enjoy  a crime-free  com- 
munity; four  seasons;  a country  dub  with  golf, 
tennis  and  swimming;  and  very  affordable  hous- 
ing. If  interested,  fax  your  C.V.  to  David 
Townsend  at  (214)  518-2676  or  call  me  at: 

800-677-7987  Ext.  3-048 

Your  call  will  be  kept  confidential. 
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The  University  of  Texas  Medical  Branch  at  Galveston,  De- 
partment of  Family  Medicine  is  recruiting  a Family  Physi- 
cian to  provide  practice  coverage  for  primary  care  practices 
in  East  Texas.  The  candidate  should  be  Board-Certified  in 
Family  Practice,  qualified  for  licensure  in  Texas,  and  have 
experience  providing  primary  care  in  rural  settings.  In  ad- 
dition to  a majority  of  time  spent  in  practice  coverage,  this 
position  includes  regular  teaching,  continuing  education 
and  advanced  skill  development  opportunities.  Ginical  or 
tenure  track  position  as  Instructor,  Assistant  Professor,  or 
Associate  Professor  is  available,  commensurate  with  train- 
ing and  experience. 

Letters  of  interest  along  with  curriculum  vitae  should  be  sent  to: 

William  J.  Crump,  M.D.,  Associate  Professor 
Department  of  Family  Medicine  and  Assistant  Dean 
Community  Affairs,  University  of  Texas  Medical  Branch 
415  Texas  Avenue,  Galveston,  Texas  77550-0853 

The  Univeriity  of  Texas  Medical  Branch  is  an  EO/AA  employer  MA7H/V. 

The  University  of  Texas  Medical  Branch  at  Oatveston  only  hires  individuals 
authorized  to  wort  in  the  United  States. 


San  Antonio  — Primary  care  clinic  needs  additional 
physicians.  Light  hospital  work.  Compensation  includes 
incentive  bonus.  For  details,  contact  Practice  Dynamics, 
11222  Richmond,  Suite  125,  Houston,  TX  77082;  800- 
931-0911  or  713-531-0911. 


FAMILY  PRACTITIONER  NEEDED 

Medical  Group  is  searching  for  an  MD.,  Family 
Practitioner  to  help  direct  Family  and  Urgent  Care  practice 
in  Corpus  Christi,  TX.  Send  C.V.  to: 

Medical  Specialists  Group 
5262  S.  Staples,  Suite  200 
Corpus  Christi,  TX  78411 
Attn:  Medical  Director 


Lucrative  practice  opportunity  — offers  $30,000  signing 
bonus  & two  year  net  income  guarantee.  Enjoy  small 
town  lifestyle  just  one  hour  from  the  Dallas/Fort  Worth 
metroplex.  For  details,  contact  Chuck  Negas  at  800- 
374-4425.  Or  fax  C.V.  to  404-390-3804.  Physician 
Sourcing  & Search,  1100  Ashwood  Parkway,  Suite  200, 
Atlanta,  GA  30338. 


TEXAS  -•  Modern  minor  emergency/ambulatory 
care  centers  seeking  well-rounded  practitioner 
for  expansion  in  Central  and  Northeast  Texas. 
Generous  modified  fee-tor-service  income  package 
with  superior  professional  liability  insurance 
included.  Must  have  good  experience  in  family 
medicine.  Industrial  medicine  experience  helpful. 
Send  CV  or  call  Keith  D.  Williams,  M.D., 

3305  North  Third,  Ste  304,  Abilene,  TX  79603, 
(915)676-3023.  


POSITION  AVAILABLE  in  San  Antonio.  Family  Practice  or 
Internal  Medicine.  Doctor  BE/BC  for  outpatient  clinic. 
Salary  and  Incentives  guaranteed.  Send  resume  to  P.O. 
Box  691168,  San  Antonio,  TX,  78269.  Or  call  Hopi  at 
(210)  675-4155  from  9:00  am  to  5:00  pm/Dr  Vasquez 
at  (210)  698-1239  in  the  evening. 


NORTH  DALLAS  OUT-PATIENT  CLINIC 

Out-patient  family  medicine,  minor  emergency 
clinic  in  growing  north  Dallas  suburb.  Loyal 
patients  in  a practice  with  strictly  controlled 
hours.  On  site  X-Ray,  laboratory.  No  call  or 
weekends.  Full-time  position,  as  well  as  part- 
time  available.  Salary  i fee  for  service  with  base 
guarantee.  Piet  , V to  Connie  Reid, 
MTC,  5120  N.  Jupii  Garland,  TX  75044. 


Physician  with  Texas  license  needed  to  practice  general 
medicine  at  Student  Health  Center.  Two-three  years 
practice  experience.  Forty-hour  week,  Monday-Friday. 
Minimal  call  duty.  Fringe  benefits.  Contact  Sheila  Mey- 
er, Director,  University  of  North  Texas  Health  Center, 
P.O.  Box  5158,  Denton,  TX  76203,  817-565-2786. 
Equal  Opportunity/Affirmative  Action  Employer. 


TEXAS  --  Join  solid  physicians  - Call  1:6, 
Hospital  is  building  medical  office  building 
for  all  physicians  and  will  be  doing  all  billing 
for  the  clinic.  24-hour  ER  Physicians.  This  is 
not  just  any  city.  Industry  is  booming,  the 
schools  are  in  the  top  10%,  the  basketball  team 
was  all  district,  the  girls  basketball  went  to 
state  for  the  second  year.  They  have  the  Aza- 
lea Festival  and  Autumn  Festival  here  sur- 
rounding the  three  lakes,  one  of  which  is  the 
best  bass  fishing  lake  in  Texas!  I've  person- 
ally placed  3 physicians  here. 

Call  David  Reeves  at 
800-677-7987  Ext.  2-225 
or  fax  your  C.V.  to  214-518-2676. 

It  will  be  kept  confidential. 


Assistant/Associate  Professor,  postdoctoral/research. 

Department  of  Family  Practice  and  Community  Medicine,  UT 
Southwestern  Main  Campus  in  Dallas  seeks  two  family  physi- 
cian educators  tor  a growing  department.  Desirable  qualifica- 
tions include  experience  in  postdoctoral  education  and  re- 
search. Duties  include  direct  patient  care,  administration, 
teaching  and  research.  Candidates  must  be  residency 
trained  and  ABFP  certified.  Competitive  salary  and  generous 
benefits.  Send  curriculum  vitae  to: 

Department  of  Family  Practice  and  Community  Medicine 
The  University  ot  Texas  Southwestern 
Medical  Center  at  Dallas 
5323  Harry  Hines  Boulevard 
Dallas,  Texas  75235-9067. 

An  Equal  Opportunity  Employer  


Internal  Medicine 

DALLAS,  TEXAS,  INTERNAL  MEDICINE  — Opportunity  for 
BC/BE  General  Internist  to  join  Dallas  Internal  Medicine 
Associates,  P.A.  New  offices  are  located  on  the  cam- 
pus of  Methodist  Medical  Center,  a tertiary  care  teach- 
ing hospital  with  IM  residency  program.  Offer  includes 
very  competitive  salary,  attractive  benefits,  liberal  vaca- 
tion and  educational  leave.  Call  Kurt  Schussler  at  1- 
800-727-6131  for  more  information. 


Fort  Worth  .Texas 

BE/BC  Internist  — American  Trained  - Stable  10 
MDGroup  — Adding  7th  Internist  -Downtown  lo- 
cation - Salary  + Bonus  + Paid  Expenses  - Fee  for 
service  practice  - Mail  CV:  Administrator,  The 
Fort  Worth  Clinic,  1221  West  Lancaster  Av- 
enue, Fort  Worth,  TX  76102 


Houston  — Join  IM  in  affluent  suburb  with  large  service 
area.  Bilingual  skills  a plus.  For  details,  contact  Prac- 
tice Dynamics,  11222  Richmond,  Suite  125,  Houston, 
TX  77082:  800-931-0911  or  713-531-0911. 


Locum  Tenens 


LOCUM  TENENS 


Attractive 

locations  fif  opportunities 

in 

• family  practice  • radiology 
• other  primary  care  specialties 


E^ariety  and  choice 

E^>ersonal  service 

E^ompetitive  income 

E^>aid  malpractice 

also 

Permanent  Placements 


For  information,  call 

1-800-531-1122 

Irrt  rim 

Physicians*. 

* 

"In  Texas  since  1982" 


Locum  Tenens  Work  Wanted.  Certified  Anatomic  and  Clini- 
cal Pathology.  Experienced.  Price  negotiable  (5  day  min- 
imum). Leave  message  at  1-800-383-3320  or  1-800- 
373-2432. 
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More  Outstanding  Opportunities 
from  The  TEXAS  Specialists ... 


dardiology 


NORTH  CENTRAL  TEXAS 
BE/BC  invasive  cardiologist  needed  for  associate 
practice  in  north  central  Texas  community  of 
approximately  21,000  (serving  referral  area  of 
1206,000).  Regional  medical  center;  modern  hospital 
(with  cath  lab;  cardiovascular  surgery  back  up.  Area 
Srenown  for  recreational  facilities.  Easy  access  to 
jDallas/Fort  Worth  metropolitan  area. 

Contact:  Vicki  Truitt. 




DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month, 
.ocated  in  a 3,300  sq.  ft.,  nine  year-old  medical 
ouilding  designed  to  accommodate  two 
Jermatologists.  Current  physician  plans  early 
etirement  and  offers  practice  for  sale.  Building 
available  for  sale  or  lease. 

Contact:  Barry  Strittmatter. 


MERGENCY  MEDICINE 


FORT  WORTH 

’hysician  needed  to  deliver  basic  primary  care  in 
fast  track"  unit  of  busy  emergency  department.  The 
egular  hours  of  this  position  will  allow  you  to  enjoy  a 
lice  lifestyle  in  a city  with  tremendous  amenities. 
Mso  need  physicians  for  traditional  ER  (12  or  13  12- 
lour  shift  equivalents  per  month).  Both  positions  offer 
aase  salary  plus  great  benefits  package!  Call  us  for 
fetails.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise!  Need  two 
nore  FPs  to  offer  full  range  of  family  medicine  in  town 
)f  21,000;  easy  access  to  Dallas/Fort  Worth.  OB 
optional.  Ultra-modern,  200-bed  hospital.  Excellent 
eferral  base  and  backup.  Generous  incentive 
oackage.  This  opportunity  has  it  all! 

Contact:  Vicki  Truitt. 

‘NORTH  CENTRAL  TEXAS 
:amily  physicians  needed.  Practice  with  established 
irimary  care  group,  or  independently  with  shared  call. 
\lo  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
iquipped,  56-bed  hospital.  Competitive  incentive 
oackage.  Contact:  Jim  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
ire  seeking  additional  family  physician  for  associate 
oractice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great 
ife  style  among  sophisticated  population  without  the 
lassies  of,  but  access  to,  a large  city.  Lots  of 
ecreational  and  social  amenities.  Generous 
ncentive  package  from  community  hospital  to 
qualified  doctor.  Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
;eeks  compatible  associate  for  practice  in 
regressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
ixcellent  schools.  Many  social  and  recreational 


opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 

EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing 
and  coverage  is  available  from  other  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca;  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Barry  Strittmatter. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  additional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundant  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more. 

Contact:  Jim  Truitt. 

SOUTH  CENTRAL  TEXAS 

Within  one  hour  of  San  Antonio  - South  Central 
Texas  hospital  seeks  additional  BE/BC  family 
practitioner  for  service  area  of  20,000.  OB  is 
available,  but  not  required.  Hunting  and  fishing 
(fresh  and  salt  water)  and  other  recreational  activities 
abound.  Generous  incentive  package  to  qualified 
candidate.  Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in 
El  Paso  (population  approximately  500,000),  wishes 
to  retire.  He  and  the  hospital  with  whom  he  is 
associated  seek  a board  certified  (or  board  eligible 
pursuing  certification)  family  physician  to  join  him  and 
begin  to  assume  his  large  practice.  Competitive 
benefit  package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 
Popular  location,  great  lifestyle.  Three  busy 
internists  seek  fourth  to  join  practice.  Excellent 
hospital  facilities  and  equipment.  Outstanding 
referral  base  and  backup.  Community  of  21 ,000  with 
easy  access  to  Dallas/Fort  Worth.  Recreational 
opportunities  abound  - and  the  coverage  will  allow 
you  time  to  enjoy  it!  Generous  incentive  package. 
Contact:  Vicki  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunity  available. 
Work  with  specialized  health  care  team  (including 
two  other  full  time  physicians  and  a host  of  other 
professionals)  in  new,  fully-equipped  comprehensive 
medical  unit.  High  incidence  of  diabetes  and 
hypertension.  Regular  hours,  limited  call;  excellent 
income  and  benefits.  Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  medical  and  four  radiation 
oncologists  seek  fifth  medical  oncologist  for  group 
practice.  Salary,  plus  bonus  and  excellent  benefits. 


Please  call  for  additional  listings. 


Practice  with  a top-notch  group  and  enjoy  a life  style 
in  a city  offering  an  abundance  of  outstanding 
amenities.  Call  for  more  specific  details. 

Contact:  Jim  Truitt. 


NEUROSURGERY 


NORTH  CENTRAL  TEXAS 
Recently  trained  neurological  surgeon  seeks  associate 
for  regional  neurosurgical  group.  Well-established  and 
growing  practice  in  attractive  north  central  Texas 
location.  Easily  accessible  to  D/FW  Metroplex. 
Modern  hospital  facilities.  Good  income/benefits. 
Many  desirable  features.  Call  for  details. 

Contact:  Barry  Strittmatter. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  1994 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  four  other  OB/GYNs).  Construction  of  New 
Women's  Center  underway.  Progressive,  family 
oriented  community  with  strong,  diversified  economy; 
excellent  schools.  Many  social  and  recreational 
opportunities.  Comprehensive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 
BE/BC  OB/GYN  needed  for  associate  practice  in 
north  central  Texas  community  of  approximately 
21,000  (serving  referral  area  of  206,000).  Regional 
medical  center  with  ultra-modern  OB  facilities  and 
equipment.  Good  neonatal  support.  Area  renown  for 
recreational  facilities.  Easy  access  to  Dallas/Fort 
Worth  metropolitan  area.  Contact:  Vicki  Truitt. 


OTOLARYNGOLOGY 


NORTH  CENTRAL  TEXAS 
Regional  medical  center  in  community  of 
approximately  21,000  (serving  referral  area  of 
206,000)  seeks  BC  otolaryngologist.  Associate  or 
solo  practice  possibilities.  Ultra-modern  hospital 
facilities.  Area  renown  for  recreational  facilities;  easy 
access  to  D/FW  Metroplex.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 


■ Physician  Search  &.  Placement 

■ Medical  Practice  Establishment, 
Appraisal,  Brokerage  &. 
Management  Consulting 


Physician 
Resource 
Network 


1 M2  Johnson  Road 
Kdlcr,  I exas  76248-4205 

1-80O-525-6O55  / (817)451-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  T exas  Medical  Association 


Classified  Directory 


You  ’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed  physicians 
and  allied  health  care  providers  trom  more  than  40 
fields  ol  specialization  available  to  provide  locum 
tenens,  or  temporary,  stalling  assistance  when  and 
where  you  need  it. 

Plus,  we  have  the  standards  and  experience  to 
guarantee  your  satisfaction  each  time  we  place  a 
member  ol  our  medical  stall  in  your  practice  or 
facility.  It’s  the  closest  thing  you ’ll  hnd  to  a risk-free 
way  to  cover  lor  absent  stall  members,  “try  out”  a 
potential  new  recrurt,  or  take  care  of  your  patients 
while  you  search  tor  a new  lull-time  associate.  Call  us 
today  to  arrange  for  quality  locum  tenens  coverage, 
or  to  discuss  your  permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Occupational  Medicine 

Physician  Needed  for  Occupational  Medicine  Clinic  in  San 
Marcos.  Contact  Ms.  Taylor  at  512-396-3361. 

Radiology 


Physicians  Unlimited 


Physicians  Unlimited  is  offering  unique  opportuni- 
ties for  Texas  licensed  radiologists.  Are  you  inter- 
ested in  a little  travel  and  a lot  of  flexibility? 
Would  you  enjoy  more  control  over  your  schedule 
while  earning  the  most  generous  compensation  of- 
fered to  locum  tenens  radiologists?  If  so,  it  is  time 
to  consider  Physicians  Unlimited.  You  will  earn 
what  you  deserve,  and  your  malpractice  insurance, 
housing,  and  travel  expenses  will  be  paid  as  well. 

Call  Ann  Christante  at  (800)  227-0316,  exL  9045. 


PHYSICIANS 

V^nnlunUed 


e have  the  locum  tenens  physicians 
you  need  when  you  need  them. 


en  you  need  assistance  with 
temporary  physicians  staffing  while  you 
recruit  or  to  cover  weekends,  vacations, 
illness  or  CME,  call  Physicians 
Unlimited,  We  have  a staff  of  thoroughly 
credentialed  radiologists  and  family 
practitioners  with  the  qualifications  you 
need  to  keep  your  practice  open  and 
operating  smoothly. 


hysicians  Unlimited  is  based  in 
Houston  and  focused  on  fulfilling  the 
need  for  temporary  physician  staffing 
throughout  Texas. 


or  more  information  on  how  we  can 
help  with  your  staffing  needs  call  Chuck 
Crandell  at  1 .800.227.03 1 6,  ext.  9018. 


Board  Certified  Radiologist? 


RADIOLOGY 

Recruiting  Assistance 
Exclusively  for  Radiology 

Locum  Tenens 
Permanent  Recruiting 


800-523-9955 
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Classified  Directory 


Other  Opportunities 


HUNTSVILLE,  TEXAS 

State  correctional  system  seeking  Texas  licensed  physician 
with  strong  leadership/administrative  skills  for  regional 
health  authority  position.  Physician  will  be  responsible  in 
coordinating  the  delivery  of  clinical  health  care  within  the 
central  region  of  TDCJ-ID  and  insures  that  appropriate 
health  care  is  accessible  and  provided  in  a timely  fashion  to 
that  region's  inmate  population.  Current  DEA/DPS 
Registration.  Attractive  salary/benefits.  Additional  information 
and  request  for  application,  please  contact:  409-291  -4020, 
or  TOCJ,  Box  99  Personnel  Annex,  Huntsville,  TX  77342. 


FOR  SALE  OR  LEASE 

Medical  Equipment 

For  Sale  — 1985  Agema  Thermography  machine  with 
Sony  video  display  and  video  typewriter.  Mint  condition. 
Best  offer  considered.  Call  713-932-1247. 

Office  Space 

For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 
806-383-3377. 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  PRACTICE  DYNAMICS, 
Dept  T,  11222  Richmond,  Ste  125,  Houston,  TX 
77082;  713-531-0911. 


DALLAS/FT.  WORTH 


Well-established  General  Surgery  practice  in  mid-cities  suburb 
is  now  available.  Collections  in  excess  of  $300,000  for  1992. 
Prestigiously  located  office  is  fully  computerized.  Thorough 
and  generous  introduction  will  be  offered.  Courteous  and  effi- 
cient staff  will  stay,  if  desired.  Owner  financing  for  the  appro- 
priate physician  will  be  made  available. 

For  information,  contact 
Mr.  Harrison  at  (800)  933-0911. 


Family  practice  in  community  near  Houston.  Enjoy  small 
town  atmosphere  near  city  amenities.  Well-established 
with  offices  adjacent  to  hospital.  Transition  available. 
For  information  package,  contact  Business  & Profes- 
sional Associates  at  713-782-8888.  TMH-1422. 

HOUSTON  — Family  practice  with  small  surgery  compo- 
nent. Located  in  a professional  office  building.  Doctor 
deceased.  Staff  remaining.  Realistically  priced.  Contact 
Business  & Professional  Associates  (713)  782-8888. 
TMH-1469. 

FAMILY  PRACTICE  FOR  SALE.  Profitable  Family  Practice: 
West  Houston-Westheimer/Gessner  area.  Four  year  col- 
lection average/$400,000+.  Four  year  net  profit  aver- 
age/43%. Contact:  Mr.  Kroenecke,  P.O.  Box  671346, 
Houston,  TX  77267,  (713)  444-3025. 

OPHTHALMOLOGY  — DALLAS,  TEXAS:  Immediate  pur 
chase  general  ophthalmology  practice.  Adjacent  to  ma- 
jor hospital,  highly  respected  well  established  practice 
for  35  years  provides  strong  base  for  qualified  candi- 
date. Average  12  new  patients/week  with  10,000  cur- 
rent patient  census.  Free-standing  professional  building 
allows  for  growth  and  expansion.  Optical  dispensing  is 
an  option.  Full  resume  with  first  Inquiry  to  Dental-Medi- 
cal Economics,  Inc.,  Attn:  Resources,  P.O.  Box  19568, 
Dallas,  Texas  75219. 
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Properly 

MEMORIAL  — PINEY  POINT  VILLAGE.  Gorgeous,  park  like 
acre  plus  on  a private  street  with  several  new  homes. 
House  is  poshly  renovated.  Priced  to  sell  at  lot  value 
for  only  $520k.  Call  Dr.  Khan  at  (713)  465-0786. 

OTHER 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

PO  Box  423  14  t-j 

Houston,  TX  77242-23 1 4 Bronstein 

FAX  713-784-9260  & Associates 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P hysi- 
cian  student  repayment  program.  Inquiries:  TDJC, 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
or  contact  Glynda  Baker,  (409)  2914020. 


BUSINESS  AND 
FINANCIAL  SERVICES 


Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser 
vice  Association,  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 


Ambulatory  Surgical 
Center  Consultants 


T earn  of  physician,  architect  and  medical  consultant 
will  help  you  develop  your  own  Medicare  approved 
Ambulatory  Surgical  or  Specialty  Facility. 

Contact  Connie  Burk  817-335-5421. 


Medical  Accounts  Receivables  — Includes  Personal  Injury 
Claims.  PLACEMENT/MANAGEMENT  SERVICES  also 
available.  For  information  call:  210-497-7574. 


$$  MONEY  FOR  DOCTORS  $$ 

All  50  States! 

We  can  arrange  funds  for  professionals  at  a lower 
cost  than  banks.  If  you  need  money  for  any  rea- 
son, contact:  R.B.D.  MEDICAL,  INC. 

(214)  492-8095,  ext.  1 234#  (24  hrs.) 
or  Fax  (2 1 4)  394-4 1 85  for  free  info 
Residents!  Borrow  up  to  $35,000  now. 


174-page  OSHA  manual  customized  for  your  office  to 
meet  current  requirements.  $175.  JCE  Publications, 
6025  Delmonico  Drive,  Colorado  Springs,  CO  80919. 
(719)  590-1177. 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Denise  Kotson, 
Classified  Manager,  TEXAS  MEDICINE,  401  West  15th, 
Austin,  Texas  78701. 


Advertising  Directory 


Apple  Medical  Leasing  5 

Autoflex  Leasing  Inside  Front  Cover 

CompHealth  68 

Eli  Lilly  & Co.  26 

Euro  Canadian  Trust  Company  43 

Haynes  O’Neal  29 

Insurance  Corporation 
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JSA  Healthcare,  Inc.  9 

Medical  Manager  10 

Medical  Protective  19 

National  Live  Stock  & 

Meat  Board  16 

Palisades  Pharmaceutical  4 

Physician  Resource  Network  67 

Practice  Management  Innovations  49 
Scott  & White  Back  Cover 

Sheraton  Grand  Hotel  DFW  23 

Taylor,  Walter  MD  15 

Texas  Medical  Association 

Insurance  Trust  1 

Texas  Medical  Liability  Trust  39 

U.S.  Air  Force  53 

U.T.  Medical  Branch,  Galveston  6 

U.T.  Southwestern  Medical 

Center  Inside  Back  Cover 


Publication  of  an  advertisement  in  Texas 
Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  Asso- 
ciation of  the  product  or  service  involved. 
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Courses 


JULY 

AIDS 

Jul 21-25,  1993 

National  Lesbian  & Gay  Health  Confer- 
ence: AIDS/HIV  Forum.  Washington,  DC. 
Contact  George  Washington  University 
Medical  Center,  2300  K St,  NW,  Washing- 
ton, DC  20037  (202)  994-4285 

Computer  Applications 

Jul  17,  1993 

GRATEFUL  MED:  Computer  Access  To 
Information.  Austin.  Contact  Texas  Medi- 
cal Association  Library,  401  W 15th  St, 
Austin,  TX  78701  (512)  370-1552  or 
(800)  880-1300,  ext  1552 

Jul  17-18,  1993 

National  Conference  on  Consumer  Health 
Informatics.  Stevens  Point,  Wis.  Contact  Na- 
tional Wellness  Institute,  PO  Box  827,  Stevens 
Point,  WI  54481-0827  (715)  346-2172 

Obstetrics  and  Gynecology 

Jul  1-5,  1993 

Highlights  in  Women’s  Health  Care.  Santa 
Fe,  NM.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

AUGUST 

Cardiology 

Aug  2-5,  1993 

Echocardiographic  Symposium  on  2-D  & 
Doppler  Echocardiography.  Vail,  Colo. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  PO  Box  79231,  Bal- 
timore, MD  21279-0231  (800)  257-4739 

Aug  5-7,  1993 

Critical  Care  Cardiology.  San  Francisco. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  PO  Box  79231,  Bal- 
timore, MD  21279-0231  (800)  257-4739 

Aug  30-Sep  1,  1993 

Challenges  in  Clinical  Cardiology.  Moran, 
Wyo.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 


Internal  Medicine 

Aug  2-7,  1993 

Internal  Medicine  Review.  S Padre  Island. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

Aug  2-4, 1993 

Ob-Gyn  Summer  Symposium.  Teton  Vil- 
lage, Wyo.  Contact  Office  of  CME,  Texas 
Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)  743-2929 

Pathology 

Aug  7-14,  1993 

Fine  Needle  Biopsy  Course.  Maui,  Hawaii. 
Contact  LIniversity  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  LS-105,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Psychiatry 

Aug  3-7,  1993 

Impulse  Control  Disorders  & Addictions: 
Update  and  Review.  Oahu,  Hawaii.  Con- 
tact Southern  California  Neuropsychiatric 
Institute,  6794  La  Jolla  Blvd,  La  Jolla,  CA 
92037  (619) 454-2102 

Risk  Management 

Aug  26,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  Fort  Worth 
and  Lubbock.  Contact  TMA  Office  of  Risk 
Management,  401  W 15th  St,  Austin,  TX 
78701  (800) 880-1300 

SEPTEMBER 

General  Medicine 

Sep  24,  1993 

Multiple  Sclerosis  Update  Series.  Houston. 
Contact  The  University  of  Texas  Medical 
School  at  Houston,  Office  of  CME,  1100 
Holcombe  Blvd,  HMB  15.1509,  Houston, 
TX  77030  (713)  792-5346 

Oncology 

Sep  27-Oct  1,  1993 

Medical  Oncology  Board  Review  Course. 
Houston.  Contact  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Conference 
Services,  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 


Pediatrics 

Sep  24-25,  1993 

Perinatal  Seminar.  Temple.  Contact  Scott 
& White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Psychiatry 

Sep  18,  1993 

Suicide.  St  Louis.  Contact  Washington  Uni- 
versity School  of  Medicine,  Campus  Box 
8063,  660  Euclid  Ave,  St  Louis,  MO 
63110-1093 (800) 325-9862 

Risk  Management 

Sep  11,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  Austin.  Con- 
tact TMA  Office  of  Risk  Management, 
401  W 15th  St,  Austin,  TX  78701  (800) 
880-1300 

Sep  23,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  El  Paso  and  S 
Padre  Island.  Contact  TMA  Office  of  Risk 
Management,  401  W 15th  St,  Austin,  TX 
78701  (800) 880-1300 

Surgery 

Sep  10-12,  1993 

Frontiers  in  Endosurgery.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  631 10-1093  (800)  325-9862 

OCTOBER 

Computer  Applications 

Oct  9,  1993 

Cancer  Information:  PDQ!  (&  More). 
Austin.  Contact  Texas  Medical  Association 
Library,  401  W 15th  St,  Austin,  TX  78701 
(512)  370-1552  or  (800)  880-1300,  ext  1552 

Oct  23,  1993 

GRATEFUL  MED:  Computer  Access  To 
Information.  Austin.  Contact  Texas  Medi- 
cal Association  Library,  401  W 15th  St, 
Austin,  TX  78701  (512)  370-1552  or 
(800)  880-1300,  ext  1552 

Geriatrics 

Oct  8-9,  1993 

Clinical  Approach  to  Common  Problems 
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in  the  Mature  Adult.  San  Antonio.  Contact 
Scott  N:  White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Internal  Medicine 

Oct  9-13,  1993 

Gastroenterology  Board  Review  Course. 
Arlington,  Va.  Contact  George  Washington 
University  Medical  Center,  2300  K St,  NW, 
Washington,  DC  20037  (202)  994-4285 

Obstetrics  and  Gynecology 

Oct  8-9,  1993 

Women’s  Health  Care.  College  Station. 
Contact  Scott  &C  White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Oncology 

Oct  3-5,  1993 

Pharmacy  Symposium  on  Cancer  Chemo- 
therapy. Houston.  Contact  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2222 

Oct  9-13,  1993 

Medical  Oncology  Board  Review  Course. 
Pentagon  City,  Va.  Contact  George  Washing- 
ton University  Medical  Center,  2300  K St, 
NW,  Washington,  DC  20037  (202)  994-4285 

NOVEMBER 

Anesthesiology 

Nov  11-14,  1993 

Anesthesiology  and  the  Geriatric  Patient. 

St  Louis.  Contact  Washington  University 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  63110-1093 
(800) 325-9862 

Computer  Applications 

Nov  6,  1993 

Basics  of  Searching  MEDLINE.  Austin. 
Contact  Texas  Medical  Association  Library, 
401  W 15th  St,  Austin,  TX  78701  (512) 
370-1552  or  (800)  880-1300,  ext  1552 

General  Medicine 

Nov  20,  1993 

Hypercholesterolemia.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  63110-1093  (800)  325-9862 
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Oncology 

Nov  4-7,  1993 

Advances  in  the  Biology  & Therapy  of 
Colorectal  Cancer.  Houston.  Contact  The 
University  of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Otolaryngology 

Nov  4-6,  1993 

Otology,  Neurotology,  & Skull  Base  Surgery. 
San  Francisco.  Contact  University  of  Califor- 
nia at  San  Francisco,  Extended  Programs  in 
Medical  Education,  Rm  I.S-105,  San  Francis- 
co, CA  94143-0742  (415)  476-4251 

Thoracic  Surgery 

Nov  17-19,  1993 

Contemporary  Cardiothoracic  Surgery.  St 
Louis.  Contact  Washington  University 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  63  I 10-1093 
(800) 325-9862 

DECEMBER 

General  Medicine 

Dec  3,  1993 

Women's  Health  Care  Issues.  St  Louis. 
Contact  Washington  University  School  of 
Medicine,  Campus  Box  8063,  660  Euclid 
Ave,  St  Louis,  MO  631  10-1093  (800) 
325-9862 

Obstetrics  and  Gynecology 

Dec  4-5,  1993 

Update  in  Pelvic  & Vaginal  Surgery.  San 
Antonio.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Risk  Management  Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  through  its  Risk 
Management  Office.  For  further  informa- 
tion, contact  the  TMA  Risk  Management 
Office,  401  W 15th  St,  Austin,  TX  78701 
(800) 880-1300. 

Jun-Dec,  1993 

Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims 

June  17,  San  Antonio 

Aug  26,  Fort  Worth  and  Lubbock 

JUNE  1993 


Sep  1 I , Austin 

Sep  23,  El  Paso  and  S Padre  Island 

Oct  7,  Beaumont  and  Galveston 

Oct  14,  Dallas 

Oct  28,  Temple 

Nov  4,  Houston 

Nov  18.  San  Antonio 

Dec  2,  College  Station 

Calendar  of  Meetings 


• Denotes  Texas  meeting 

June 

June  10-12,  1993,  Houston 

• Baylor  Ophthalmology  Alumni  Associa- 
tion Meeting 

Contact  Baylor  College  of  Medicine,  Oph- 
thalmology Dept,  6501  Fannin,  Ste  NC- 
200,  Houston,  TX  77030  (713)  798-3708 

June  17-18,  1993,  Austin 

• TMA  Conference  for  CME  Sponsors 

Contact  Carrie  Laymon,  Medical  Educa- 
tion Dept,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  (512)  370-1446 

October 

Oct  13-17,  1993,  Washington,  DC 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  ASIM,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808 (202)  835-2746,  ext  266 

November 

Nov  14-18,  1993,  Chicago 

American  Academy  of  Ophthalmology 

Annual  Meeting 

Contact  AAO,  655  Beach  St,  San  Francis- 
co, CA  94109-1336  (415)  561-8500 

Nov  18-21,  1993,  Houston 
American  Association  for  Cancer  Education 
Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 


For  assistance  in  locating  CME  opportunities 
offered  elsewhere  or  for  self-paced  home 
study  materials,  contact  the  Texas  Medical 
Association  CME  Resource  Center  at  (800) 
880-1300,  ext  1552,  or  (512)  370-1552. 
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CANT 

KEEP 

UP? 


Look  to  TMA  for: 

4 CME  accreditation  program 

4 Library  CME  Resource  Center 

4 Year-round  physician 
education  programs  on 
AIDS,  cancer,  ethics 

4 Physician  education 
resources  on  tobacco, 
cholesterol 

4 250  Category  1 AMA  PRA 
credit  hours  at  Annual 
Session 

4 Quick  access  to  MEDLINE 
searches,  books,  900 
medical  journals  through 
TMA  library 

4 Manpower  studies 


“ Tex 

ht 


TexasMedical 

Association 


MEDICAL  CROSSWORD  NO.  9 


ACROSS 

1 . Wasting  of  any  part  of  the  body  (7) 

4.  Appendages  or  accessory  structures  of 
an  organ  (6) 

7.  Severe  inflammation  of  the  eye  ( 10) 

9.  Prescription  abbrev,  methylated 
spirit  (3) 

10.  A pneumoconiosis  caused  by  inhaled 
asbestos  fibers  (10) 

12.  Autonomic  nervous  system,  abbrev  (3) 

1 3.  Amniotic  fluid  (6,5) 

14.  Chemical  symbol,  silicon  (2) 

16.  A medical  graduate  serving  and  residing 
in  a hospital  preparatory  to  being 
licensed  to  practice  medicine  (6) 

1 8.  The  red  areola  formed  around  a 
vaccination  vesicle  (4) 

19.  Prescription  abbrev,  compound  (2) 

2 1 . Patent  ductus  arteriosus,  abbrev  (3) 

22.  Antihistamine,  antipruritic,  and 
sedative  indicated  in  the  treatment  of 
urticaria  (12) 

23.  Combining  term,  prick,  pierce  (5) 

24.  Lack  of  normal  tone  or  strength  (5) 

25.  A state  of  unconsciousness  and 
insusceptibility  to  pain,  produced  by 
administration  of  anesthetic  agents, 
abbrev  (2) 

Solution  on  p 15. 


DOWN 

1 . Marked  deviation  from  normal, 
especially  as  a result  of  congenital  or 
hereditary  defects  (7) 

2.  Restoration  to  useful  activity  of  persons 
with  physical  or  other  disability  (14) 

3.  A retrosternal  sensation  of  burning 
occurring  in  waves  and  rising  toward 
the  neck  (9) 

4.  Acute  myocardial  infarction,  abbrev  (3) 

5.  Morbid  self-esteem  (8) 

6.  Cessation  or  stoppage  (6) 

8.  Conversion  of  nutritive  material  into 

living  tissue  (12) 

1 1 . A mixture  of  phospholipids  that  reduces 
the  surface  tension  of  pulmonary  fluids 
and  thus  contributes  to  the  elastic 
properties  of  pulmonary  tissue  (10) 

14.  Chemical  symbol,  tin  (2) 

1 5.  A chronic  disease  of  the  skin  of  the 
nose,  forehead,  and  cheeks,  marked  by 
flushing,  due  to  dilatation  of  the 
capillaries  (7) 

1 6.  The  dorsal  part  of  the  arch  of  the 
foot  (6) 

1 7.  To  excise  part  or  all  of  an  organ  or 
other  structure  (6) 

20.  The  top  of  a body,  organ,  or  part  (4) 
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ement  by  Autoflex 

* * * . 

Endorsement 


TMA. 


Behind  the  wheel, 

this  car  makes  me  feel  like  I'm  flying. 

Excitement  on  the  highway, 
now  everything  is  moving  my  way. 
The  car  of  my  dreams  was  waiting  for  me 
at  Autoflex  Leasing! 

When  you  call  Autoflex  Leasing, 
you're  in  touch  with  the  exclusive 
"Flexlease",  a lease  designed  with 
convenience  in  mind. 

With  just  a phone  call  today, 
you  can  be  driving  your  new  car, 
truck  or  van  tomorrow  and  you  will  have 
no  down  payment,  no  deposit 
free  rent  cars,  and  much  more! 
Volume  leasing  means  the  best  price 
on  the  best  car 
delivered  right  to  your 
home  or  office. 

The  TMA  and  Autoflex  Leasing 
have  joined  forces  to  offer  you  the  best 
auto  lease  available. 

It  was  designed  for  convenience, 
it  was  endorsed  for  quality. 


For  more  information 
Contact  one  of  these  specialists: 
Louis  Murad 
John  Welch  or 
Al  Couvillon 


212  W.  Spring  Valley  Richardson.  Tx  75081 
214-234-1234 


♦TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

GROUP  PLUS 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMA1T  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 
created  and  endorsed 
by  the  Texas  Medical 
Association. 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 

2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 
TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 

P.O.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 


6. 


Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for  24 
years  (1969 — 1993) 


Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 


TEXAS  MEDICAL  ASSOCIATION 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


JULY  1993  • VOLUME  89  NO.  7 


Steven  Weitman, 
MD,  PhD , 
a pediatric 
hematologist- 
oncologist, 
talks  with 
chemotherapy 
patient 
Kyler  A.  Davis 
at  Children’s 
Medical  Center 
of  Dallas. 
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A Day  and  a Night 
With  Texas  Physicians 


SKF.ETER  HAGLER/CHILDREN'S  MEDICAL  CENTER  OF  DALLAS 


Take  phone  call.  Consult.  Eat  breakfast. 

Hug  kids.  Perform  surgery.  Read  x-rays. 
Comfort  patient.  Think  about  lunch. 

Teed  dog.  Complete  charts.  Relax.  Call  home. 
Teach.  Miss  dinner.  Beeper.  Death.  Life. 

BY  LAURA  J.  ALBRECHT  AND  MARK  RICHARDSON; 

JIM  LINCOLN,  GUEST  PHOTOGRAPHY  EDITOR 


11 

Upfront 

Patients’  needs  must  define  medicine,  says  Dr  Tenery 
• Dr  Gamel  reflects  on  an  extraordinary  year  in  Texas  medicine 
• House  of  Delegates  elects  TMA  leaders  for  1993-1994 
• ‘You  always  know  where  you  stand  with  Dr  Drue  Ware’ 

• House  elects  emeritus  and  honorary  members 
• Dedication  to  medical  students  • TMA  House  approves  new  membership  category 
• Physicians  honored  for  recruitment  efforts 
• Texas  Medicine  editorial  committee  adds  new  members  • Young  at  heart 

Commentary:  ‘Reservoir  of  knowledge’  distinguishes  physicians 
By  Jim  Bob  B r a m e , M D 


22 

Legislative  Affairs 

Medicine  wins  big  in  73rd  Legislature 

• TEXPAC  backs  winner  in  special  House  race  • Blood  donor  bill  becomes  law 


Public  Health 

Delegates  support  school-based  clinics  • Campaign:  start  baby  off  right  with  gift  of  health 

• Conference  to  address  border  health  hazards 


2 


TEXAS  MEDICINE 


VOLUME  89  NO.  7 


JULY  1993 


28 

Law 

Doctor  gets  injunction  against  anti-abortion  protestors 

Federal  and  state  laws  prohibit  some  debt  collection  practices 
By  Helene  Alt  Thompson,  JD 

When  patients  file  bankruptcy 
By  Hugh  M.  Barton,  |D 


50 

Science  and  Education 

House  of  Delegates  studies  physician  impairment 
• TMA  honors  six  science  teachers  with  awards  for  excellence 
• Medicine  in  Texas:  news  from  around  the  state 


52 

Medical  Economics 

House  of  Delegates  passes  policy  statement  on  health-system  reform 
• Delegates  take  action  on  socioeconomic  topics 


55 

The  Journal 

Initial  STD  visits  by  adolescent  females,  Dallas  County,  Texas 
By  Joann  M.  Schulte,  DO;  Geri  R.  Brown,  MD; 
Charles  E.  Haley,  MD,  MS;  Robert  W.  Haley,  MD; 
Randolph  Ferris,  MD;  H.  Gordon  Green,  MD,  MPH; 
Ron  J.  Anderson,  MD,  RPh 

Cancer  Update:  Physical  and  psychosocial  needs  of  cancer  patients 
By  Lois  C.  Friedman,  PhD;  Daniel  Lehane,  MD; 
Armin  D.  Weinberg,  PhD; 

Mohsen  Mirabi,  MD;  H.  Paul  Cooper,  MA 


Departments 


Letters 7 

People 19 

Information  for  Authors 65 

Classified  Directory 66 

Texas  Physicians’  Directory 72 

CME/Continuing  Education  Directory 75 


big  win  for 
medicine 

• • • 

When  the  dust  lifted 
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Legislature,  persistence 
and  hard  work  had 
paid  off  for  physicians 
and  their  patients. 
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YOCOW 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patients  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3 4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon'9  1/12  gr.  5.4  mg  in 


bottles  Of  100'S  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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^ • All  leasing  companies  are  not  created  equal.  Apple  Medical  Leasing  is  the 
only  TMA  endorsed  auto  leasing  company  exclusively  serving  physicians.  Compare.  Not  only  do  you  get  the 
vehicle  of  your  choice,  domestic  or  import,  but  you'll  carry  our  exclusive  AutoLease™  Card  that  provides 
special  terms  and  services  beyond  comparison. 


# Lower  monthly  payments 

# No  downpayment  or  security  deposit 

# 24  hour  roadside  assistance 

# Free  local  rent  car  when  needed 


# Free  delivery 

# GAPP  insurance 

# Trade-in's  are  welcome 

# Cash-back  dividends 
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Medical  Leasing 
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Texas  Medical 
Association 


Call  US. 

You  deserve  it. 

1-800-827-7538 


UT-MED  Consultation  Services 

1 -800  -FACULTY 

The  University  of  Texas  Medical  Branch  at  Galveston  (UTMB) 


Michael  M.  Warren,  M.  D. 
Medical  Director,  UT-MED 


‘Dear  Physician: 

‘ The  challenges  we  face  as  a tertiary  care  teaching  faciCity  in  providing 
quality  care  may  seem  insurmountable  to  a referring  physician.  ‘We  are 
committed  to  addressing  the  perceptions  and  myths  about  access  to  care  at 
In  the  coming  months  we  will  dispel  these  myths  and  e?qplain  the 
facts  in  blacl^and  white.  ‘Thus , you  will  realize  our  commitment  to  you , the 
referring  physician. 

Sincerely, 


MYTH 

FACT 

® UTMB  has  no  available  beds. 

® On  occasion,  UTMB  may  not  have  had  specialty 
beds  immediately  available.  We  have  committed 
to  providing  more  patient  beds  in  1993. 

(2>  The  consultation  and  referral  line 
(1-800-FACULTY)  is  always  busy. 

® To  accommodate  the  high  volume  of  calls,  roll-over 
telephone  lines  have  been  added  and  personnel 
has  been  increased  by  40  percent. 

© Faculty  members  are  inaccessible. 

® An  on-call  system  by  specialty  provides  24-hour 
access  to  faculty  and  residents. 

® The  patient  transfer  process  is  difficult. 

® Protocols  have  been  updated  and  the  Consulta- 
tions Services'  staff  has  completed  advanced 
training  to  streamline  the  transfer  process. 

© Physician  follow-up  information  takes  too 
long. 

© A 72-hour  standard  for  follow-up  information  to 
be  mailed  to  referring  physicians  has  been  imple- 
mented, using  a new  digital  dictating  and  tran- 
scription system.  0 

© Lengthy  waits  are  standard  for  a clinic 
appointment. 

© New  in-house  standards  have  been  set  for  ap- 
pointment scheduling- 14  days  for  non-emergen- 
cies and  24  to  48  hours  for  urgent  care. 

A physician-to-physician  telephone  resource  for  information,  consultation  and  referral. 

1-800-FACULTY 
(1-800-322-8589) 
or  locally  1 (409)  772-5000 

A service  of 

UT-MED,  The  Group  Practice  of  Medicine 


The  University  of  Texas  Medical  Branch  at  Galveston 
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It’s  time  for  physicians 
to  be  heard 

Few  practicing  physicians 
were  invited  to  participate  in 
Pi  •esident  Clinton’s  health-care 
task  force.  Instead,  the  members 
were  narrowly  selected  to  deliver  a 
plan  that  Mr  Clinton  wanted  — not 
necessarily  a plan  that  the  American 
people  or  Congress  wanted. 

When  I attended  a legislative 
conference  in  Washington,  DC,  re- 
cently, it  was  apparent  that  many 
congressmen  also  felt  left  out  of  the 
reform  process.  A frequently  heard 
comment  was  that  the  administra- 
tion and  the  task  force  could  not 
vote  and  that  Congress  would  care- 
fully scrutinize  any  initiative.  It  was 
refreshing  to  hear  legislators  talk 
about  the  need  to  preserve  the  quali- 
ty of  the  best  health-care  delivery 
system  in  the  world. 

Most  representatives  wanted  a 
plan  that  preserved  the  right  of  pa- 
tients to  choose  their  own  physi- 
cians. They  also  were  concerned 
about  rising  costs  and  wanted  to  in- 
crease access  for  the  uninsured  but 
could  not  decide  how  to  pay  for  it. 
The  administration’s  plan  encour- 
ages rationing  of  health  care,  which 
is  a politically  unpopular  idea. 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter ; send  it  to  Texas  Medicine, 
TMA , 401  W 15th  St , Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editori- 
al advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
policies  of  the  Texas  Medical  Association. 


Many  agreed  that  price  controls 
only  shift  real  costs  and  do  not  work 
as  a long-term  solution. 

Legislators  also  talked  about  the 
reasons  for  increasing  cost.  They  un- 
derstood that  new  technology,  our 
aging  population,  and  the  liability 
system  were  the  real  factors  that  es- 
calate cost.  They  also  recognized 
that  antitrust  relief  for  physicians 
and  meaningful  tort  reforms  are  nec- 
essary ingredients  of  any  health-care 
reform  package. 

Many  legislators  felt  we  would 
see  insurance-market  reform  this 
year,  but  most  thought  that  it  would 
take  a year  or  more  to  pass  any  sig- 
nificant changes  in  our  health-care 
delivery  system.  Access  for  the  unin- 
sured would  be  phased  in  over  sever- 
al years  because  of  the  cost. 

President  Clinton’s  difficulty  in  get- 
ting his  economic  stimulus  package 
passed  has  demonstrated  that  his  po- 
litical agenda  is  not  invincible.  Health- 
care reform  will  affect  every  Ameri- 
can, and  the  issues  must  be  carefully 
debated.  Allied  health-care  providers 
will  try  to  use  the  reform  process  to 
expand  their  scopes  of  practice. 

It  is  time  for  physicians  to  get  in- 
volved in  the  political  process  as 
never  before.  We  must  support  the 
AMA  and  our  state  and  specialty  so- 
cieties. We  need  to  voice  our  con- 
cerns as  patient  advocates  by  calling 
and  writing  our  legislators.  Our  con- 
stitution ensures  that  the  legislative 
process  cannot  be  overridden  by  an 
administrative  agenda.  Physicians 
must  participate  if  health-care  re- 
forms are  going  to  work  and  be  eq- 
uitable. We  do  not  have  the  luxury 
of  waiting  to  see  what  will  happen. 
It  is  time  for  action. 

David  C.  Powell,  MD 

6 90  19th  St 
Beaumont,  TX  77706 


Physicians  should 
participate  in  gun 
safety  education 

IE  WE  WANT  TO  REDUCE 
overall  health-care  expenditures, 
we  must  reduce  the  incidence 
of  avoidable  trauma.  Dr  A.H. 
Giesecke's  effort  to  reduce  trauma 
from  firearms  is  laudable  (See  “Gun 
control  policy  need  not  be  all  or 
nothing,”  Texas  Medicine , April 
1993,  p 7.)  However,  I find  his  sug- 
gestion about  encouraging  physicians 
to  include  firearm  injury  prevention 
questions  in  medical  history-taking 
impractical.  Instead,  individual 
physicians  should  be  encouraged  to 
participate  in  the  educational  efforts 
he  mentioned  (comprehensive  school 
health  education  to  inform  children 
and  adolescents  about  gun  safety  and 
responsible  gun  ownership). 

I take  issue  with  Dr  Giesecke’s 
suggestion  to  use  an  excise  tax  on 
guns  and  ammunition  to  finance  law 
enforcement  and  to  fund  the  Vic- 
tim’s Assistance  Program.  Instead, 
funds  thus  generated  should  be  used 
to  reimburse  physicians  for  services 
to  uninsured  gunshot  victims. 

H.A.  Tillmann  Hein,  MD 

3801  Gaston  Ave,  Suite  306 
Dallas,  TX  75246 

Malpractice-system 
reform  essential  to 
health-system  reform 

Medical  malpractice 
litigation  adversely  affects 
physicians  and  their  families 
both  financially  and  psychologically. 
There  is  an  emotional  aspect  to  being 
sued  by  a patient  that  is  not  present 
in  suits  filed  against  corporations  or 
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institutions.  Physicians  who  are  sued 
experience  great  stress  and  demoral- 
ization, and  their  relationships  with 
patients  become  more  guarded.  In 
fact,  the  impact  of  malpractice  suits 
on  physicians  has  been  described  as 
“malpractice  stress  syndrome.” 

There  are  many  stories  of  physi- 
cians who  have  been  so  affected  by 
fear  of  suits  that  they  can  no  longer 
practice  with  confidence  or  any  en- 
joyment. Some  retire  at  an  early  age, 
others  change  professions  or  avoid 
seeing  certain  types  of  patients.  Fully 
trained  and  experienced  physicians 
withdrawing  from  the  health-care 
system  as  a result  of  their  fear  of 
suits  constitutes  a major  attack  on 
the  system. 

Too  often,  malpractice  suits  are 
filed  because  of  undesirable  conse- 
quences, whether  or  not  negligence 
is  involved.  Adverse  outcomes  are 
not  proof  of  malpractice,  but  ac- 
cording to  the  current  system,  an  in- 
cident of  any  kind  justifies  filing  a 
suit.  This  system  totally  ignores  the 
fact  that  medicine  is  not  an  exact 
science  and  that  it  is  an  indisputable 
reality  that  death  — without  excep- 
tion — is  the  final  act  of  human  life. 

Physicians  are  constantly  remind- 
ed by  defense  attorneys  and  insur- 
ance companies  that  if  they  practice 
good  medicine,  if  they  spend  more 
time  with  their  patients,  if  they  in- 
form patients  of  all  possible  side  ef- 
fects, if  they  keep  more  legible  and 
extensive  records  in  black  ink,  if 
they  are  honest  about  their  mistakes, 
if  they  will  learn  and  practice  humil- 
ity and  not  pretend  to  be  God-like, 
they  will  avoid  law  suits.  Unfortu- 
nately, I am  not  aware  of  any  evi- 
dence relating  these  good  behaviors 
to  the  actuality  of  being  sued. 

Most  physicians  firmly  believe 
that  the  primary  objective  of  their 
work  is  to  provide  the  best  medical 


care  that  is  humanly  possible.  How- 
ever, it  is  very  difficult  to  practice 
medicine  under  the  constant  threat 
of  legal  confrontation  with  a pa- 
tient, especially  when  the  result  of 
this  encounter  could  destroy  one’s 
professional  life.  The  members  of 
the  Jefferson  County  medical  com- 
munity must  function  knowing  that 
50%  of  their  colleagues  already 
have  been  sued. 

The  current  malpractice  litigation 


system  has  created  serious  difficul- 
ties in  the  patient-physician  relation- 
ship and  has  negatively  affected  the 
delivery  of  health  care  for  all  Ameri- 
cans. Meaningful  health-system  re- 
form will  never  be  accomplished 
without  a radical  change  in  the  med- 
ical malpractice  system. 

Jose  Lozano,  IVID 

3282  College 
Beaumont,  TX  77701-4610 


"Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (800)833-4388 
Or  Write 

To:  MAJ  Mike  Oswald 

P.0  Bo*  1101 

Del  Valle,  TX  78617 

/IIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 
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You  Practice  Medicine 


Well  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I'm  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  P.A. 

Al  Czerwinski,  M.D.  - Medical  Director 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 
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Ever  wonder  if  your  medical  liability  carrier  would 
be  there  for  you  if  you  should  need  them  in  the  years 
to  come? 

TMLT  has  been  there  for  Texas  physicians  and  their 
practices  since  1979.  From  tailor-made  risk  manage- 
ment programs  to  help  you  reduce  the  chance  of  a 
lawsuit  to  our  outstanding  claims  service  should  it  be 
needed,  TMLT  works  hard  to  make  practicing  medi- 
cine in  the  90's  a little  easier.  And,  of  course,  we 
never  settle  a claim  without  a policyholder's  consent 
to  do  so. 

Master  Group  Policy 
Claims-made  & Occurrence 

Occurrence  Plus 

• 

Tailor-made 

Loss  Prevention  Programs 

• 

Discount  Opportunities 


Over  the  years,  TMLT  has  grown  steadily  in 
strength  and  numbers  through  sound  business  man- 
agement and  by  being  pro-active  with  ideas  designed 
for  the  Texas  physician.  TMLT  is  your  Trust  and  we 
never  forget  that  we  are  here  to  serve  you.  We  trust 
you  to  do  your  job  well.  Trust  us  to  do  ours. 

Questions?  Call  us  at 
800-580-8658  or  512-454-6781 
extension  3011  or  3026. 


LEMHI 

Texas  Medical  Liability  Trust 

“ The  only  health  care  liability  claim  trust 
created  <£  endorsed  by  Texas  Medical  Association  ” 

Endorsed  by  the  Texas  Academy  of  Family  Physicians 

P.O.Box  14746  • Austin,  Texas  • 78761-4746 
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Patients’  needs  must 
define  medicine,  says 
Dr  Tenery 

Emphasizing  the  need 
to  preserve  the  professionalism 
of  medicine  and  the  focus  on 
patients,  Robert  M.  Tenery,  Jr,  MD, 
was  installed  as  Texas  Medical  As- 
sociation president  May  15  during 
TMA’s  Annual  Session  in  Houston. 

Dr  Tenery,  a Dallas  ophthalmolo- 
gist, urged  attendees  at  the  Annual 
Membership  Luncheon  to  remember 
that  patients’  needs  set  medicine 
apart  from  other  professions.  “The 
fulfillment  of  our  patients’  needs  is 
the  very  reason  for  the  existence  of 
organized  medicine,”  he  said. 

He  compared  members  of  the 
medical  federation  to  freedom 
fighters,  “fighting  to  stop  third-party 
payors  from  telling  us  how  to  prac- 
tice medicine,  fighting  to  ensure  that 
our  working  conditions  and  finan- 
cial security  will  encourage  the  best 
and  brightest  to  choose  this  profes- 
sion, fighting  to  ensure  that  all  pa- 
tients have  access  to  the  best  medical 
care  available,  fighting  to  preserve 
freedom  of  choice  for  patients  and 
physicians,  and  fighting  to  keep 
medicine  a profession  and  not  a 
business  or  utility.” 

A former  chairman  of  the  TMA 
Committee  on  Membership,  Dr  Ten- 
ery has  been  an  alternate  delegate  to 
the  American  Medical  Association 
since  1988.  He  also  is  former  presi- 
dent of  the  Dallas  County  Medical 
Society  (DCMS)  and  chaired  its 
board  of  directors  and  board  of  cen- 
sors. He  has  served  as  a DCMS  dele- 
gate to  TMA  since  1979. 

Dr  Tenery  graduated  from  The 
University  of  Texas  Medical  Branch 
at  Galveston.  Following  an  intern- 
ship and  residency  in  ophthalmology 


As  be  began  bis  year  as  TMA  president,  tbird- 
generation  physician  Robert  M.  Tenery,  ]r, 
MD,  proudly  displayed  his  father's  medical 
bag  and  one  from  bis  grandfather’s  era. 

at  The  University  of  Texas  South- 
western Medical  School,  he  complet- 
ed a fellowship  in  San  Antonio  and 
joined  the  partnership  of  Eye  Asso- 
ciates in  Dallas  in  1974. 

Speaking  about  the  national  push 
for  health-system  reform,  Dr  Tenery 
acknowledged  that  “major  changes 
in  allocation  of  care  and  the  way  it  is 
funded”  are  needed.  But,  he  said  that 
while  physicians,  as  patients’  repre- 
sentatives, must  he  willing  to  work 
with  those  outside  the  medical  pro- 
fession to  find  answers,  they  must  not 
abandon  the  basic  premises  upon 
which  medicine  was  established. 

H e pointed  out  that  the  most 
valuable  asset  of  previous  genera- 
tions of  physicians  may  have  been 
commitment  to  their  patients  and 
said  that  that  must  continue.  “Our 
measure  of  success  — the  thing  that 
really  matters  to  our  patients  and  to 
us  and  that  keeps  us  going  time  after 
time  — is  that  we  care  about  the  pa- 
tient, not  just  as  an  illness  or  be- 


cause of  the  dollars  we  will  earn,  but 
as  a person. 

“You  cannot  measure  that  caring. 
You  cannot  buy  it  or  charge  for  it. 
You  cannot  legislate  it.  You  cannot 
even  teach  it.  It  comes  only  by  ex- 
ample and  from  within.  But  that  is 
the  essence  of  the  profession  of 
medicine.” 

Dr  Gamel  reflects  on 
an  extraordinary  year 
in  Texas  medicine 

IN  AN  ADDRESS  TO  THE  HOUSE 
of  Delegates  as  his  term  as  presi- 
dent of  the  Texas  Medical  Associ- 
ation came  to  a close,  William  G. 
Gamel,  MD,  Austin,  reflected  on  the 
contributions  organized  medicine 
has  made  to  Texas  physicians  and 
their  patients,  and  he  stressed  the  in- 
creasingly critical  role  organized 
medicine  will  play  in  an  era  of 
health-care  reform. 

“I  have  seen  firsthand  the  work- 
ings of  most  major  medical  organi- 
zations — state,  national,  and  local. 


William  G.  Gamel,  MD,  Austin,  told  delegates 
that  the  sacrifices  be  made  during  bis  TMA 
presidency  “pale  in  comparison  to  the  person- 
al satisfaction  and  enrichment’'  be  received. 
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I want  you  to  realize  that  the  Texas 
Medical  Association  is  without 
peer,”  he  said.  “When  Texas  medi- 
cine speaks,  our  colleagues  and 
counterparts  listen  carefully.” 

Dr  Gamel  addressed  the  delegates 
during  the  opening  session  of  the 
TMA  Annual  Session  this  May  in 
Houston.  He  cited  the  “aggressive 
political  action”  of  Texas  physicians 
and  TMA  Alliance  members  as  one 
of  the  association’s  key  accomplish- 
ments in  the  past  year. 

“Our  allies  have  included  busi- 
ness organizations,  allied  health  and 
consumer  groups,  insurance  organi- 
zations, disability  groups,  and  many 
others,”  he  said.  “The  politics  of  in- 
clusion, and  picking  our  fights  care- 
fully, is  a strategy  other  medical  so- 
cieties should  consider.” 

On  the  subject  of  health-care  re- 
form, Dr  Gamel  said,  “Change  is 
hard  and  inevitable.  We  must  stand 
ready  to  fight  for  the  proposals  that 
help  our  patients.  As  physicians,  we 
are  on  the  firing  line  every  day.” 

House  of  Delegates 
elects  TMA  leaders 
for  1993-1994 

Betty  P.  Stephenson,  MD, 
of  Houston,  promised  to  give  it 
her  “best  shot”  to  do  what  she 
can  for  the  Texas  Medical  Associa- 
tion as  TMA’s  president-elect.  The 
TMA  House  of  Delegates  elected  Dr 
Stephenson  to  the  position  at  the  an- 
nual session  this  May  in  Houston. 

The  other  candidate  in  the  run- 
ning for  president-elect  was  Frank 
Bryant,  Jr,  MD,  of  San  Antonio. 
Lawrence  R.  Gelman,  MD,  McAllen, 
a previously  announced  candidate  for 
the  position,  was  not  nominated. 

In  nominating  Dr  Stephenson  for 


Betty  P.  Stephenson,  MD,  Houston,  with  the 
“spirit  and  grit”  to  get  things  done,  was  cho- 
sen TMA  president-elect  by  the  House  of 
Delegates. 


president-elect,  George  E.  Thannisch, 
MD,  of  Lufkin,  said,  “Her  roots  in 
West  Texas  endowed  her  with  the 
spirit  and  grit  to  get  things  done.” 

An  anesthesiologist.  Dr  Stephen- 
son is  a native  of  Abilene.  She  has  a 
long  history  of  involvement  in  orga- 
nized medicine.  Dr  Stephenson 
served  as  TMA  treasurer  from  1986 
to  1989  and  as  secretary-treasurer 
from  1989  until  her  election.  She  is 
a member  of  the  TMA  Board  of 
Trustees  and  an  alternate  delegate  to 
the  American  Medical  Association 
(AMA)  House  of  Delegates. 

Dr  Stephenson  also  has  served  as 
president  of  the  Harris  County  Med- 
ical Society,  Texas  Society  of  Anes- 
thesiologists, Gulf  Coast  Society  of 
Anesthesiologists,  and  American  So- 
ciety of  Anesthesiologists. 

A graduate  of  Hardin-Simmons 
University  and  Baylor  College  of 
Medicine,  Dr  Stephenson  completed 
her  internship  at  St  Louis  City  Hos- 
pital and  her  residency  at  Baylor 
Affiliated  Hospitals  in  Houston.  She 
is  on  staff  at  Memorial  Southwest 
Hospital  and  is  a clinical  associate 


professor  of  anesthesiology  at  Bay- 
lor College  of  Medicine. 

In  1986,  Dr  Stephenson  received 
the  distinguished  alumni  award 
from  Hardin-Simmons  University. 
She  received  the  Baylor  College  of 
Medicine  distinguished  alumni 
award  in  1988. 

Dr  Stephenson  is  married  to 
Charles  T.  Stephenson,  MD,  an  ortho- 
pedic surgeon,  and  has  four  children. 

Dr  Thannisch  was  elected  to  serve 
the  remaining  2 years  of  office  as  sec- 
retary-treasurer, a vacancy  created  by 
the  election  of  Dr  Stephenson  as 
president-elect.  Mark  J.  Kubala,  MD, 
Beaumont,  and  Bernard  W.  Palmer, 
MD,  San  Antonio,  were  reelected  as 
speaker  and  vice  speaker  of  the 
House,  respectively. 

Frederick  L.  Merian,  MD,  Victo- 
ria, was  elected  to  the  Board  of 
Trustees.  Reelected  to  the  board 
were  E.  Rubin  Bernhard,  Jr,  MD, 
San  Antonio,  and  Byron  L.  Howard, 
MD,  Dallas.  At  its  first  meeting  fol- 
lowing the  House  session,  the  board 
reelected  Alan  C.  Baum,  MD,  Hous- 
ton, as  chairman  and  Harold  R. 
High,  MD,  Cuero,  as  vice  chairman. 
Dr  Merian  was  elected  secretary  of 
the  board. 

j.  James  Rohack,  MD,  College 
Station,  and  John  D.  Bonnet,  MD, 
Temple,  were  elected  to  fill  vacant 
seats  as  delegates  to  AMA.  Dr  Ro- 
hack filled  a new  AMA  delegate  po- 
sition. The  other  position  became 
available  because  Haden  E.  McKay, 
Jr,  MD,  Humble,  chose  not  to  seek 
reelection.  Dr  McKay  will  serve  the 
balance  of  his  term  through  Decem- 
ber 31,  1993. 

In  a seven-way  race,  Joseph  P. 
Annis,  MD,  Austin;  Robert  P.  Car- 
roll,  Jr,  MD,  Nacogdoches;  Fred  F. 
Castrow  II,  MD,  Houston;  and  Dr 
Howard  were  elected  as  alternate 
AMA  delegates.  J.  Forrest  Fitch, 
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MD,  McAllen,  chose  not  to  seek  re- 
election  as  an  alternate  delegate.  All 
other  incumbent  AMA  delegates  and 
alternate  delegates  eligible  for  reelec- 
tion were  elected. 

Robert  H.  Emmick,  MD,  El  Paso, 
and  Cindy  Nelms,  Dallas,  will  serve 
1-year  terms  as  alternate  delegates 
to  AMA  from  the  Resident  Physi- 
cian Section  and  Medical  Student 
Section,  respectively. 

Presley  J.  Mock,  Jr,  MD,  La 
Porte,  was  elected  to  fill  an  open 
councilor  position  in  District  9.  All 
incumbent  councilors  eligible  for  re- 
election  were  elected. 


‘You  always  know 
where  you  stand  with 
Dr  Drue  Ware.’ 


Drue  O.D.  Ware,  MD, 
a family  practitioner  in  Fort 
Worth,  isn’t  one  to  pull  punch- 
es. During  his  medical  career  of 
more  than  50  years  and  counting, 
most  people  who  have  spent  time 
around  Dr  Ware  have  learned  his 
opinions  — lie’s  almost  always  hap- 
py to  share  them. 

No  one  was  surprised  when  Dr 
Ware  was  chosen  to  receive  TMA’s 
highest  honor,  the  Distinguished  Ser- 
vice Award,  for  1993.  The  award 
recognizes  meritorious  achievements 
in  medical  science,  public  service, 
and  service  to  the  profession,  and  Dr 
Ware  has  those  in  abundance. 

But  when  the  opportunity  came 
to  address  the  House  of  Delegates 
during  the  TMA  Annual  Session  this 
May  in  Houston,  Dr  Ware  had  sur- 
prisingly few  words  of  his  own  to 
say.  Instead,  he  chose  to  rely  on  the 
counsel  of  another  straight  talker, 
Ralph  Waldo  Emerson. 

In  accepting  the  award,  Dr  Ware 


Drue  O.D.  Ware,  MD,  of  Fort 
Worth,  received  TMA’s  highest 
honor,  the  Distinguished  Service 
Award,  for  1 993. 


asked  his  colleagues  to  consider 
Emerson’s  definition  of  success:  “to 
laugh  often  and  much;  to  win  the  re- 
spect of  intelligent  people  and  the  af- 
fection of  children;  to  earn  the  ap- 
preciation of  honest  critics  and 
endure  the  betrayal  of  lost  friends; 
to  appreciate  beauty;  to  find  the  best 
in  others;  to  leave  the  world  a bit 
better,  whether  it  be  by  a healthy 
child,  a garden  patch,  or  a redeemed 
social  condition;  and  to  know  even 
one  life  has  breathed  easier  because 
of  what  you  have  done.” 

Dr  Ware  received  his  bachelor’s 
degree  from  Baylor  University  in 
1937  and  medical  degree  from  Bay- 
lor College  of  Medicine  in  1941. 
Following  an  internship  at  John  Pe- 
ter Smith  Hospital  in  Fort  Worth,  Dr 
Ware  served  as  a medical  officer  in 
the  US  Navy.  He  participated  in 
landings  on  three  beachheads  in  the 
Pacific  during  World  War  II  and  was 
chief  of  surgery  at  the  West  Coast 
Marine  Aviation  Depot  Hospital  in 
San  Diego. 

He  started  his  private  practice  in 
Fort  Worth  in  1948,  and  has  served 
as  chief  of  staff  at  John  Peter  Smith 
Hospital  and  Harris  Methodist  Hos- 
pital there. 

Dr  Ware  has  been  actively  involved 


in  organized  medicine  dur- 
ing most  of  his  career.  He 
has  served  as  a member  of 
the  TMA  Board  of  Coun- 
cilors, Board  of  Trustees, 
Committee  on  Health 
Planning,  Committee  on 
Hospital  Accreditation, 
Committee  on  Physician  Health  and 
Rehabilitation,  and  Joint  Committee 
on  Physician  Benevolent  Fund  of 
TMA  and  the  TMA  Alliance. 

In  1949,  he  was  an  organizing 
founder  of  the  American  Academy 
of  Family  Practice  and  served  as  a 
charter  fellow  of  the  academy  from 
1949  to  1973.  Also  a member  of  the 
Tarrant  County  Medical  Society,  Dr 
Ware  has  served  as  president  and  as 
chairman  of  the  Board  of  Trustees  of 
that  organization. 

Dr  Ware’s  wife,  Mary  Helen,  his 
three  children,  one  grandson,  and 
other  honored  guests  attended  the 
Distinguished  Service  Award  presen- 
tation during  annual  session. 

Margie  B.  Peschel,  MD,  Fort 
Worth,  presented  the  award.  “You 
always  know  where  you  stand  with 
Dr  Drue  Ware,”  she  said.  “There  are 
no  gray  areas  in  his  thinking.  Things 
are  either  right  or  wrong.  All  of  his 
activities,  energies,  and  dreams  are 
devoted  to  being  the  patient’s  advo- 
cate and  the  physician’s  advocate. 
We  need  more  like  him.” 
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Dedication  to  medical  students 

Nancy  W.  Dickey,  MD,  Richmond,  received  the  C.  Frank  Webber  Award  during  the  TMA  Annu- 
al Session  this  May  for  her  outstanding  service  to  the  TMA  Medical  Student  Section.  The  award 
is  named  for  Dr  Webber,  whose  leadership  and  dedication  to  medical  students  prompted  the  cre- 
ation of  the  student  section. 


House  elects  emeritus 
and  honorary  members 

Two  former  Texas 
Medical  Association  presi- 
dents, Ruth  M.  Bain,  MD,  and 
Val  F.  Borum,  MD,  were  elected  to 
emeritus  membership  by  the  TMA 
House  of  Delegates  in  May.  In  addi- 
tion, honorary  membership  was 
conferred  upon  18  physicians. 

Emeritus  members  are  selected 
for  their  “exceptional  and  distin- 
guished services  to  scientific  or  orga- 
nized medicine.” 

Dr  Bain,  a retired  Austin  family 
physician,  was  TMA  president  dur- 
ing 1982-1983.  She  also  served  on 
the  Board  of  Councilors  as  councilor, 
vice  councilor,  and  chair  of  the  ethics 
committee.  She  was  a delegate  to  the 
American  Medical  Association.  A 
former  president  and  secretary-trea- 
surer of  the  Travis  County  Medical 
Society,  she  also  was  founding  chair 
of  Physicians’  Forum,  the  society’s  re- 
tired physicians’  organization. 

Dr  Borum,  a retired  Fort  Worth 
anesthesiologist,  was  TMA  president 
during  1988-1989.  He  also  was 
speaker  and  vice  speaker  of  the 
House  of  Delegates.  In  addition,  he 
served  on  the  Council  on  Constitu- 
tion and  Bylaws,  as  TEXPAC  chair- 
man, and  as  a delegate  to  the  Ameri- 
can Medical  Association.  He  is  a 
former  president  of  the  Tarrant 
County  Anesthesiology  Society. 

Elected  to  honorary  membership 
were  Walter  C.  Barnes,  Jr,  MD, 
Texarkana;  Harold  C.  Boehning, 
MD,  Dallas;  Oliver  Columbus 
Cooper,  MD,  College  Station; 
William  Andrew  Cox,  MD,  Corpus 
Christi;  Willard  M.  Drake,  Jr,  MD, 
Nacogdoches;  and  George  E.  Fel- 
knor,  Jr,  MD,  Baytown. 

Also  Edward  C.  Ferguson  III, 


MD,  Galveston;  Sterling  H.  Fly,  Jr, 
MD,  Uvalde;  Wilford  A.  Grimes, 
MD,  Houston;  Lauro  Guerra,  MD, 
McAllen;  Georgia  Legett,  MD, 
Austin;  and  William  C.  Levin,  MD, 
Galveston. 

Also  Eugene  C.  McDanald,  Jr, 
MD,  Galveston;  Charles  D.  McMil- 
lan, MD,  Paris;  Henry  H.  Moore,  Jr, 
MD,  Seguin;  Henry  Renfert,  Jr,  MD, 
Austin;  Philip  H.  Ross,  MD,  Waco; 
and  Fred  John  Wolma,  Jr,  MD, 
Galveston. 

Honorary  members  are  those 
physician  members  nominated  by 
county  medical  societies  “who  have 
rendered  outstanding  service  to  orga- 
nized medicine  or  made  noteworthy 
contributions  to  scientific  medicine 
and  who  have  reached  a point  of 
comparative  inactivity  in  the  practice 
of  medicine  as  determined  by  the 
county  medical  society.” 

TMA  House  approves 
new  membership  category 

PROCEEDING  WITH  ACTION 
initiated  last  November,  the 
Texas  Medical  Association 
House  of  Delegates  approved  in 
May  the  first  reading  of  a constitu- 
tional amendment  creating  a new 
category  of  TMA  membership.  The 
category  is  for  nonphysician  deans 
of  medical  schools  and  presidents  of 


health  science  centers. 

The  House  had  recommended 
last  November  that  those  eligible  for 
this  category  must  be  approved  by 
their  respective  county  medical  soci- 
eties, have  no  voting  privileges  and 
may  not  hold  office,  and  pay  full 
dues  equivalent  to  those  paid  by  ac- 
tive members. 

The  proposed  amendment  revises 
Article  III,  Section  2 of  the  TMA 
Constitution  by  deletion  and  addi- 
tion as  follows: 

Sec  2.  Only  Physicians  hold- 
ing the  degree  of  Doctor  of 
Medicine  and/or  Doctor  of  Os- 
teopathy and  full-time  students 
who  are  pursuing  a course  of 
study  in  a medical  school  in 
Texas  approved  recognized  by 
the  Texas  State  Board  of  Medical 
Examiners  leading  to  the  degree 
of  Doctor  of  Medicine  or  Doctor 
of  Osteopathy  shall  be  eligible 
for  membership  in  the  Associa- 
tion. Deans  of  these  medical 
schools  and  presidents  of  Texas 
health  science  centers  who  hold 
other  doctoral  degrees  also  shall 
be  eligible  for  membership  in  the 
Association. 

The  required  second  vote  on  the 
amendment  will  take  place  at  the 
November  meeting  of  the  House. 

In  other  action  recommended  by 
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the  Reference  Committee  on  Consti- 
tution and  Bylaws,  the  House  ap- 
proved restricting  selection  of  TMA 
officers  to  the  category  of  active 
members  (those  who  pay  full  dues). 
The  House  also  called  for  bylaws 
amendments  to  provide  that  all  TMA 
officers  will  assume  office  at  the  ad- 
journment of  the  House  of  Delegates 
meeting  at  the  annual  session. 

Physicians  honored  for 
recruitment  efforts 

WINNERS  OF  THE  1992 
Peer-to-Peer  Recruitment 
Program  were  honored  at 
the  Texas  Medical  Association  An- 
nual Session  this  May  in  Houston. 
Stuart  A.  Shapiro,  MD,  and  Ronald 
De  Vere,  MD,  both  of  Houston,  re- 
cruited the  most  members  for  TMA. 
Milton  V.  Davis,  MD,  Kaufman,  re- 
cruited the  most  members  for  the 
American  Medical  Association. 
Honorable  mentions  went  to  Susan 
G.  Dobbs,  MD,  and  Harris  M. 
Hauser,  MD,  both  of  Houston. 

As  its  name  implies,  the  Peer-to- 
Peer  Recruitment  Program  relies  on 
physicians  to  take  the  lead  in  con- 
tacting prospective  members. 
Thanks  in  part  to  program  partici- 
pants, memberships  in  TMA  and 
AMA  were  up  3%  and  2%,  respec- 
tively, in  1992  compared  with  the 
previous  year.  TMA  membership  to- 
taled 31,937  m December  1992, 
representing  83%  of  the  licensed 
practicing  physicians  in  the  state. 

During  annual  session,  more  than 
25  physicians  signed  up  to  partici- 
pate in  the  recruitment  program  for 
the  coming  year,  according  to  Amy 
Bruno,  TMA  membership  depart- 
ment. If  you  can  help  with  the  pro- 
gram, contact  Ms  Bruno  at  (800) 
880-1300,  ext  1443. 


Young  at  Heart 

Susan  Dobbs,  MD,  Houston,  chair  of  the 
TMA  Young  Physicians  Section  (YPS),  pre- 
sents the  Young  at  Heart  Award  to  Val  F.  Bo- 
rum,  MD,  Fort  Worth.  Dr  Borum  was  recog- 
nized for  his  guidance  and  support  of 
TMA-YPS.  “We  need  young  people  among 
us,  in  positions  of  responsibility,  to  help  us 
make  difficult  decisions,  ” Dr  Borum  told  the 
House  of  Delegates  at  the  TMA  Annual  Ses- 
sion in  May.  “Our  issues  of  today  are  also 
their  issues  of  today  — and  tomorrow.  ” 


Texas  Medicine 
editorial  committee 
adds  new  members 

TWO  NEW  REGULAR  MEMBERS 
and  two  limited-term  members 
have  been  appointed  by  the 
TMA  Board  of  Trustees  to  the 
Editorial  Committee  for  Texas 
Medicine. 

George  Lee  Bohmfalk,  MD,  a 
Texarkana  neurosurgeon,  was  ap- 
pointed to  a 3-year  term.  Burton  C. 
Einspruch,  MD,  a Dallas  psychia- 
trist, was  appointed  to  fill  the  unex- 
pired term  of  Fred  L.  Merian,  MD, 
who  was  recently  elected  to  the 
Board  of  Trustees. 

Chosen  to  serve  1-year  terms  as 
resident  and  student  members  of  the 
committee  were  David  Valdez,  MD, 
of  Corpus  Christi,  and  Leah  Hansel- 
ka,  of  San  Antonio. 


COMMENTARY 

‘Reservoir  of  knowledge’ 
distinguishes  physicians 

Jim  Bob  Brame,  MD 

Past  President,  Texas  Medical  Association 

Conflict  between 
physicians  and  nurses  over 
who  is  best  fitted  for  what  has 
a long  and  continuing  history.  Na- 
tional health-system  reform  has 
brought  the  debate  to  new  heights. 

Nursing  organizations  maintain 
that  advanced  nurse  practitioners 
can  provide  90%  of  primary  care 
services  in  a less  costly  and  more 
efficient  manner  than  physicians. 
Data  indicate  that  nurse  midwives 
can  completely  substitute  for  obste- 
trician/gynecologists and  general 
practitioners  in  normal  deliveries 
(1).  But  physicians  are  concerned 
about  the  quality  of  care  offered  by 
nonphysician  practitioners  (NPPs). 

During  the  past  session  of  the 
Texas  Legislature,  nurses  pushed  to 
expand  their  scope  of  independent 
medical  practice.  From  their  per- 
spective, there  are  three  major  barri- 
ers to  attaining  greater  medical  sta- 
tus: legal  restrictions  on  the  defined 
scope  of  practice;  limitations  on  pre- 
scriptive authority;  and  the  lack  of 
substantive  direct  payment  from  all 
third-party  payors. 

Much  has  been  published  in  an  at- 
tempt to  justify  expanding  nurses’ 
scope  of  practice,  but  that  literature 
requires  review  with  a very  critical  eye. 
There  are  serious  questions  about  data 
sources,  survey  instruments,  and  sta- 
tistical techniques  used  in  many  stud- 
ies by  nursing  groups  (2). 

I,  like  so  many  of  my  colleagues, 
have  employed  nonphysician  practi- 
tioners and  have  found  them  of 
great  help  in  my  rural  practice.  With 
adequate  supervision,  which  must 
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include  timely  reviews  of  practice 
and  adherence  to  developed  proto- 
cols, a professional  team  approach 
to  patient  care  can  result.  I have 
found  managing  the  team  in  a non- 
competitive and  congenial  atmo- 
sphere most  rewarding.  Patient  satis- 
faction levels  were  high.  However,  1 
am  opposed  to  attempts  to  place  ad- 
vanced nurse  practitioners  on  par 
with  physicians  and  to  pay  them  as 
if  they  were  physicians. 

The  reason  for  my  objection 
turns  on  a phrase  — the  “reservoir 
of  knowledge”  — that  I coined 
while  supervising  student  NPPs  and 
medical  students.  This  reservoir  of 
knowledge  clearly  differentiated 
physicians  and  nonphysicians  and  is 
the  essence  of  quality  medical  care. 
The  vast  number  of  diseases,  differ- 
ential diagnoses,  and  treatment 
modalities  required  for  effective 
medical  care  are  not  easily  learned. 
But  this  medical  knowledge  is  re- 
quired to  understand  all  the  contin- 
gencies in  the  diagnoses  and 
treatment  of  our  patients.  Since  ac- 
quisition of  that  sensitive  reservoir 
comes  only  through  medical  school 
experiences  and  extensive  graduate 
medical  education  in  dedicated  insti- 
tutions, NPPs  lack  the  necessary 
knowledge  to  practice  as  physicians. 

For  example,  who  could  produce 
the  most  comprehensive  differential 
diagnosis  from  a clinical  finding  of 
rales  in  the  lower  right  lung  field? 
Or  widespread  pruritic  erythema- 
tous lesions  with  raised  borders? 
Certainly  both  of  these  could  be 
findings  during  a primary  care  visit 
to  an  NPP,  but  without  the  ability  to 
produce  the  most  extensive  differen- 
tial diagnosis,  the  NPP  could  well 
misdiagnose  and  mistreat,  with  a life 
hanging  in  the  balance.  The  inci- 
dence of  such  mishaps  may  be  quite 
low,  but  it  is  a possibility  that  we 


physicians  avoid  through  tenacity. 

Concerning  NPPs’  claim  to  pro- 
vide care  in  a less  costly  manner:  an 
extensive  differential  diagnosis  de- 
mands more  thorough  investiga- 
tions, and  that  translates  into  higher 
costs.  More  laboratory,  imaging, 
and  other  examinations  clearly  add 
to  the  cost  of  medical  care,  but  in 
most  instances  they  also  add  to  its 
effectiveness.  Providers  who  have 
not  had  graduate  medical  education 
draw  from  their  training,  but  from 
their  limited  knowledge  will  come 
limited  examinations.  The  total  cost 
may  be  less,  but  there  is  a greater 
chance  of  a medical  mishap. 

But  therein  lies  a problem.  Do 
we  need  additional  health-care 
providers?  Definitely  yes,  particularly 
with  health-system  reform  and  the 
maldistribution  of  Texas  physicians. 
Do  we  need  more  primary  care  ser- 
vices? Again,  definitely  yes.  Are 
physicians  providing  the  access  neces- 
sary for  certain  populations?  No.  The 
1992  TMA  survey  revealed  that  27% 
of  Texas  physicians  are  not  accepting 
new  Medicare  patients  and  33%  will 
not  accept  new  Medicaid  patients  (3). 

The  final  question,  then,  is  what 
role  Texas  physicians  and  medical 
schools  will  play  in  finding  solutions 
to  the  access  problem  while  ensuring 
that  quality  medical  care  continues 
to  be  delivered  by  the  most  qualified 
of  all  medical  professionals. 
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AMBULATORY/ 
PRIMARY  CARE 

Opportunities  Available  in: 
Killeen,  Texas 

• Full  Time  or  Part  Time 

• Paid  CME/Malpractice 

• No  Nights/No  Call 

• No  Hospital  Responsibility 

• MD  or  DO 

• BC  or  Residency 
Completion 

• State  License 

• ACLS/BCLS 

For  further  information  please 
contact  Susan  Bray  or 
Susan  Mamakos  at 

1-800-966-2811 


Healthcare  Corporation 

10227  Wincopin  Circle, 
Suite  400 

Columbia,  Maryland  21044 
1-410-964-2811 

An  Equal  Opportunity  Employer 


CONVENIENT  LOCATION,  COMFORTABLE 
ACCOMMODATIONS  AND  A FRIENDLY, 
FLEXIBLE  STAFF,  MAKE  MEETINGS 
AT  THE  SHERATON  GRAND  HOTEL 
A GRAND  SUCCESS. 

• BUSINESS  CLASS  FLOORS 

• 300  GUEST  ROOMS  AND 

SUITES 

• 25,000  SO.  FT  OR  MEETING/ 

FUNCTION  SPACE 

• 24  HOUR  COMPLIMENTARY 

AIRPORT  TRANSFERS 

• NON-SMOKING  ROOMS 

• ASHLEY'S  RESTAURANT  & 

AWARD-WINNING 
WINE  CELLAR 

• GRAND  SPORTS  BAR 

• BUSINESS  CENTER  & 

SERVICES 

• TELECONFERENCING 

CAPABILITIES 

• FITNESS  CENTER/SAUNA 

• EXPRESS  VIDEO  CHECKOUT 

For  information 
and  availability  CALL: 
1-800-345-5251 

{§) 

Sheraton  Grand 

HOTEL 

AT  DALLAS  FT.  WORTH  AIRPORT 

HIGHWAY  114  & ESTERS  BOULEVARD 
DALLAS/FT  WORTH  AIRPORT,  TX  75261-9765 
PHONE  (214)  929-8400  FAX:  (214)  929-0983 
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CASE  SUMMARY 


A twenty-nine  year-old  woman 
seeing  her  family  practitioner 
states  that  her  right  breast  feels 
“different”  to  her  when  she  bathes. 
On  physical  examination,  the 
physician  cannot  palpate  a mass, 
only  some  asymmetrical  nodular- 
ity relative  to  the  other  breast 
which  he  feels  is  “not  impressive.” 

A year  later,  although  similarly 
unimpressed,  her  gynecologist 
obtains  a mammogram,  which  is 
negative,  revealing  only  “very 
dense”  breast  tissue.  Two  years 


later,  she  develops  back  pain  and 
x-ray  reveals  metastatic  disease  of 
her  spine.  Needle  biopsy  diagnosis 
is  metastatic  breast  carcinoma. 
Fine  needle  aspiration  of  her  right 
breast  reveals  duct  cell  carcinoma. 

After  much  soul-searching,  the 
patient  reluctantly  files  suit 
against  her  family  physician  and 
gynecologist,  feeling  that  the  best 
interests  of  her  children  must  be 
served. 


*4 
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What  factors  common  to  many  missed  diagnoses  of  breast  cancer  are 
illustrated? 

What  is  the  most  common  reason  given  by  physicians  for  delay  in 
diagnosis  of  breast  cancer?  (55%  of  physicians) 

What  diagnostic  procedure  would  have  been  appropriate  in  this  case? 

What  would  have  been  the  safest  course  of  action  for  the  family 
practitioner  or  gynecologist  in  this  case? 


@att  u&  and,  cuilC  &e*ul  you  ok  LK-ctefat& 


Call  1-800-899-2356  or  713-871-8100.  Ask  for  Kay  Houston,  or 

mail  back  our  Response  Card. 

KA'&tfbwfe*  "Doctor 

Insurance  Corporation  of  America  Houston,  TX 


Since  1959,  physicians  and  families  have  been  turning  to 
The  Institute  for  Rehabilitation  and  Research  (TIRR)  in  times  of 
trauma,  injury  and  illness.  Patients  say  TIRR  has  helped  them 
put  their  lives  back  together,  given  them  the  tools  to  overcome 
fears  about  their  disabilities,  and  enabled  them  to  live  independent 
lives.  Dedicated  to  its  not-for-profit  mission  and  community 
service  commitment,  TIRR  works  hard  to  maintain  a high 
standard  of  excellence.  The  hospital  applauds  its  staff,  a special 
team  dedicated  to  the  concept  of  main-streaming  people  with 
disabilities.  For  further  information  call  800-44REHAB. 


The  Institute  for  Rehabilitation 
and  Research  (TIRR) 

1333  Moursund,  Houston,  Texas  77030-3504 
In  the  Texas  Medical  Center 
(713)797-5922,  800-44REHAB  (447-3422) 


A Member  of  TIRR  Systems 


DOES  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  TfflS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 

/ Automatically  fills  out  insurance  claim  forms  / Increases  cash  flow 


✓ Prints  patient  billing  and  statements 

✓ Ask  about  our  $1 ,000  cash  rebate  offer 


/ Tracks  all  insurance  and  patient 
receivables 


✓ Decreases  need  for  additional  staff 
/ Analyzes  practice  income  and  expenses 


/ 


Nearly  $10,000  less  expensive  than  a 
comparable  system 

Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  installed  and  ready  to  run.  Prices  start  at  $3,495,  or  financing  as  low  as  $169  per  monthlll  Price  includes 
^ the  FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  Information  packet  and  speak 
with  one  of  our  solutions  experts.  <j  _ 800  " 541  " 5551 

FOXMED  PRO.  Available  from  Practice  Management  Innovations. 

The  computer  system  the  competition  doesn't  want  you  to  hear  about. 
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NEWSMAKERS 


Houston  pediatric  surgeon  Richard  J. 
Andrassy,  MD,  was  elected  to  the  Na- 
tional Childhood  Cancer  Founda- 
tion board  of  directors. 

The  Southwest  Oncology  Group  pre- 
sented a certificate  to  John  D.  Bonnet, 
MD,  Temple,  for  27  years  of  service  as 
the  group’s  principal  investigator. 

In  recognition  of  Doctors  Day,  Shiv- 
ers Cancer  Center  in  Austin  honored 
radiation  oncologists  George  R. 
Brown,  MD;  Shannon  D.  Cox,  MD;  Charles 
R.  Denham,  MD;  Bruce  M.  Turner,  MD; 
and  John  Wilbanks,  MD,  by  contribut- 
ing to  ENCORE,  a national  YWCA 
program  that  provides  long-term 
physical  and  emotional  support  for 
women  who  have  had  breast 
cancer  surgery. 

Donovan  Butter,  MD,  San  Antonio,  was 
named  chair  and  James  Atkins,  MD, 

Dallas,  was  elected  to  the  medical  di- 
rectors panel  of  the  Texas  Emergency 
Medical  Services  Advisory  Council. 


C.  Thomas  Caskey,  MD 

Baylor  College  of  Medicine  medical 
genetics  investigator  C.  Thomas  Caskey, 
MD,  was  elected  to  membership  in  the 
National  Academy  of  Sciences. 
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P eople 


San  Antonio  pathologist  Nan  Clare, 
MD,  was  named  to  the  pathology  test 
committee  of  the  National  Board  of 
Medical  Examiners  and  to  the  US 
Medical  Licensing  Examination  Step 
1 Test  Material  Development  Com- 
mittee for  Pathology. 

John  J.  DeLeon,  Jr,  MD,  San  Antonio, 
was  installed  as  president  of  the 
Texas  Urological  Society. 

San  Antonio  family  physician  Moises 
Gonzalez,  MD,  won  two  second-place 
awards  in  an  American  Physicians 
Art  Association  show. 


Margaret  E.  Hansen,  MD 


Margaret  E.  Hansen,  MD,  assistant  pro- 
fessor of  radiology  at  The  University 
of  Texas  Southwestern  Medical 
School  in  Dallas,  was  selected  by  the 
American  Roentgen  Ray  Society  to 
serve  as  a Melvin  M.  Figley  fellow  in 
radiology  journalism  during  1993. 

John  P.  Howe  III,  MD,  president  of  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio,  was  named 
to  head  a national  panel  charged 
with  assessing  and  making  recom- 
mendations about  the  future  of  oral 
health  care  in  the  United  States.  The 
panel  reports  to  the  Institute  of 
Medicine  in  Washington,  DC. 


John  P.  Howe  III,  MD 


The  American  Society  of  Clinical 
Oncology  presented  its  highest  hon- 
or, the  Karnofsky  Award,  to  Irwin  H. 
Krakoff,  MD,  head  of  the  division  of 
medicine  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  in 
Houston. 

Harlingen  cardiovascular  surgeon 

Marion  R.  Lawler,  Jr,  MD,  was  named 
president  of  the  Baylor  College  of 
Medicine  Alumni  Association. 

Charles  A.  LeMaistre,  MD,  president  of 
The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  received  a 
Caring  Spirit  Tribute  from  the 
Houston-based  Institute  of  Religion 
for  his  leadership  at  M.D.  Anderson 
and  his  cancer  control  efforts  in 
Texas  and  worldwide. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are  TMA  membership;  election  or  ap- 
pointment to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  per- 
mitting, recognition  at  the  local  level.  Items 
for  the  Newsmakers  section  are  published  at 
the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possi- 
ble, to  People,  Texas  Medicine,  401  W 15th  St, 
Austin,  TX  78701. 
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People 


William  E Ross,  MD 


The  Board  of  Regents  of  The  Uni- 
versity of  Texas  System  established 
the  Dr  Bill  Ross  Professorship  in 
Family  Practice  to  honor  William  F. 
Ross,  MD,  chairman  of  the  depart- 
ment of  family  practice  and  commu- 
nity medicine  at  The  University  of 
Texas  Southwestern  Medical  Center 
at  Dallas.  Dr  Ross  is  a past  president 
of  the  Texas  Medical  Association. 

Joseph  Sakakini,  ir,  MD,  professor  and 
regional  chairman  of  obstetrics  and 
gynecology  at  the  Texas  Tech  Univer- 
sity Regional  Academic  Health  Cen- 
ter at  El  Paso,  was  elected  1993-1994 
president  of  the  Texas  Association  of 
Obstetricians  and  Gynecologists. 

San  Antonio  family  practitioner  John 
M,  Smith,  Jr,  MD,  was  named  the  first 
recipient  of  the  Tulane  Medical 
Alumni  Association  Presidents’ 
Award  for  his  dedicated  service  to 
medicine.  Dr  Smith  is  a past  presi- 
dent of  the  Texas  Medical  Associa- 
tion and  a recipient  of  the  AMA 
Distinguished  Service  Award. 

James  W.  Thomas,  MD,  San  Antonio, 
received  the  1993  Bluebonnet 
Award  from  the  Texas  Dietetic  Asso- 
ciation for  his  efforts  to  advance  nu- 
trition and  dietetics  in  Texas. 


James  W.  Thomas,  MD 


Jonathan  C.  Weissler,  MD,  associate 
professor  of  internal  medicine  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  assumed 
the  presidency  of  the  American  Fed- 
eration for  Clinical  Research. 

Maurice  G.  Wilkinson,  MD,  Shiner,  re- 
ceived the  Rural  Health  Practitioner 
of  the  Year  award  from  the  National 
Rural  Health  Association. 

DEATHS 


John  Francis  Byers,  MD,  65;  Humble; 
Creighton  University,  1955;  died 
March  24,  1993. 

Jaime  Caffarena,  MD,  55;  Houston; 
University  of  Concepcion,  Chile, 
1962;  died  April  9,  1993. 

Emmett  J.  Conrad,  MD,  69;  Dallas; 
Meharry  Medical  College,  1948; 
died  April  25,  1993. 

Enrique  Juarez,  MD,  74;  Muenster; 
Medical  School  of  Havana  Universi- 
ty, Cuba,  1945;  died  March  29, 
1993. 

Peter  Kuriiecz,  Jr,  MD,  66;  Dallas;  New 
York  Medical  College,  1952;  died 
March  29,  1993. 


York  Lancaster,  MD,  76;  Conroe;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1942;  died  April  19,  1993. 

Jack  E.  Lanier,  MD,  71;  Dallas; 
Touisiana  State  University  Medical 
School,  1945;  died  March  23,  1993. 

Louis  J.  Levy,  MD,  79;  Fort  Worth;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1937;  died  January 
27,  1993. 

Claud  A.  Martin,  MD,  89;  Austin;  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  1931;  died  March  25,  1993. 

R.  Kingsley  McHenry,  Jr,  MD,  66;  Bren- 
ham;  Baylor  College  of  Medicine, 
1956;  died  April  18,  1993. 

Salomon  Mitrani,  MD,  72;  Houston; 
Medical  School  of  Havana  Universi- 
ty, Cuba,  1946;  died  April  9,  1993. 

F.  William  Nelson,  MD,  40;  Houston;  Uni- 
versity of  Iowa  College  of  Medicine, 
1978;  died  March  25,  1993. 

J.  Daniel  Schuhmann,  MD,  83;  East 
Bernard;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1935; 
died  March  22,  1993. 

Francis  M.  Spencer,  MD,  74;  San  Ange- 
lo; University  of  Kansas  School  of 
Medicine,  1944;  died  April  4,  1993. 


Correction 

William  R.  Phillips,  MD,  Paris,  was  mis- 
takenly reported  deceased  in  the 
June  1993  issue  of  Texas  Medicine. 
The  editors  of  Texas  Medicine 
deeply  regret  the  error  and  extend 
best  wishes  for  continued  good 
health  to  Dr  Phillips. 


20 


TEXAS  MEDICINE 


VOLUME  89  NO.  7 


JULY  1993 


Eli  Lilly  and  Company  can  suit  all  your 
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Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/501 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


k **0002-951541 

lOmL  HI-1510 
per  mL 

^ mulin 

bt?ari  insulin 
jcT*  suspension 
insuhn 

^aof  DMA  onyrj 


Jwian  insulin 
7*  Suspension 
Mian  insulin 

'boant  DNA  origin) 


Humulin  (§) 

human  insulin 
( recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

' Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 

tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


HI-791 8-B-349310  © 1993,  eli  lilly  and  company 


TEXAS  MEDICAL  ASSOCIATION 


Legislative  Affairs 


liyy 

Medicine  wins  big  in 
73rd  Legislature 

The  73rd  Texas  Legislature 
gaveled  to  a close  May  31, 
drawing  the  curtain  on  what 
almost  certainly  was  the  most  sig- 
nificant health-care  session  in  more 
than  a decade.  On  issues  ranging 
from  health  insurance  reform  to 
medical  liability  to  new  standards 
for  the  licensed  health  professions, 
the  Texas  Medical  Association 
scored  major  victories  for  physicians 
and  their  patients. 

Those  victories  were  the  result  of 
months  of  preparation  by  TMA  lead- 
ers and  public  affairs  staff  before  the 
start  of  the  session  in  January,  includ- 
ing appointment  of  two  special  com- 
mittees to  study  health-system  reform 
and  “sunset”  issues.  TMA  Public  Af- 
fairs Director  Kim  Ross  says  sunset 
was  given  special  attention  during 
preparation  for  the  session. 

“TMA  prepared  extensively  for 
that  debate  for  nearly  18  months,” 
Mr  Ross  said.  “Physicians  and  TMA 
Alliance  members  were  briefed  ex- 
tensively by  staff  and  the  leadership 
on  the  sunset  process  and  the  issues 
at  stake.” 

Mr  Ross  praised  the  work  of  the 
ad  hoc  committee  appointed  by  then 
TMA  President  William  G.  Gamel, 
MD,  Austin,  and  chaired  by  former 
President  Wm.  Gordon  McGee, 
MD,  El  Paso.  “They  conducted  their 
own  internal  sunset  review  and  pro- 
duced model  legislation  that  shored 
up  the  weaknesses  and  enhanced  the 
strengths  of  the  State  Board  of  Med- 
ical Examiners,”  Mr  Ross  said. 

Other  elements  of  TMA’s  legisla- 
tive success  included  close  coopera- 
tion with  bill  sponsors  who  carried 

Ken  Ortolon,  associate  editor,  writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


the  major  health  legislation,  including 
Sen  Carl  Parker  of  Port  Arthur,  Sen 
Mike  Moncrief  of  Fort  Worth,  Rep 
Hugo  Berlanga  of  Corpus  Christi, 
and  Rep  David  Cain  of  Dallas. 

Long  hours  of  intense  negotia- 
tions with  potential  adversaries  also 
paid  dividends.  Unprecedented  co- 
operation with  the  Texas  Trial 
Lawyers  Association  resulted  in  pas- 
sage of  major  medical  malpractice 
reforms  and  a lawsuit  abuse  package 
that  should  cut  the  number  of  non- 
meritorious  lawsuits  physicians  must 
defend  themselves  against. 

The  following  is  a short  list  of 
major  health-care  legislation  that 
passed  during  the  73rd  Legislature. 

Medical  Practice  Act  sunset 

In  contrast  to  the  sunset  session  of 
1981,  when  a special  session  was 
required  to  pass  the  reenactment  of 
the  Medical  Practice  Act,  this  year’s 
sunset  bill  sailed  through  the  Texas 
Senate  with  no  dissenting  votes.  Af- 
ter surviving  an  attempt  to  add 
anti-abortion  language,  the  bill  also 
easily  passed  the  House.  Final  ap- 
proval was  briefly  delayed  in  a 
House-Senate  conference  commit- 
tee by  disagreement  over  how 
many  nonphysicians  should  sit  on 
the  board.  That  issue  was  ultimate- 
ly resolved  by  expanding  the  board 
from  15  to  18  members  and  in- 
creasing nonphysician  members 
from  three  to  six. 

Major  provisions  of  the  bill 
streamline  the  licensing  and  disci- 
plinary processes  of  the  Board  of 
Medical  Examiners,  while  improv- 
ing due  process  rights  for  physicians. 
The  ban  against  the  corporate  prac- 
tice of  medicine  was  maintained, 
and  new  continuing  medical  educa- 
tion requirements  were  added. 


Across-the-board  standards 

All  licensed  health  professions  now 
will  have  to  adhere  to  the  same  high 
standards  of  professional  and  ethical 
behavior,  thanks  to  TMA  recom- 
mendations that  were  incorporated 
into  legislation  creating  a Health 
Professions  Council.  The  bill  re- 
quires all  allied  health  professionals 
to  meet  standards  that  physicians 
have  lived  by  for  more  than  10 
years.  Included  among  those  are 
sanctions  against  overcharging  and 
overtreating  and  a ban  on  false,  de- 
ceptive, or  misleading  advertising. 
The  attorney  general  also  is  given 
dual  authority  with  the  licensing 
board  to  act  against  providers  who 
violate  the  standards. 

Dr  McGee,  whose  ad  hoc  com- 
mittee endorsed  the  bill,  says  that 
dual  authority  should  boost  enforce- 
ment actions  by  numerous  allied 
health  boards,  some  of  which  have 
been  extremely  lax  in  policing  their 
professions.  In  fact,  the  bill  has  been 
described  as  the  most  important 
consumer  protection  measure  relat- 
ing to  health  care  passed  this  ses- 
sion. It  was  developed  with  input 
from  the  Attorney  General’s  Office 
and  garnered  support  from  the  only 
chiropractor  and  only  dentist  who 
serve  in  the  Texas  House. 

Allied  health  scope  of  practice 

Allied  health  groups  entered  the  ses- 
sion with  lengthy  shopping  lists  for 
expanding  their  scopes  of  practice. 
They  left  empty-handed.  TMA  close- 
ly monitored  the  legislative  progress 
of  all  allied  health  sunset  hills  to  en- 
sure they  included  no  scope  of  prac- 
tice expansion.  Mr  Ross  says  passage 
of  the  new  across-the-hoard  stan- 
dards “chilled  the  ardor”  of  those 
groups  for  scope-of-practice  fights. 
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Medical  liability  reforms 

TMA’s  main  liability  objective  for  the 
73rd  session  was  reauthorization  of 
the  Medical  Liability  Insurance  Im- 
provement Act  of  1977,  the  primary 
law  governing  malpractice  suits  in 
Texas.  In  fact,  that  objective  was  seen 
as  the  only  viable  liability  issue  this 
year.  As  it  turned  out,  extensive  coop- 
eration and  negotiations  with  trial 
lawyers  and  other  groups  produced 
added  benefits,  including  screens  on 
nonmeritorious  lawsuits  patterned  af- 
ter a Michigan  statute  that  requires 
those  filing  suits  to  submit  sworn 
affidavits  from  medical  experts. 

The  trial  lawyers  also  drafted 
their  own  legislation  — backed 
wholeheartedly  by  TMA  — to  en- 
hance penalties  for  old-fashioned 
“ambulance  chasing.”  That  bill  was 
an  effort  by  trial  lawyers  to  clean  up 
their  own  profession  and  should 
greatly  reduce  the  frequency  of  un- 
ethical client  solicitations  that  lead 
to  frivolous  lawsuits. 

Health  insurance  reform 

Governor  Ann  Richards  made 
health  insurance  reform  one  of  her 
top  health-care  priorities  early  in  the 
session  and  garnered  TMA  support 
when  her  recommendations  largely 
followed  those  presented  to  the  leg- 
islature in  1991  by  TMA’s  ad  hoc 
committee  on  health-system  reform. 

The  package  that  resulted,  House 
Bill  2055  by  Rep  Mike  Martin  of 
Galveston  and  Sen  Carl  Parker  of 
Port  Arthur,  creates  a series  of  af- 
fordable basic  benefits  plans  for 
small  employers  with  emphasis  on 
primary  and  preventive  care.  In  ad- 
dition, it  allows  small  employers  to 
enter  into  insurance-purchasing 
pools.  It  also  includes  some  long- 
sought  insurance  regulatory  reforms, 
including  portability  of  coverage 
and  uniform  claims  forms. 
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Rural  health,  public  health 

A wide  array  of  bills  addressing  ru- 
ral and  public  health  issues  also 
passed.  Here  are  some  of  the  bills 
that  passed  with  TMA  support: 

• The  governor’s  immunization  bill 
authorizing  a program  to  immu- 
nize all  Texas  children,  regardless 
of  income,  against  preventable 
childhood  diseases.  The  legislature 
also  appropriated  about  $50  mil- 
lion to  fund  the  plan. 

• A primary  care  package  spon- 
sored by  Sen  David  Sibley  of 
Waco  that  includes  creation  of 
family  practice  residency  training 
pilot  projects  and  expansion  of 
the  state  loan  forgiveness  pro- 
gram for  family  physicians  who 
practice  in  underserved  areas. 

• A poison  control  network  that 
will  include  six  regional  poison 
centers  tied  to  the  911  emergency 
telephone  system. 

• Legislation  lowering  from  18  to 
17  the  age  at  which  teenagers  can 
donate  blood  without  parental 
consent. 

• A bill  allowing  a surrogate  deci- 
sion-maker to  consent  to  medical 
treatment  for  an  incapacitated 
patient. 

• Creation  of  a birth  defects  reg- 
istry within  the  Texas  Depart- 
ment of  Health.  That  bill  was 
prompted  by  the  large  number  of 
anencephalic  births  reported  in 
the  Rio  Grande  Valley. 
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TEXPAC  backs  winner 
in  special  House  race 

ORGANIZED  MEDICINE 
gained  another  friend  in  the 
Texas  Legislature  May  1 when 
Corpus  Christi  Democrat  Vilma 
Luna  won  a special  House  runoff 
election.  Representative  Luna  re- 
places former  Rep  Eddie  Cavazos, 
also  a Democrat,  who  vacated  the 
House  District  33  seat  to  accept  ap- 
pointment to  the  Texas  Employment 
Commission. 

The  Texas  Medical  Association 
Political  Action  Committee  (TEX- 
PAC) endorsed  Representative  Luna 
in  the  special  election  despite  the 
fact  she  was  an  underdog.  TEXPAC 
contributed  substantially  to  her 
campaign,  both  monetarily  and 
through  active  involvement  in  get- 
out-the-vote  efforts  in  Corpus 
Christi.  Valerie  Terry,  TEXPAC  di- 
rector, says  the  endorsement  was 
based  on  a strong  recommendation 
from  the  Nueces  County  Medical 
Society  (CMS),  which  interviewed 
all  four  candidates  in  the  race. 

“Vilma  seemed  to  have  a real 


Contributions  to  Texas  Medical  Association 
Political  Action  Committee  (TEXPAC),  Texas 
Medical  Association  P AC-Statewide  (TEX- 
P AC-Statewide),  and  American  Medical  Asso- 
ciation  PAC  (AMP AC),  are  not  deductible  as 
charitable  contributions  for  federal  income 
tax  purposes. 

Voluntary  political  contributions  to  TEX- 
PAC are  shared  with  AMPAC.  Contributions 
are  not  limited  to  any  suggested  amount.  Nei- 
ther TMA  nor  AMA  will  favor  or  disadvan- 
tage anyone  based  on  the  amounts  or  failure 
to  make  contributions.  Contributions  to  TEX- 
PAC and  AMPAC  are  subject  to  Federal  Elec- 
tion Commission  regulations.  Federal  election 
law  prohibits  TMA  from  soliciting  donations 
from  persons  who  are  not  in  its  solicitable 
class  (eg,  TMA  members  and  their  families). 

All  donations  received  from  persons  who  are 
not  in  TMA’s  solicitable  class  will  be  returned. 
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Representative  Vilma  Luna 


command  of  the  issues  and  how 
they  affect  medicine,”  said  John 
Hammerick,  MD,  TEXPAC  chair 
for  the  Nueces  CMS  and  chairman 
of  the  society’s  Legislative  Liaison 
Committee. 

Since  the  May  1 runoff  victory, 
Representative  Luna  already  has  sid- 
ed with  organized  medicine  on  such 
legislative  issues  as  the  Medical 
Practice  Act  “sunset”  bill  and  medi- 
cal liability  reform. 

Representative  Luna,  an  attorney 
and  vice  chair  of  the  Texas  Demo- 
cratic Party,  survived  the  four-candi- 
date special  election  April  3 to  win  a 
runoff  spot  against  acknowledged 
front-runner  Joe  McCombs.  Mr  Mc- 
Combs, a Republican,  is  a former 
Corpus  Christi  city  councilman.  She 
trailed  Mr  McCombs  in  the  first  bal- 
loting 35%  to  33%. 

While  Mr  McCombs  had  broader 
name  recognition,  Ms  Terry  says  the 
Democrats’  grassroots  organization 
helped  her  carry  the  election.  She 
won  handily  with  56%  of  the  vote 
to  44%  for  Mr  McCombs. 

Representative  Luna,  35,  is  a na- 
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tive  of  Alice  and  practices  civil  law 
in  Corpus  Christi.  She  formerly 
worked  for  Harris  County  Chil- 
dren’s Protective  Services  and  the 
child-support  enforcement  division 
of  the  state  Attorney  General’s 
Office.  This  was  her  first  attempt  at 
elective  office. 

Blood  donor  bill 
becomes  law 

TMA-backed  legislation 
signed  into  law  in  May  by  Gov 
Ann  Richards  has  the  potential 
to  increase  the  available  pool  of 
blood  donors  at  a time  when  de- 
mand for  blood  is  on  the  rise. 

Governor  Richards  signed  Senate 
Bill  1144  by  Sen  Rodney  Ellis  and 
Rep  Garnett  Coleman,  both  Houston 
Democrats,  on  May  16.  The  measure 
lowers  from  18  to  17  the  age  at 
which  teenagers  can  donate  blood 
without  getting  parental  consent. 

The  legislation  was  recommend- 
ed by  TMA’s  Committee  on  Blood 
Banking  and  Blood  Transfusion.  The 
TMA  House  of  Delegates  approved 
the  recommendation  in  November 
1991  and  referred  it  to  the  Council 
on  Legislation  for  action. 

Cathy  J.  Spadaccini,  MD,  San  An- 
tonio, chair  of  the  Committee  on 
Blood  Banking  and  Blood  Transfu- 
sion, says  the  bill  addresses  a multi- 
faceted problem.  First,  the  number  of 
tests  that  must  be  performed  on  do- 
nated blood  before  it  is  used  reduces 
the  number  of  units  available.  Sec- 
ond, the  amount  of  blood  being  used 
has  risen  rapidly  because  of  increas- 
ing use  of  procedures  that  require 
large  amounts  of  blood  products, 
such  as  hone  marrow  transplants,  Dr 
Spadaccini  says. 

Also,  the  spread  of  AIDS,  hepati- 
tis B,  and  other  bloodborne  diseases 


is  reducing  the  pool  of  potential 
donors.  Finally,  Dr  Spadaccini  says 
parental  consent  is  a stumbling 
block  for  an  age  group  that  already 
is  donating  blood. 

“If  you  go  on  a blood  drive 
somewhere  and  you  can’t  draw  cer- 
tain donors  without  parental  con- 
sent, it’s  hard  to  get  it  that  same 
day,”  she  said.  “That’s  going  to  slow 
down  the  process.” 

Texas  was  one  of  the  few  states 
that  required  parental  consent  for 
17-year-olds.  Twenty-nine  states 
now  allow  17-year-olds  to  donate 
blood  without  parental  consent  and 
one  allows  16-year-olds  to  do  so. 
The  bill  takes  effect  September  1.  ★ 


Ambulatory 
Preventive  Medicine 


The  city  of  Fort  Worth  / Tarrant 
County  Health  Departments 
are  seeking  BE/BC  family 
practice  or  public  health/pre- 
ventive medicine  physicians 
for  full-time  employment.  Will 
work  in  areas  of  pediatrics, 
family  planning,  SID  control 
and  HIV  services. 

Consider  a full-time  public 
health  career  with  no  office 
overhead,  minimal  night 
call,  flexible  hours,  research 
opportunities  and  excellent 
benefits.  Texas  license  or 
ability  to  obtain  required. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Campaign:  start  baby  off  right  with  gift  of  health 

A MOTHER’S  FIRST  GIFT  to  her  baby  shouldn’t  be  a shot  of  tequila 
or  line  of  cocaine. 

That’s  the  message  a statewide  program  — Baby’s  First  Gift  — is 
promoting.  The  Texas  Prevention  Partnership  and  the  National  Organization 
on  Fetal  Alcohol  Syndrome  have  joined  forces  to  encourage  women  to  seek 
adequate  prenatal  care  and  stay  alcohol-  and  drug-free  during  pregnancy. 

An  estimated  50,000  drug-exposed  infants  are  born  in  Texas  every  year, 
according  to  the  Texas  Commission  on  Alcohol  and  Drug  Abuse.  The  state 
spends  more  than  $400  million  annually  on  health  care  for  these  babies. 

Through  the  program,  mothers-to-be  receive  canvas  hags  containing  in- 
formational brochures  after  their  first  prenatal  visits  at  Texas  Department  of 
Health  clinics  or  other  participating  health-care  facilities. 

Physicians  can  get  more  information  about  the  program  by  contacting 
Texas  Prevention  Partnership,  406  E 11th  St,  Austin,  TX  78701,  or  by  call- 
ing (512)  480-8953. 


Delegates  support 
school-based  clinics 

A COMPREHENSIVE  REPORT 
on  adolescent  substance  abuse 
calling  for  legislation  to  estab- 
lish school-based  clinics  was  adopted 
by  the  Texas  Medical  Association 
House  of  Delegates  during  the  126th 
Annual  Session  in  Houston  this  May. 

“School-based  health  clinics  are 
the  only  avenues  of  access  to  health 
care  for  many  of  our  students,”  said 
Laurance  N.  Nickey,  MD,  chairman 
of  the  TMA  Council  on  Public 
Health.  “It  is  very  important  that 
our  young  people  receive  accurate 
information  on  health  risks  associat- 
ed with  the  use  of  tobacco,  alcohol, 
and  drugs.” 

The  TMA  Adolescent  Health 
Task  Force  report  outlines  physician 
and  association  responsibilities  in 
preventing  and  treating  adolescent 
substance  abuse.  The  report  calls  on 
physicians  to  provide  comprehensive 
health  care  to  prevent  substance 
abuse,  including  education  and  pro- 
motion of  healthy  lifestyles. 

To  support  physicians’  efforts,  the 
report  recommends  that  TMA  spon- 
sor continuing  medical  education 
programs  on  adolescent  substance 
abuse,  encourage  medical  schools  to 
engage  in  research  and  training  in 
adolescent  health  and  substance 
abuse,  promote  communication  be- 
tween disciplines  and  with  the  public 
on  adolescent  health-care  and  sub- 
stance abuse  issues,  track  programs 
and  research  aimed  at  high-risk 
youths,  review  Texas  Health  Policy 
Task  Force  recommendations  to 
make  sure  that  adolescent  needs  are 
recognized  and  funded,  and  support 
efforts  to  counteract  tobacco  and  al- 
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cohol  advertising. 

Recognizing  the  important  role 
school  plays  in  developing  an  ado- 
lescent’s sense  of  identity  and  self- 
worth,  the  study  also  recommends 
that  local  school  districts  provide 
uniform  instruction  and  comprehen- 
sive, age-appropriate  health  educa- 
tion on  avoidance  of  tobacco,  alco- 
hol, and  other  drugs. 

For  a copy  of  the  full  report, 
write  the  TMA  Division  of  Public 
Health  and  Scientific  Affairs,  401  W 
15th  St,  Austin,  TX  78701,  or  call 
(800)  880-1300  or  (512)  370-1461. 

In  other  public  health  action,  the 
delegates: 

• Approved  support  of  legislation 
requiring  that  firearms  sold  by 
dealers  be  equipped  with  trigger 
locks  or  similar  devices  to  pre- 
vent unintentional  discharge. 

• Endorsed  a program  of  the  Texas 
Department  of  Health  and  the  US 
Army  that  allows  military  person- 
nel to  provide  limited  medical  ser- 
vices to  underserved  populations. 

• Recommended  that  TMA  oppose 


any  bill,  or  seek  to  overturn  any 
bill  or  law,  exempting  tobacco 
products  from  product  liability  or 
litigation. 

• Encouraged  passage  of  laws  re- 
stricting sale  and  use  of  fireworks 
to  licensed  pyrotechnic  operators. 

• Supported  universal  hepatitis  B 
vaccination  for  newborns  and 
adolescents. 

• Approved  the  concept  of  con- 
ducting a study  of  basketball 
competition  injuries. 

• Referred  to  the  Committee  on 
Emergency  Medical  Services  and 
Trauma  a request  that  resuscitation 
masks  be  available  in  public  places. 

• Referred  to  the  Board  of  Coun- 
cilors a recommendation  that  the 
durable  power  of  attorney  for 
health  care  and  directive  to  physi- 
cians be  placed  on  the  back  of 
drivers’  licenses. 

• Asked  the  Committee  on  Envi- 
ronment to  develop  a plan  to 
define  the  role  of  physicians  in 
environmental  health,  specify  a 
method  to  identify  physicians 
who  can  be  authoritative  sources 
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on  the  subject,  and  get  informa- 
tion to  physicians  on  environ- 
mental health  issues. 

• Approved  support  of  legislation 
prohibiting  reduction  of  penalties 
for  driving-while-intoxicated  vio- 
lations. The  delegates  referred  to 
the  Committee  on  Addictive  Dis- 
eases a request  to  assess  the  sta- 
tus of  treatment  and  rehabilita- 
tion resources. 

• Accepted  an  amended  statement 
on  midwifery  and  approved  sup- 
port of  legislation  calling  for  the 
registration,  rather  than  licen- 
sure, of  lay  midwives. 

• Rejected  a resolution  for  reduc- 
tion of  elective  abortions  in  Texas 
and  reaffirmed  current  TMA  pol- 
icy on  abortion. 

Conference  to  address 
border  health  hazards 

PHYSICIANS  FROM  BOTH  SIDES 
of  the  Rio  Grande  will  address 
health  hazards  linked  to  pesti- 
cides, lead,  and  other  toxic  sub- 
stances during  a Texas-Mexico  Bor- 
der Conference  on  August  18-19  in 
San  Antonio. 

Scheduled  speakers  include  Lynn 
Goldman,  MD,  California  Depart- 
ment of  Health;  Filiberto  Duarte, 
MD,  and  Roberto  Conyer,  MD,  Mex- 
ico Secretary  of  Health  Office;  and 
Commissioner  David  R.  Smith,  MD, 
Texas  Department  of  Health  (TDH). 

The  San  Antonio  Metro  Health 
Department  and  TDH  are  sponsoring 
the  event,  with  funding  from  the  Cen- 
ters for  Disease  Control  and  Preven- 
tion and  from  the  Agency  for  Toxic 
Substances  and  Disease  Registry. 

For  more  information  or  to  regis- 
ter for  the  conference,  call  (512) 
458-7541.  ★ 


We  don’t 
work  miracles. 


Today,  knowing  a little  about 
taxes,  Medicare  regulations  and 
insurance  reimbursement  is  not 
enough.  The  days  when  even  the 
best  physician  might  manage  his  or 
her  own  practice  and  know  every- 
thing there  is  to  know  about  insur- 
ance reimbursement  are  over. 
Reporting  requirements  and  gov- 
ernment regulations  have  become 
so  complex  that  it  is  difficult  to 
maintain  suitable  expertise  in- 
house  on  a wide  variety  of 
billing  issues. 

We  believe  these  complicated 
economic  times  demand  the  inde- 
pendent opinions  and  financial 
assessments  of  certified  public 
accountants  with  specific  training 
and  experience  in  health  care  issues. 

Our  firm  is  locally  owned.  Our 
clients  receive  our  personal  atten- 


tion. We  are  a team  of  men  and 
women  acknowledged  as  profes- 
sionals having  met  rigorous  edu- 
cational and  testing  standards. 
State  laws  recognize  that  only  cer- 
tified public  accountants  are  quali- 
fied to  perform  a full  range  of 
accounting  services.  We  are  the 
only  CPA  firm  endorsed  by  the 
Texas  Medical  Association. 

We  provide  a full  range  of  ser- 
vices: CPT  coding  assistance, 
Medicare  compliance,  tax  and 
estate  planning  for  physicians, 
insurance  reimbursement  issues, 
analysis  of  managed  care  contracts, 
practice  evaluations,  analysis  of  fee 
schedules,  work  flow  studies,  prac- 
tice valuations,  litigation  support, 
systems  analysis  and  financial  pro- 
cedures, cash  flow  and  cost  control. 

Only  a recognized  team  of  health 
care  certified  public  accountants 
can  give  you  all  these  services. 

We  don't  work  miracles.  We 
emphasize  planning.  We  empha- 
size structuring.  We  emphasize 
understanding. 

And  if  a physician  feels  like  we 
have  worked  a miracle,  it  just 
means  we  have  given  what  a team 
of  certified  public  accountants  and 
health  care  consultants  from  our 
firm  can  give. 


From  left:  Mickey  O’Neal,  Jim  Haskins, 
Tom  McGuinness,  Reed  Tinsley 


Haynes  O'neal 

CERTIFIED  PUBLIC  ACCOUNTANTS 
& MANAGEMENT  CONSULTANTS 

HOUSTON,  TX  (713)  993-0847  • DALLAS/FT,  WORTH.TX  (817)  545-1300  • AUSTIN.TX  (512)  469-3569 
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Doctor  gets  injunction 
against  anti-abortion 
protestors 

Dallas  obstetrician 
Norman  Tompkins,  MD,  this 
month  will  seek  to  make  per- 
manent a temporary  injunction 
handed  down  in  May  against  anti- 
abortion  protestors  who  had  been 
picketing  his  home,  office,  and 
church  since  October  1992. 

Calling  the  protestors’  actions  “re- 
ligious terrorism,”  Windle  Turley,  an 
attorney  for  Dr  Tompkins,  said, 
“When  freedom  of  speech  stops  com- 
municating a message  and  an  opinion, 
and  is  used  simply  as  a tool  to  harass 
and  abuse  and  hurt  people  until  they 
come  into  religious  compliance  with 
the  views  of  these  protestors,  it  is  our 
belief  — and  the  courts  agree  — that 
it  loses  protection  afforded  hy  the  US  j 
Constitution.” 

Lawyer  Charles  Bundren,  who 
represented  several  of  the  17  defen- 
dants during  the  hearings,  said, 
“Any  infringement  of  the  rights  of 
individuals  to  speak  on  public  prop- 
erty is  a loss.  We  don’t  want  to  see 
anyone  lose  the  right  to  speak  up 
and  to  debate  on  an  issue  of  public 
concern,  which  is  what  abortion  is.” 

Dr  Tompkins  is  one  of  at  least 
five  Dallas-area  physicians  who  have 
been  targeted  by  protestors,  some  of 
whom  belong  to  the  Dallas  Pro-Life 
Action  Network.  The  other  physi- 
cians signed  agreements  not  to  per- 
form abortions  after  threats  of 
protest,  according  to  court  records. 

Dr  Tompkins  and  his  wife,  who 
both  decline  most  interviews  for  le- 
gal reasons,  testified  that  the 
protestors  frequently  picketed  at 
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their  home,  church,  and  workplaces; 
sent  mail  and  made  phone  calls  that 
were  threatening  and  harassing;  and 
spied  on  them  with  surveillance 
equipment. 

Mrs  Tompkins  testified  she  feared 
for  her  safety  after  one  of  the  defen- 
dants yelled  at  her,  “Aren’t  you 
afraid  I’m  going  to  shoot  you  now?” 

An  expert  witness  who  testified 
at  the  hearings  linked  such  threats 
by  anti-abortion  groups,  whom  he 
characterized  as  cultlike,  to  the  esca- 
lating violence  leading  to  the  recent 
shooting  of  a physician  in  Florida. 

The  temporary  injunction,  which 
the  Tompkinses  seek  to  make  per- 
manent, limits  the  duration,  volume, 
and  number  of  protests  outside  their 
home  and  prescribes  a time  frame 
for  picketing  there  and  at  Dr  Tomp- 
kins’ place  of  work.  It  prohibits  ha- 
rassing phone  calls,  trespassing  on 
the  couple’s  property,  and  “lurking” 
around  it  between  sunset  and  sun- 
rise. It  also  forbids  the  defendants 
from  directing  others  to  perform 
these  actions. 

District  Judge  Harry  Hopkins 
heard  the  case.  Any  of  the  defendants 
who  violate  the  injunction  could  be 
held  in  jail  for  contempt  of  court  un- 
til Judge  Hopkins  decides  they  will 
obey  the  order  upon  release. 

In  a separate  action.  Dr  Tomp- 
kins filed  a lawsuit  against  the 
protestors  seeking  damages.  The 
firm  of  Windle  Turley,  PC,  will  rep- 
resent him  in  that  case  as  well. 

Mr  Turley  said  his  firm  also 
worked  with  the  Dallas  city  council 
to  draft  an  ordinance  that  would  re- 
strict picketing  with  intent  to  harass. 
The  ordinance  was  enforced  for  the 
first  time  this  May. 


Federal  and  state  laws 
prohibit  some  debt 
collection  practices 

Helene  Alt  Thompson,  JD 

TMA  Associate  Counsel 


Most  people  know  it 
is  illegal  to  use  abusive  lan- 
guage or  call  debtors  repeat- 
edly in  order  to  harass  them  into 
paying  their  bills.  However,  outside 
of  clearly  abusive  collection  prac- 
tices, most  physicians  are  probably 
unaware  of  what  restrictions  apply 
to  collecting  past-due  fees  from  pa- 
tients and  what  may  result  if  the 
laws  are  not  followed. 

Both  federal  and  state  laws  regu- 
late debt  collection  practices.  Federal 
law  applies  only  to  third-party  collec- 
tion on  consumer  debt,  which  is 
defined  as  debts  for  personal,  family, 
or  household  purposes  (1).  Third- 
party  debt  collectors  typically  are 
collection  agencies  or  attorneys. 
Physicians’  office  staff  are  not  gener- 
ally considered  third-party  debt  col- 
lectors. However,  if  a physician  or  a 
physician’s  employee  uses  any  name 
other  than  the  practice’s  name  — 
which  would  indicate  that  an  outside 
person  is  collecting  the  debts  — he  or 
she  will  be  subject  to  federal  law. 

If  your  staff  collect  debts 

Unlike  federal  law,  the  Texas  Debt 
Collections  Practices  Act  covers  ev- 
ery person  trying  to  collect  a con- 
sumer debt  (2).  The  Texas  Attorney 
General  can  stop  creditors  from  vio- 
lating the  act  (3).  The  attorney  gen- 
eral’s office  has  produced  a free 
pamphlet  for  consumers  titled  Debt 
Collection  that  outlines  some  of  the 
collection  tactics  and  practices  pro- 
hibited under  the  act.  Illegal  harass- 
ment tactics  include: 
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• Threatening  violence  or  other 
criminal  acts. 

• Using  profane  or  obscene  lan- 
guage. 

• Falsely  accusing  debtors  of  fraud 
or  other  crimes. 

• Threatening  the  arrest  of  debtors 
or  seizure  of  property  without 
proper  court  proceedings. 

• Using  the  telephone  to  harass 
debtors  by  calling  anonymously 
or  making  repeated  or  continu- 
ous calls. 

• Making  collect  telephone  calls 
without  disclosing  the  true  name 
of  the  caller  before  the  charges 
are  accepted  (4). 

According  to  Debt  Collection,  the 
following  fraudulent  or  deceptive 
collection  practices  also  are  illegal: 

• Using  a false  name  or 
identification. 

• Misrepresenting  the  amount  of 
the  debt  or  its  judicial  status. 

• Sending  documents  that  falsely 
appear  to  be  from  a court  or  oth- 
er official  agency  to  a debtor. 

• Failing  to  identify  who  is  owed 
the  debt. 

• Misrepresenting  the  nature  of  the 
services  rendered  by  the  collec- 
tion agency  or  collector. 

• Falsely  offering  something  of  val- 
ue in  exchange  for  personal  or 
confidential  information  (5). 

The  act  includes  other  specific  re- 
strictions on  debt  collection.  How- 
ever, those  listed  here  probably  rep- 
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resent  the  most  typical  illegal  prac- 
tices used  by  debt  collectors  (6). 

Violations  of  the  act  can  result  in 
a misdemeanor  punishable  by  a fine 
of  $100  to  $500  (7).  A debtor  may 
seek  a court  injunction  to  prevent  or 
restrain  a debt  collector  from  violat- 
ing the  act  and  may  seek 
compensation  for  damages 
sustained  as  a result  of  a vi- 
olation of  the  act,  as  well 
as  attorneys’  fees  (8).  Be- 
cause violation  of  the  act 
constitutes  a deceptive 
trade  practice,  additional 
remedies  also  may  be 
sought  (9).  However,  credi- 
tors may  recover  attorneys’ 
fees  if  the  court  finds  that  a 
debtor  brought  an  action  in 
bad  faith  or  for  purposes 
of  harassment. 

If  you  use  an  attorney  or 
collection  agency 

You  may  choose  to  have 
your  practice’s  attorney  or 
a collection  agency  handle 
debt  collection  to  avoid  any 
allegations  of  harassment 
by  debtor-patients.  But 
keep  in  mind  that  using  an  outside 
agency  doesn’t  release  you  from  all 
liability.  Physicians  relying  on  inde- 
pendent debt  collectors  who  repeat- 
edly and  continuously  use  debt  col- 
lection tactics  illegal  under  state  law 
will  find  themselves  in  violation  of 
the  state  law  if  they  have  knowledge 
such  violations  are  occurring  (10). 

When  choosing  a debt  collection 
agency,  it’s  a good  idea  to  check 
with  the  American  Collectors  Asso- 
ciation and  the  state  attorney  gener- 
al’s office  to  find  out  whether  any 
significant  complaints  have  been 
lodged  against  the  agency.  Members 
of  the  American  Collectors  Associa- 
tion subscribe  to  a code  of  ethics 


and  can  attend  educational  work- 
shops through  the  association  on  the 
complexities  of  collection  law.  Lo- 
cated in  Minneapolis,  Minn,  the 
American  Collectors  Association  can 
be  reached  at  (612)  926-6547. 

The  bottom  line 

You  have  a right  to  collect 
on  debts  owed  your  prac- 
tice, but  efforts  to  collect 
must  remain  within  the 
confines  of  state  law.  You 
should  establish  a plan  — 
to  be  reviewed  by  your  at- 
torney — detailing  when 
and  in  what  manner  pa- 
tients with  past-due  ac- 
counts should  be  contact- 
ed by  office  staff,  and 
when  such  efforts  should 
be  turned  over  to  outside 
collectors. 

An  important  provision 
of  your  plan  should  be  that 
you  must  approve  all  past- 
due  accounts  to  be  pur- 
sued. One  thing  you  may 
want  to  avoid  is  exacerbat- 
ing a situation  with  a pa- 
tient who  has  not  been 
pleased  with  the  care  received.  A pa- 
tient’s displeasure  is  no  excuse  for 
nonpayment;  however,  anecdotal  in- 
formation suggests  that  collection 
efforts  may  prompt  such  patients  to 
file  professional  liability  lawsuits 
against  the  physician. 

Finally,  you  may  dismiss  patients 
from  your  practice  who  make  no  ef- 
fort to  pay  for  their  medical  services 
after  giving  appropriate  notice  (11). 
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When  patients  file 
bankruptcy 

Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 


WHEN  PATIENTS  WHO 
owe  money  file  bankruptcy, 
physicians  attempting  to 
collect  encounter  many  legal  pitfalls. 
Although  frustrating,  such  situations 
can  be  better  handled  with  some 
knowledge  of  both  creditors’  and 
debtors’  rights. 

There  are  several  types  of 
bankruptcy  proceedings,  but  the  two 
that  consumers  most  often  use  in 
personal  bankruptcies  are  Chapters 
7 and  13  of  the  US  Bankruptcy 
Code.  Chapter  7 bankruptcy  is  a 
complete  dissolution  of  an  individu- 
al’s debts  and  liquidation  of  assets. 
A physician,  like  any  other  creditor, 
may  file  a claim  on  a Chapter  7 
bankruptcy.  However,  physicians 
normally  are  considered  “unse- 
cured” creditors  and,  in  most  cases, 
won’t  collect  any  money.  Secured 
creditors,  those  whose  debt  involves 
an  asset  with  a legally  enforceable 
lien  such  as  a house  or  car,  have  pri- 
ority over  unsecured  creditors. 


The  likelihood  of  your  collecting 
any  money  is  greater  when  a debtor 
files  for  Chapter  13  bankruptcy.  In 
this  type  of  bankruptcy,  the  debtor 
works  with  the  court  to  establish  a 
plan  to  repay  creditors  over  the 
course  of  up  to  5 years.  You  should 
receive  payments  from  time  to  time 
over  a set  period.  There  is  no  guar- 
antee, however,  that  you 
will  end  up  getting  100% 
of  the  original  debt.  In  ei- 
ther type  of  proceeding, 
any  money  you  receive 
will  likely  come  from  a 
bankruptcy  trustee. 

Also  common  to  both 
types  of  proceedings,  the 
entry  of  an  “order  of  dis- 
charge” terminates  the  le- 
gal case  and  renders  all 
debts  subject  to  that  order 
uncollectible  ( 1 ). 

When  to  “stay”  away 

Use  caution  in  dealing 
with  a debtor-patient  who 
has  filed  for  bankruptcy. 

Debtors  have  a number  of 
important  protections  un- 
der bankruptcy  law;  that 
is  why  they  file  for 
bankruptcy  in  the  first 
place.  Most  important  is 
the  “automatic  stay,”  an 
injunction  that  takes  effect 
at  the  instant  the 
bankruptcy  petition  is 
filed  (2).  The  injunction  applies  to 
all  creditors  and  prohibits  virtually 
any  actions  by  the  creditor  to  recov- 
er a claim  against  a debtor,  to  seek  a 
final  court  action  on  a claim,  or  to 
place  a lien  against  the  debtor’s  as- 
sets if  the  right  to  take  those  actions 
existed  before  the  bankruptcy  peti- 
tion was  filed.  The  automatic  stay 
prohibits  a creditor  from  even  mak- 
ing a telephone  call  to  collect  a debt 


owed  before  the  petition  was  filed. 

In  plain  English:  once  a notice  of 
a bankruptcy  filing  has  been  re- 
ceived, a physician’s  office  should  no 
longer  contact  the  debtor-patient  di- 
rectly about  the  money  owed.  The 
following  case  illustrates  what  can 
happen  if  one  does  otherwise. 

In  In  re  Olson  (3),  staff  at  a med- 
ical clinic  sent  a letter  to  a 
debtor-patient  stating: 

I wish  to  inform  you 
that  the  . . . McFarland 
Clinic  . . . will  not  be 
able  to  provide  medical 
care  to  you  and  mem- 
bers of  your  family. 

This  action  has  become 
necessary  based  on  your 
failure  to  pay  for  the 
services  provided  by  the 
McFarland  Clinic  . . . . 
Since  you  have  filed 
bankruptcy,  I realize 
that  we  cannot  legally 
pursue  the  collection  of 
this  account.  However, 
we  are  willing  to  rein- 
state service  if  you  wish 
to  pay  your  account 
voluntarily. 

This  letter  was  seen  by 
the  bankruptcy  court  as  an 
attempt  to  collect  a claim 
against  the  debtor  that 
arose  before  the  bankruptcy  petition 
was  filed.  Thus  the  court  held  that 
the  clinic  violated  the  automatic  stay 
and  imposed  sanctions  (4). 

The  court  acknowledged  that  the 
bankruptcy  code  does  not  compel 
creditors  to  provide  services  to 
debtors.  The  court  stated,  “Indeed, 
if  the  defendant  were  to  simply 
refuse  services  without  any  mention 
of  the  debtor’s  bankruptcy  filing, 
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[the  automatic  stay  provisions] 
would  not  come  into  play.  However, 
the  defendant’s  letter  . . . appears 
motivated  by  a desire  to  collect  the 
pre-petition  debt  under  the  guise  of 
termination  of  services.” 

After  receiving  the  letter,  the 
debtor-patient  sought  continued  care 
from  the  McFarland  Clinic.  The 
debtor  was  first  told  that  no  medical 
care  would  be  provided  unless  the 
entire  balance  of  the  debt  owed  was 
paid.  The  debtor-patient  offered  to 
pay  cash  in  advance  of  being  seen, 
but  the  clinic  rejected  this  offer.  The 
bankruptcy  court  stated  that  if  the 
clinic’s  rejection  had  occurred  before 
entry  of  the  order  of  discharge,  then 
the  automatic  stay  would  have  been 
violated.  Because  the  rejection  hap- 
pened after  entry  of  the  order,  then 
it  did  not  violate  the  automatic  stay. 

H owever,  another  section  of  the 
bankruptcy  code  prohibits  efforts  to 
collect  a pre-petition  debt  after  the 
order  of  discharge  is  entered  (5). 
Therefore,  the  court  held  that  the 
letter  and  the  subsequent  refusal  of 
services  violated  the  automatic  stay 
and  final  discharge  provisions  of  the 
bankruptcy  code. 

When  you  can  collect 

Patients  often  incur  medical  bills  af- 
ter filing  bankruptcy  petitions.  Un- 
like bills  incurred  before  filing  for 
bankruptcy,  these  bills  generally  are 
not  subject  to  the  automatic  stay  (6). 

Suppose  a patient  has  an  out- 
standing balance  of  $100  on  Jan- 
uary 1.  If  the  patient  files  a 
bankruptcy  petition  on  February  1, 
then  all  attempts  to  collect  this  debt 
must  cease.  A letter  terminating 
medical  care  would  not  violate  the 
automatic  stay  so  long  as  it  did  not 
mention  the  bankruptcy  petition. 

If  the  patient  incurs  another  $100 
bill  on  March  1,  the  physician  may 
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attempt  to  collect  that  debt  without 
violating  the  automatic  stay.  Howev- 
er, no  further  attempts  may  be  made 
to  collect  the  debt  incurred  before 
February  1. 

Then  suppose  the  bankruptcy 
court  enters  an  order  of  discharge  on 
April  1.  Assuming  the  January  1 
debt  is  discharged  by  the  order,  the 
physician  would  be  prohibited  from 
ever  collecting  that  $100  balance. 
The  physician  could  continue  to  at- 
tempt to  collect  the  $100  balance 
from  March  1 so  long  as  that  debt 
never  becomes  subject  to  the  order 
of  discharge. 

Final  caution 

In  the  absence  of  court  approval, 
creditors  who  take  actions  prohibited 
by  the  bankruptcy  code  act  at  their 
own  perils.  F’ven  if  a physician-credi- 
tor has  no  knowledge  of  a bankrupt- 
cy filing,  collection  actions  taken  in 
violation  of  the  stay  are  generally 
deemed  void  and  without  effect,  or  at 
least  “voidable.”  And  a creditor’s 
willful  violation  of  the  stay  or  final 
discharge  provisions  can  lead  to  pos- 
sible claims  for  actual  and  punitive 
damages  and  attorneys’  fees  (7). 
Thus,  any  payments  you  will  get  for 
medical  bills  owed  before  a 
bankruptcy  petition  was  filed  will 
come  from  the  bankruptcy  trustee. 

References 

1.11  use  §542. 

2.  1 1 USC  §362. 

3.  38  Bankr  514  (Bankr  ND  Iowa  1984). 

4.  Id  at  p 518. 

5.  Id. 

6.  Matter  of  M.  Frenville  Co,  Inc,  744  F2d 
322  (CANY  1984),  in  Re  Chateaugay 
Corp,  86  Bankr  33  (SDNY  1987). 

7.  1 1 USC  §362(h).  A 


TIMBERLAWN 

An  independent  mental  health  system 

232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • Outpatient  Clinics 
24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 


ESTABLISHED  IN  1917 


HOSPITAL  SERVICES 

Treatment  of 

Children,  Adolescents,  Adults 
Short-term  Acute  Care 
Long-term  Care 

SUBSTANCE 

ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
Aftercare  Monitoring 

PROFESSIONAL 

EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 
Substance  Abuse  Fellowship 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Medication  Management 
Individual  and  Group 
Psychotherapy 

Family  Assessment  and  Therapy 
Substance  Abuse  Counseling 

PARTIAL  HOSPITALIZATION 
PROGRAMS 

Day  Hospital 

Children  - Adolescents  - Adults 
Medication  Supervision 
Aftercare  Programs 

RESIDENTIAL  SERVICES 

Adolescent  Residential 
Treatment  Program 
Substance  Abuse  Residential  Program 

ACCEL 

Unique  Treatment  Program  for  High 
Functioning  Men  and  Women 

For  your  patients' convenience,  evaluations 
may  be  done  at  any  of  our  four  locations: 
the  main  hospital  campus  in  Dallas, 
the  Timberlawn  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center,  or 
the  Timberlawn  DeSoto/Duncanville  Center. 


Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 


JULY  1993 


31 


At  the  invitation  of  Texas  Medicine, 
photographers  set  out  on  March  1, 1993,  to 
capture  a glimpse  of  medicine  across  the  state. 

We’re  pleased  to  present  their  results. 


By  Laura  J.  Albrecht,  Associate  Editor; 
Mark  Richardson,  Associate  Editor;  and 
Jim  Lincoln,  Guest  Photography  Editor 


Karen  E.  Shrader,  MD, 
and  Stephen  C.  Spain, 
MD,  who  run  family 
practice  clinics  in  Gun 
Barrel  City  and  Kemp, 
help  their  children, 
Allison  and  Nicholas, 
get  ready  for  school. 


ARTIE  LIMMER/TEXAS  TECH  UNIVERSITY,  LUBBOCK 


Previous  page: 
Anesthesiologist  Joseph 
R.  Furman,  MD,  eyes  a 
patient’s  progress  at 
Santa  Rosa  Children 's 
Hospital  in  San 
Antonio. 


Beneath  an  expansive 
West  Texas  sky,  Richard 
Baker,  MD,  makes  a 
quick  run  home  during 
his  lunch  break  to  feed 
his  7-week-old  golden 
retriever,  Sandy.  Dr 
Baker  is  an  associate 
professor  of  surgery  at 
Texas  Tech  University 
Health  Sciences 
Center  in  Lubbock. 
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JAMES  D.  SHEIVES/THE  METHODIST  HOSPITAL,  HOUSTON 


Physicians  at 
The  Methodist  Hospital 
in  Houston  examine 
specimens.  From  left  are 
pathologists  Michael  Z. 
Gilcrease,  MD,  PhD; 

Dina  R.  Mody,  MD; 
Stephen  A.  Betz,  MD; 
and  Dilaver  Demirel,  MD. 


PlOlPCT 


ARTIE  LIMMER/TEXAS  TECH  UNIVERSITY.  LUBBOCK 


It’s  9:09  am  in  the  room 
of  a patient  who  had  an 
inexplicable  seizure  over 
the  weekend.  Hector 
Martin  Maldonado, 
MD,  Texas  Tech’s  chief 
neurology  resident, 
checks  the  patient’s 
tongue  motility  while 
fourth-year  medical 
student  David  Brown, 
left,  and  junior  internal 
medicine  resident 
Winston  Whitt,  MD, 
observe. 


HENRY  BARGAS 


Beverly  Clark,  MD,  an 
Amarillo  ophthalmologist, 
chats  with  one  of  her 
patients  during  an 
examination. 
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MARK  GRAHAM 


Internal  medicine 
physician  Kara  Martin , 
MI),  at  right,  and 
paramedic  Brent  Rogers 
seek  a response  from  a 
patient  in  Parkland 
Memorial  Hospital's 
emergency  department. 


From  left,  Louisa 
Mendoza  translates  a 
conversation  between 
internal  medicine 
physician  Kara 
Martin,  MD,  and 
patient  Rosa  Chavez 
in  the  emergency 
department  at  Parkland 
Memorial  Hospital  in 
Dallas.  Ms  Chavez's 
daughter,  Martina 
Mendez,  looks  on. 


Opposite  page:  Time  to  blow  off  some  steam  during  a rare 
moment  of  calm  in  the  emergency  room  at  Houston ’s  LBJ 
General  Hospital,  6:30  am.  From  left,  Bryan  Townsend, 
MD,  and  Carolyn  L.  Gardiner,  MD,  teach  fourth-year 
medical  student  Rachael  Carinhas  the  proper  technique  for 
surgical  glove  inflation. 

PHOTO  BY  UI-IANA  MARTINEZ/THE  UNIVERSITY  OF  TEXAS  HEALTH  SCIENCE  CENTER,  HOUSTON 
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Physicians  check  on 
patients'  progress  in  the 
emergency  room  at 
Parkland  Memorial 
Hospital  in  Dallas. 
From  left  are  internal 
medicine  residents  Greg 
Payne,  MD,  and  Nick 
Zenarosa,  MD;  internal 
medicine  physician 
Michael  Main,  MD; 
and  internal  medicine 
resident  James 
Delemos,  MD. 


MARK  GRAHAM 


Cardiovascular  surgeon 
John  Calhoon,  MD,  of 
San  Antonio,  faces  a 
formidable  stack  of 
paperwork  at  the 
end  of  his  day. 


LESTER  ROSEBROCK/THE  UNIVERSITY  OF  TEXAS 
HEALTH  SCIENCE  CENTER.  SAN  ANTONIO 


Orthopedic  surgeon 
Robert  M.  Campbell,  Jr, 
MD,  of  San  Antonio, 
studies  a chart. 


LESTER  ROSEBROCK/THE  UNIVERSITY  OF  TEXAS 
HEALTH  SCIENCE  CENTER,  SAN  ANTONIO 
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DENNIS  HAVEL/THE  UNIVERSITY  OF  TEXAS  M.D.  ANDERSON  CANCER  CENTER.  HOUSTON 


Michael  J.  Keating,  MD, 
visits  with  1 7-year-old 
leukemia  patient  Loyd 
Breese  in  his  isolation 
room  at  The  University 
of  Texas  M.D.  Anderson 
Cancer  Center  in 
Houston.  Dr  Keating 
is  associate  vice 
president  for  clinical 
investigations  at  M.D. 
Anderson.  Mr  Breese 
was  in  a protective 
environment  after 
receiving  a bone 
marrow  transplant. 


A team  at  Parkland 
Memorial  Hospital’s 
emergency  department 
pumps  the  stomach  of  a 
patient  who  apparently 
overdosed  on  drugs. 
Working  on  the  patient, 
from  left,  are  Karen 
Johnson,  LVN,  and  Dacia 
West,  RN;  internal 
medicine  residents  James 
Delemos,  MD,  and  Greg 
Payne,  MD;  and  Noni 
Barrett,  RN. 
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DAVE  GRESHAM/THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN  MEDICAL  SCHOOL.  DALLAS 


DAVE  GRESHAM/THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN  MEDICAL  SCHOOL.  DALLAS 


Clockwise  from  top  left, 
students  Paul  Lin, 
Christopher  Dyke,  and 
Rochelle  Cunningham 
study  in  the  academic 
center  at  The  University 
of  Texas  Southwestern 
Medical  School  in 
Dallas. 


DAVE  GRESHAM/THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN  MEDICAL  SCHOOL,  DALLAS 
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Pediatrician  Susan 
Watson,  MD,  views  an 
x-ray  at  Santa  Rosa 
Children’s  Hospital  in 
San  Antonio. 


JAMES  D.  SHEI VES/TH E METHODIST  HOSPITAL.  HOUSTON 


SOUTHWESTERN  MEDICAL  SCHOOL.  DALLAS 


Pathologists  Stephen  A. 
Betz,  MD,  left,  and 
Dina  R.  Mody,  MD, 
extract  a tissue  sample 
with  a biopsy  needle  at 
The  Methodist  Hospital 
in  Houston. 


Radiologist  George 
J.  Carstens  III,  MD, 
foreground,  and 
Theodore  Gruber,  CST, 
perform  angiography  on 
a patient  at  Zale  Lipshy 
University  Hospital 
in  Dallas. 
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Nephrologist  Jan 
Birchall,  MD,  right, 
and  Kathy  Raska,  RN, 
share  a nourishment 
and  conversation  break 
at  Spohn  Hospital  in 
Corpus  Christi.  Dr 
Birchall  is  the  1993 
president  of  the  Nueces 
County  Medical  Society. 


REBA  GRAHAM 


TEXAS  SENATE  MEDIA  SERVICES 


J.C.  Burns,  MD, 
standing  in  the 
foreground,  surveys  the 
goings-on  in  the  Texas 
House  of  Representatives 
in  Austin.  Dr  Burns,  a 
family  physician  in  West 
Columbia,  served  as  the 
“Doctor  of  the  Day" 
at  the  State  Capitol 
on  March  1. 
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NATALIE  HUBBARD 


Mastic  surgery  resident 
Neal  Hoganson,  MI), 
center,  and  plastic 
surgeon  Charles  N. 
Verheyden,  MI),  right, 
team  up  with  Shirley 
Haas,  CST,  for  surgery 
at  Scott  & White 
Memorial  Hospital  & 
Clinic  in  Temple. 


NATALIE  HUBBARD 


Plastic  surgeon  Peter  C. 
Grothaus,  MI),  center; 
Robert  Masaad,  CST, 
left;  and  Warren  Proctor, 
RN,  right,  meet  the 
challenge  of  surgery  at 
Scott  & White  Memorial 
Hospital  & Clinic 
in  Temple. 
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Emergency  medicine 
physician  Victor  L. 
Flagielo,  MD; 
cardiologist  Paul  Heath, 
MD;  and  paramedic 
Ricky  Barrera  consult 
on  a patient’s  condition 
at  Corpus  Christi’s 
Spohn  Hospital 
emergency  department. 


REBA  GRAHAM 


JOAN  SNOW 


Paul  ].  Thomas,  MD,  a 
pediatric  hematologist- 
oncologist,  shares  a 
smile  with  patient  Molly 
Martin  and  her  mother, 
Tammy  Martin, 
at  Santa  Rosa 
Children’s  Hospital 
in  San  Antonio. 


Physical  medicine  and 
rehabilitation  specialist 
Jairo  Puentes,  MD,  of 
Corpus  Christi,  discusses 
treatment  with  a patient 
at  the  Center  for  Back 
Pain  and  Muscle  Injury. 


Opposite  page: 
A mother-to-be  is 
comforted  by  Carol  Lace 
Brown,  MD,  obstetrics 
and  gynecology,  at  LB] 
General  Hospital 
in  Houston. 

PHOTO  BY  ULIANA  MARTINEZ 
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A hallway  of  Santa  Rosa 
Children’s  Hospital  in 
San  Antonio  serves  as  a 
pathway  to  the  next  case. 


JOAN  SNOW 


• •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••AS 

Behind  the  scenes 


The  state  of  medicine  is  enormous 
and  no  where  more  diverse  than  in 
the  Lone  Star  State.  This  photo 
essay  portraying  24  hours  in  the  life 
of  Texas  physicians  could  not  have 
come  about  without  the  help  of 
many  people  and  institutions. 

Texas  Medicine  assigned  seven 
freelance  photographers  to  spread 
out  across  the  state  and  photograph 
physicians  in  action  on  an  arbitrarily 
chosen  day  — March  1,  1993. 
Photographers  from  medical 
schools  and  hospitals  also  were 
invited  to  submit  their  best  shots. 

Jim  Lincoln,  an  Austin-based 
photographer,  was  guest 
photography  editor  for  the  project. 
Freelance  photographers  who 
worked  on  the  project  were  Henry 


Bargas,  Pam  Culpepper,  Mark 
Graham,  Reba  Graham,  Natalie 
Hubbard,  Randy  Mallory,  and  Joan 
Snow.  Hospitals  and  clinics  that 
opened  doors  to  our  photographers 
or  allowed  their  staff  photographers 
to  shoot  for  the  project  were 
Children’s  Medical  Center  of  Dallas, 
Hillcrest  Baptist  Medical  Center  in 
Waco,  LBJ  General  Hospital  in 
Houston,  M.D.  Anderson  Cancer 
Center  in  Houston,  The  Methodist 
Hospital  in  Houston,  National 
Aeronautics  and  Space 
Administration  in  Houston,  Parkland 
Memorial  Hospital  in  Dallas,  Santa 
Rosa  Children’s  Hospital  in  San 
Antonio,  Scott  & White  Memorial 
Hospital  & Clinic  in  Temple,  Spain 
and  Shrader  Family  Medical  Clinic 


in  Gun  Barrel  City  and  Kemp, 

Spohn  Hospital  in  Corpus  Christi, 
the  Texas  Department  of  Criminal 
Justice,  Texas  Tech  University 
Health  Sciences  Center  in  Lubbock, 
The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  The 
University  of  Texas  Southwestern 
Medical  Center  in  Dallas,  and  Zale 
Lipshy  University  Hospital  in  Dallas. 

Appreciation  is  extended  to 
Helene  Alt  Thompson,  JD,  Texas 
Medical  Association  Office  of 
General  Counsel,  for  handling 
contracts  and  legal  matters  related 
to  the  project.  And  special  thanks  go 
to  all  the  physicians  who  agreed  to 
be  photographed  and  graciously 
shared  a day  and  night  with  Texas 
Medicine  readers. 
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The  only  thing  that's  different  about  people  who  get  involved 


CAN  ALL. 


is  that  they' get  involi  ed.  Speak  your  mind.  Take  a stand.  Gii  e something  back. 


DO 


To  find  out  how,  contact  the  Easter  Seal  Society  today. 
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EQUAL  L V W E 


All  of  us  have  the  ability  to  make  a difference. 
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This  book 
is  designed 
to  educate 
children  in  an 
entertaining 
way,  while  offer- 
ing a vehicle  to 
explain  and  discuss 
today’s  topics. 

Perfect  for  doctors’  wait- 
ing rooms,  day  care  centers 
schools,  nurseries,  Ronald 
McDonald  Houses,  hospitals,  libraries, 
book  fairs,  and  gifts,  the  guide  offers  a unique 
approach  to  issues  which  concern  and  perplex  children. 

Healthier  Youth  2000,  umbrella  for  TMA  Alliance  pro- 
jects on  behalf  of  young  people,  is  taking  the  initiative  to  lit- 
tle folks  with  a new  book  for  children  ages  4-1 1 entitled 
The  Little  People’s  Guide  to  the  Big  World. 

The  book  is  written  by  Austin  author  and  illustrator 
Trevor  Romain.  Healthier  Youth  spokesman,  Way  Cool, 


appears 
on  the 
opening 
page  introduc 
ing  the  book. 
Written  in  rhyme, 
the  warm  and 
entertaining  48-page, 
full-color,  hardback  bool 
addresses  dozens  of 
issues.  Example:  getting  lost, 
racism,  dealing  with  death,  mov- 
ing, burying  a pet,  wearing  glasses, 
visiting  the  doctor  or  going  to  the  hospital, 
divorce,  and  many  others. 

This  book  is  sold  exclusively  by  TMAA  and  its  chapters, 
and  Mr.  Romain  is  available  to  visit  your  city  for  readings 
and  autograph  parties. 

For  more  information,  call  the  TMA  Alliance  office 
1 -800-880-1300,  Ext.  1 328.  Here’s  how  to  order  your 
copies  today!  Please  use  the  form  below. 


"Two 

Thumbs 

Up!" 


TMA 
Alliance's 
Healthier 
Youth 
2000 
Initiative 
adds  a 
new 

adventure 


To  order  please  complete  this  form: 

I would  like  to  order copies  of  The  Little  People’s  Guide  to 

the  Big  World.  Enclosed  is  my  check  or  money  order  made 
payable  to  the  TMA  Alliance. 

I would  like  the  book  inscribed  by  the  author. 

Message: 


Name 

Address 

State/City/Zip 


Quantity  Volume  Prices: 

1-100  copies  $1 4/each 
1 01  -250  copies  $1 3/each 
251-500  copies  $1 2/each 
501-2500  copies  $11 /each 
2500  + copies  $ 10/each 

Add  shipping  and  handling:  1 copy  $1;  2-10  copies  $2.50 
(More  than  10  copies  will  be  shipped  best  way,  COD) 

Make  checks  payable  to:  TMA  Alliance 

Send  to:  401  West  15th  Street 
Austin  TX  78701-1680 


Please  send  me copies 

@ $ each  = Subtotal 

Add  8%  tax - Total 


FREEDOM  F 


Extra  strength  pain  reli 
free  of  extra  prescribing 
restrictions. 


Telephone  prescribing  in  most  states 
Up  to  five  refills  in  6 months 
No  triplicate  Rx  required 


15  years  of  proven 
clinical  experience 


Extra  strength  pain  relief 
you  can  phone  in. 


' Data  on  file.  Knoll  Pharmaceutical  Company 
2 Standard  industry  new  prescription  audit. 

'(hydrocodone  bitartrate  5mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 


• Effective  central  and  peripheral  pain  relief 

• Excellent  patient  acceptance — nausea, 
sedation  and  constipation  have  rarely 
been  reported.1 

• Four  to  six  hours  of  extra  strength  pain 
relief  from  a single  dose. 


• The  heritage  of  VICODIN®*  — over  one 
billion  doses  prescribed.2 


• The  8th  most  frequently  prescribed 
medication  in  America.2 


(hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750mg) 


©1992,  Knoll  Pharmaceutical  Company 


V3087/10-92 


Printed  in  U S A. 


Maintain  control  of  your  patient’s  pain  th 


(hydrocodone  l?itartrate  7.5mg  (War 
and  acetaminophen  750mg) 


e habit  forming) 


It’s  yoctr  prescription  3 
not  a suggestion. 


INDICATIONS  AND  USAGE : For  the  relief  of  moderate  to  moderately  severe  pain  CONTRAINDICATIONS : Hypersensitivity  to  acetaminophen  or  hydrocodone  WARNINGS:  Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of  patients  with  nead  injuries. 
Acute  Abdominal  Conditions : The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions  PRECAUTIONS : Special  Risk  Patients : VICODIN/ VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture.  Cough  Reflex : Hydrocodone  suppresses  the  cough 
reflex,  as  with  all  narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tablets  are  used  postoperatively  and  in  patients  with  pulmonary  disease.  Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsychotics, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive  CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations 
may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus.  Usage  in  Pregnancy:  Teratogenic  Effects : Pregnancy  Category  C.  Hydrocodone  has 
been  shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN/VICODIN  ES  Tablets  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus.  Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs  include  irritability  and 
excessive  crying,  tremors,  hyperactive  reflexes,  increased  respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever  Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to  the  mother  shortly  before  delivery 
may  result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses  are  used  Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug 
to  the  mother.  Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established  ADVERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include:  Central  Nervous  System:  Drowsiness, 
mental  clouding,  lethargy,  impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psychic  dependence  and  mood  changes  Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in  suppressing  the  nausea  and 
vomiting  which  may  occur  (see  above);  however,  some  phenothiazme  derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount  of  narcotic 
required  to  produce  a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN  ES  Tablets  may  produce  constipation  Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been 
reported  Respiratory  Depression : Hydrocodone  bitartrate  may  produce  dose-related  respiratory  depression  by  acting  directly  on  the  brain  stem  respiratory  center  Hydrocodone  also  affects  the  center  that  controls  respiratory  rhythm,  and 
may  produce  irregular  and  periodic  breathing.  If  significant  respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of  naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated.  DRUG  ABUSE  AND  DEPENDENCE: 
VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Substance  Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  R ■ . M . ,qq->  coon 

repeated  administration  of  narcotics;  therefore,  VICODIN/VICODIN  ES  Tablets  should  be  prescribed  and  administered  with  caution  OVERDOSAGE:  Acetaminophen  Signs  and 
Symptoms:  In  acute  acetaminophen  overdosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic 
coma,  and  thrombocytopenia  may  also  occur.  Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include  nausea,  vomiting,  diaphoresis  and  general  malaise 
Clinical  and  laboratory  evidence  of  hepatic  toxicity  may  not  be  apparent  until  48  to  72  hours  post-ingestion.  Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyanosis),  extreme  somnolence  progress 
mg  to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac 
arrest  and  death  may  occur. 
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Looking 
for  that 
perfect 
fit? 

You  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  fit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 


MEDICARE/MEDICAID 

POSTPAYMENT  AUDITS  AND  INVESTIGATIONS 

Consult  a team  of  health  care  specialists  that  includes 
attorneys,  medical  professionals,  and  medical  records 
experts  handling  federal  and  state  civil  and  criminal 
matters  involving  health  care. 

LOOPER,  REED,  MARK  & McGRAW, 
Incorporated 

4300  Thanksgiving  Tower  ♦ Dallas,  TX  7520 1 ♦(214)  954-4  1 35 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 


WE  OFFER: 

Free  service  for 
physician  applicants 

it 

Low-cost  recruitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  sewice 
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Urban  and  rural  placements 
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Texas-based  matching  service 
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MEN'S  HEALTH  ISSUES 

September  10-12, 1993 

Faculty  members  from  a variety  of  medical  specialties  will 
provide  the  latest  scientific  developments  that  apply  to  managing 
problems  in  the  male  patient. 

Fee : $150  Practicing  Physicians 

$50  Residents/P  As 

Credit:  11  Hours,  Category  1,  AMA 

Contact : UTMB  Continuing  Education 
7106  Sheam  Moody  Plaza 
Galveston,  Texas  77555-1034 
(409)  772-7834  or  1-800-437-7186 
FAX  (409)  772-7806 


Supported  by  a grant  from: 
Searle  Pharmaceuticals 
Abbott  Pharmaceuticals 
Tap  Pharmaceuticals 
Schering-Plough  Pharmaceuticals 
Merck  Human  Health  Division 


Program  Director: 
Durwood  E.  Neal,  Jr.,  M.D 


The  University  of  Texas  Medical  Branch  at  Galveston 


Sponsor: 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


TEXAS  MEDICAL  ASSOCIATION 


Science  and  Education 


House  of  Delegates  studies 
physician  impairment 

The  Texas  Medical 
Association  House  of  Dele- 
gates recommended  that  TMA 
pursue  legislation  to  amend  the  state 
Medical  Practice  Act  that  would 
give  the  Texas  State  Board  of  Medi- 
cal Examiners  (TSBME)  the  option 
to  consider  physician  impairment  as 
a medical  problem  rather  than  as  a 
disciplinary  matter. 

Delegates  considered  the  impair- 
ment issue  and  several  other  recom- 
mendations from  the  Reference  Com- 
mittee on  Medical  Education  and 
Scientific  Affairs  on  May  14  during 
the  TMA  Annual  Session  in  Houston. 

Under  the  current  Medical  Prac- 
tice Act,  all  TSBME  actions  against 
physicians  related  to  alcoholism  or 
other  drug  addictions  must  be  re- 
ported and  publicly  disseminated  as 
disciplinary  orders.  Information  re- 
garding disciplinary  orders  must  be 
sent  to  all  licensed  physicians, 
health-care  entities,  and  health-relat- 
ed legislative  committees.  The  infor- 
mation also  must  be  sent  to  public 
libraries  around  the  state  and  be 
available  to  the  public  on  request. 

According  to  the  proposed  change, 
TSBME  would  be  allowed  to  decide 
whether  a physician’s  impairment  is  a 
disciplinary  issue  or  medical  problem, 
and  thereby  whether  releasing  infor- 
mation about  the  physician’s  impair- 
ment is  appropriate. 

Delegates  approved  the  measure 
and  referred  it  to  the  Council  on 
Legislation  for  further  action.  How- 
ever, the  House  of  Delegates’  action 
came  too  late  to  seek  the  change  as 
part  of  the  Medical  Practice  Act 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


“sunset”  bill  passed  by  the  73rd 
Texas  Legislature.  The  next  oppor- 
tunity to  bring  the  issue  before  the 
legislature  will  be  in  1995. 

In  other  matters,  the  delegates: 

• Approved  a recommendation  that 
TMA  assist  the  Texas  Center  for 
Rural  Health  Initiatives  in  estab- 
lishing a physician  relief  registry 
for  rural  physicians.  According  to 
the  report  from  the  Medical  Stu- 
dent Section,  many  established  ru- 
ral physicians  are  concerned  that 
lack  of  call  coverage  and  time  off 
accelerates  burnout.  The  measure 
also  recommended  that  TMA  en- 
courage private  and  government 
agencies  to  establish  a locum 
tenens  program  specifically  for  ru- 
ral physicians. 

• Referred  to  the  Council  on  Scien- 
tific Affairs  a resolution  by 
Harold  F.  Adelman,  MD,  to  cre- 
ate a computerized  central  reg- 
istry for  filled  prescriptions  of 
controlled  substances.  The  refer- 
ence committee  received  consider- 
able testimony  on  the  resolution, 
much  of  it  concerning  patient 
confidentiality  and  restrictions  the 
system  might  impose  on  physi- 
cians prescribing  drugs. 


• Approved  the  report  of  the 
Council  on  Medical  Education 
recommending  that  the  TMA  pol- 
icy on  manpower  and  distribution 
be  amended  to  reflect  opposition 
to  quotas  for  medical  schools  that 
require  graduates  to  practice  in 
specific  areas,  to  support  the 
premise  that  all  medical  schools 
have  the  responsibility  to  provide 
environments  that  will  motivate 
students  to  select  careers  in  pri- 
mary care,  and  to  support  other 
programs  that  are  aimed  at  boost- 
ing the  number  of  primary  care 
physicians  in  the  state. 

TMA  honors  six  science 
teachers  with  awards 
for  excellence 

The  Texas  Medical 
Association’s  Council  on  Scien- 
tific Affairs  has  named  six 
Texas  teachers  to  receive  TMA’s 
1993  Award  for  Excellence  in  Sci- 
ence Teaching.  The  annual  honors, 
which  recognize  Texas  educators 
who  excel  at  teaching  science,  were 
presented  on  May  13  before  the 
House  of  Delegates  at  the  TMA  An- 
nual Session  in  Houston. 

Kathryn  M.  Powell, 
a biology  teacher  at 
Harlingen  High  School 
in  Harlingen;  Andrea 
Foster,  a life  and  earth 
science  teacher  at 


Martin  G.  Guerrero,  MD, 
of  San  Antonio,  a member 
of  the  Council  on  Scientific 
Affairs,  presents  the  1993 
Award  for  Excellence  in 
Science  Teaching  to,  from 
left,  Kathryn  M.  Powell, 
Andrea  Foster,  and  Ann 
McAdam. 
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MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Menstruant  women  at  higher  postoperative  risk  for  brain  damage 

Baylor  College  of  Medicine , Houston  — A study  to  determine  the  risk  of 
postoperative  brain  damage  from  low  blood  sodium  revealed  that  while 
men  and  women  are  generally  at  equal  risk  for  developing  hyponatremic  en- 
cephalopathy, the  danger  of  brain  damage  or  death  is  significantly  greater 
for  menstruant  women.  The  study,  by  J.  Carlos  Ayus,  MD,  clinical  professor 
of  medicine,  and  James  M.  Wheeler,  MD,  assistant  professor  of  obstetrics 
and  gynecology,  was  conducted  jointly  at  Baylor  and  the  University  of  Cali- 
fornia Medical  School,  San  Francisco.  The  researchers  found  that  menstru- 
ant women  with  hyponatremic  encephalopathy  are  25  times  more  likely  to 
develop  brain  damage  or  die  than  are  men  or  postmenopausal  women.  Dr 
Ayus  suggests  that  physicians  should  abandon  the  routine  postsurgical  use  of 
hypotonic  fluids,  which  may  tend  to  further  dilute  a patient’s  sodium  levels. 
Results  of  the  study  were  published  in  the  December  1992  edition  of  Annals 
of  Internal  Medicine. 

Biodegradable  implant  developed  for  replacement  of  damaged  cartilage 

The  University  of  Texas  Health  Science  Center,  San  Antonio  — By  using  a 
newly  developed  biodegradable  implant,  surgeons  will  soon  be  able  to  go 
beyond  the  traditional  treatment  of  simply  removing  damaged  cartilage.  The 
implant,  developed  by  researchers  at  UTHSC-SA,  contains  bioactive  agents 
that  not  only  enhance  the  migration  and  development  of  cartilage-forming 
cells  but  also  generate  bone  growth.  The  implant  dissolves  over  time  and  is 
replaced  by  natural  cartilage  or  bone.  According  to  Barbara  Boyan,  PhD,  a 
researcher  on  the  project,  such  implants  will  allow  patients  to  walk  soon  af- 
ter surgery  and  eventually  regain  full  use  of  knees,  hips,  and  other  affected 
joints.  The  implant  will  be  useful  in  treating  both  injured  tissue  and  degener- 
ative joint  disease,  she  said.  It  is  being  marketed  through  the  Texas  Re- 
search and  Technology  Foundation,  a for-profit  venture  capital  consortium. 

Self-adjusting  proteins  found  to  guide  heart  muscle  functions 

The  University  of  Texas  Medical  Branch,  Galveston  — Researchers  at 
UTMB  have  discovered  that  the  complex  ebb  and  flow  of  calcium  inside 
the  muscle  cells  of  the  heart  — a process  critical  to  heart  function  — is  tight- 
ly controlled  by  a single  protein,  the  ryanodine  receptor.  Researchers  discov- 
ered that  unlike  most  proteins  with  a similar  purpose,  the  receptor  does  not 
act  as  a simple  on-off  switch  but  more  like  a self-adjusting  thermostat.  Ac- 
cording to  Michael  Fill,  PhD,  assistant  professor  of  physiology  and  bio- 
physics, it  is  significant  that  a single  protein  handles  such  a complex  func- 
tion, adding  that  equally  sophisticated  processing  in  other  parts  of  the  body 
is  handled  by  a complex  of  proteins.  Since  the  signal  to  release  calcium  is 
also  triggered  by  calcium,  researchers  have  long  been  puzzled  by  how  the  re- 
ceptor avoids  being  continuously  stimulated  by  its  own  calcium  until  the 
cell’s  stores  are  depleted.  Dr  Fill,  working  with  UTMB’s  Sandor  Gyorke, 
PhD,  found  that  the  ryanodine  receptor  acts  as  the  “gatekeeper”  of  the  cell’s 
storehouse  of  calcium  and  regulates  an  early  step  in  heart  muscle  contrac- 
tion. Their  findings  were  published  in  the  May  7 edition  of  Science. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  Section,  401  W 15th  St,  Austin,  TX  78701. 


Katherine  Stinson  Middle  School  in 
San  Antonio;  and  Ann  McAdam,  a 
fourth-grade  teacher  at  Ponderosa  Ele- 
mentary School  in  Houston,  were  first- 
place  winners  in  their  grade  levels. 


David  Koch,  a senior  physics 
teacher  at  The  Hockaday  School  in 
Dallas;  Janice  Borland,  a seventh- 
grade  life  science  teacher  at  Austin 
Academy  in  Garland;  and  Kathe 


Eugster,  a fifth-grade  teacher  at 
Crockett  Elementary  School  in 
Bryan,  were  second-place  winners. 

In  presenting  the  awards,  Martin 
G.  Guerrero,  MD,  of  San  Antonio,  a 
member  of  the  Council  on  Scientific 
Affairs,  said  that  teaching  science  in 
Texas  schools  is  critical. 

“These  awards  are  made  to  out- 
standing teachers  who  have  demon- 
strated the  ability  to  positively  im- 
pact student  aptitudes  and  attitudes 
in  science,”  he  said.  “The  32,000 
members  of  the  Texas  Medical  Asso- 
ciation extend  their  deepest  appreci- 
ation for  inspiring  our  future  physi- 
cians and  scientists.  As  educators, 
you  hold  the  keys  to  our  future.” 

John  W.  Burnside,  MD,  of  Dallas, 
chairman  of  the  Council  on  Scien- 
tific Affairs,  said  this  year’s  recipi- 
ents exemplify  the  quality  of  science 
teaching  Texas  needs. 

“The  TMA  established  this  award 
in  1990  to  address  the  crisis  in  sci- 
ence education  and  the  long-term  ef- 
fects that  science  illiteracy  pose  for 
the  health  and  well-being  of  Texans,” 
he  said.  “These  teachers  have  ex- 
celled in  fostering  an  appreciation  of 
science  among  their  students.” 

The  winners  were  chosen  from 
among  more  than  100  qualified  en- 
trants. A distinguished  panel  of 
physicians,  scientists,  and  educators 
reviewed  the  entries  in  two  rounds 
of  judging. 

The  first-place  winners  each  re- 
ceived a $1,000  cash  award,  com- 
memorative plaque,  and  trip  to  the 
TMA  Annual  Session  to  receive  the 
award.  Second-place  winners  re- 
ceived $500  awards  and  commemo- 
rative plaques,  and  were  recognized 
at  ceremonies  arranged  with  local 
school  administrators  and  county 
medical  societies.  ★ 
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House  of  Delegates 
passes  policy  statement 
on  health-system  reform 

he  Texas  Medical 
Association  House  of  Dele- 
gates has  approved  a compre- 
hensive program  designed  to  posi- 
tion the  association  to  take  an 
aggressive  role  in  molding  the  future 
of  health-care  reform. 

Meeting  during  TMA’s  Annual 
Session  May  14  in  Houston,  dele- 
gates approved  a package  of  initia- 
tives presented  to  the  Board  of 
Trustees  by  the  Special  Committee  on 
Health  System  Reform  (SCHSR).  The 
initiatives  emphasize  maintaining 
physician  autonomy  and  control  of 
medical  practice  and  taking  a proac- 
tive approach  to  reform  on  all  levels. 

The  SCHSR,  chaired  by  TMA 
Past  President  William  G.  Gamel, 
MD,  Austin,  put  forth  a series  of 
policy  principles  on  health-system 
reform,  as  well  as  other  recommen- 
dations in  the  areas  of  managed  care 
relations,  communication  and  edu- 
cation, legal  and  legislative  issues, 
and  partnerships  with  county  medi- 
cal societies. 

“These  principals  are  vitally  im- 
portant to  the  future  of  the  Texas 
Medical  Association  and  our  mem- 
ber physicians,”  said  Dr  Gamel. 
“This  is  a framework  on  which  we 
can  build  the  future  of  medicine  in 
the  challenging  times  to  come.” 

The  principles  approved  by  dele- 
gates state  that  TMA  supports: 

• The  concept  of  universal  access 
to  appropriate  health  care. 

• Freedom  for  patients  to  select 
their  own  physicians. 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


• Meaningful  professional  liability 
reform  for  physicians  as  a key  el- 
ement of  health-system  reform. 

• Genuine  relief  from  red-tape  has- 
sles and  excessive  administrative 
costs  of  health  care. 

• Freedom  front  unreasonable  re- 
strictions, including  antitrust  pro- 
hibitions, that  prevent  physicians 
from  conducting  peer  review  of 
quality  and  fees. 

• Inclusion  of  multiple  funding 
sources  and  payment  mechanisms 
in  the  health-care  system. 

• The  right  of  a physician  organi- 
zation to  negotiate  at  a federal  or 
state  level  for  payment  of  physi- 
cian services,  quality  and  utiliza- 
tion review,  professional  liability 
reform,  and  reduction  in  the  has- 
sles and  cost  of  regulation. 

• Sufficient  autonomy  for  physi- 
cians to  he  advocates  for  patients 
and  to  make  decisions  in  their 
patients’  best  interests. 

• Efforts  to  control  costs  in  an 
efficient  and  effective  manner 
that  considers  patients’  needs  and 
allows  physicians  to  exercise 
good  medical  judgment. 

• Inclusion  of  funding  for  research 
and  medical  education  in  any 
health-system  reform  proposal, 
with  corporate  payers  of  health 
care  sharing  in  the  cost  of  gradu- 
ate medical  education. 

• Quality  assurance  through  prac- 
tice parameters  and  outcomes  re- 
search. 

• The  right  of  patients  to  make  in- 
dividual decisions  regarding  their 
own  health-care  spending  and, 
accordingly,  the  responsibility  of 
patients  to  share  in  the  cost  of 
their  care,  with  consideration  giv- 
en to  their  ability  to  pay. 

In  addition,  delegates  approved  a 

resolution  for  the  Texas  delegation 


to  take  to  AMA  asking  that  the  na- 
tional organization  adopt  a set  of 
principles  regarding  physicians’  free- 
dom to  participate  in  managed  care 
plans.  The  resolution  seeks  the  right 
of  physicians  to  choose  to  partici- 
pate in  any  or  all  managed  care 
plans  available  to  their  patients,  pa- 
tients’ freedom  to  select  their  own 
physicians,  and  preservation  of 
physicians’  autonomy  and  freedom 
to  be  patients’  advocates. 

The  House  also  endorsed  the  agen- 
das of  the  four  SCHSR  work  groups: 
Managed  Care  Relations,  Communi- 
cation and  Education,  Legal  and  Leg- 
islative Issues,  and  Partnerships  With 
County  Medical  Societies. 

Work  group  proposals  passed  by 
the  House  include  the  drafting  of  sev- 
eral pieces  of  legislation  to  require 
that  a fair  opportunity  be  provided 
for  physicians  to  participate  in  man- 
aged care  plans  and  assure  due  pro- 
cess for  physician  applicants  and  par- 
ticipants; development  by  TMA  of  a 
contract  evaluation  service  to  provide 
information  on  the  financial  solvency 
of  health  plans;  creation  of  a physi- 
cian-to-physician  program  to  com- 
municate information  about  health- 
care reform;  and  selection  and 
endorsement  of  a team  of  consultants 
to  work  with  county  medical  soci- 
eties to  establish  physician  networks 
or  activate  existing  ones. 

According  to  Dr  Gamel,  as 
SCEISR  begins  to  implement  the 
House’s  plan,  it  will  continue  to 
monitor  the  progress  of  health-care 
legislation  and  regulations. 

“We  will  he  analyzing  President 
Clinton’s  and  other  health-care  re- 
form proposals  as  they  are  made 
public,  and  we  will  measure  them 
against  these  principles  to  be  certain 
that  any  reforms  are  in  the  best  in- 
terests of  our  patients  and  physi- 
cians,” he  said. 


52 


TEXAS  MEDICINE 


VOLUME  89  NO.  7 


JULY  1993 


Medical  Economics 


James  S.  Todd , MD,  executive  vice  president  of  the  American  Medical  Association,  addresses  a 
well-attended  symposium  on  health-care  reform  at  TMA’s  Annual  Session  on  May  13  in  Hous- 
ton. Joining  Dr  Todd  on  the  program  were  Joseph  T.  Painter,  MD,  Houston,  who  is  now  presi- 
dent of  AM  A;  Nancy  Dickey,  MD,  Richmond,  member  of  the  AMA  Board  of  Trustees;  William 
G.  Gamel,  MD,  Austin,  chairman  of  TMA’s  Special  Committee  on  Health  System  Reform;  and 
Paul  Handel,  MD,  Houston,  a member  of  the  same  committee. 


Delegates  take  action  on 
socioeconomic  topics 

Although  the  health- 
system  reform  package  domi- 
nated the  debate  on  socioeco- 
nomic issues  during  annual  session 
this  May,  the  House  of  Delegates  also 
took  action  on  other  initiatives  recom- 
mended by  the  Reference  Committee 
on  Socioeconomics.  The  House: 

• Approved  a request  from  Harris 
County  to  submit  a resolution  to 
the  American  Medical  Association 
calling  for  continued  efforts  to  re- 
peal the  Clinical  Laboratory  Im- 
provement Amendments  (CLIA) 
program. 

• Approved  a resolution  from 
Harris  County  calling  for  TMA 
to  oppose  all  proposals  to  in- 
voluntarily bundle  professional 
services  of  any  physician  in  a 
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fixed  payment  per  discharge. 

• Approved  a resolution  from 
Bexar  County  requesting  AMA  to 
establish  CPT  coding  to  differen- 
tiate medical  and  surgical  inter- 
ventions undertaken  on  an  emer- 
gency basis  and  to  establish 
differential  compensation  for 
emergency  services. 

• Amended  and  referred  to  the 
Council  on  Socioeconomics  a res- 
olution from  Dallas  County  call- 
ing for  TMA  to  support  innova- 
tive experiments  in  health-care 
financing  that  attempt  to  control 
costs,  maintain  quality,  and 
broaden  access  to  care  through 
the  implementation  of  market- 
based  principles. 

• After  much  debate,  referred  for 
further  study  an  item  from  the  re- 
port of  the  Interspecialty  Society 
Committee  on  the  development 
and  coordination  of  an  informa- 
tion resource  for  practice  param- 
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eters,  and  encouraging  AMA  to 
coordinate  the  standardization  of 
practice  parameters.  The  Inter- 
specialty Society  Committee, 
Physician -Patient  Advocacy 
Committee,  and  Hospital  Medi- 
cal Staff  Section  will  report  back 
to  the  House  on  the  item  in 
November  1993. 

• Approved  an  amendment  to  the 
TMA  Policy  Manual  stating  that 
TMA  supports  the  current  statu- 
tory structure  of  the  health-care 
delivery  system  against  efforts  by 
all  nonphysician  health  workers 
to  expand  their  legally  defined 
scopes  of  practice  and  to  secure 
mandatory  third-party  reimburse- 
ment. 

• Approved  a resolution  from  Nue- 
ces County  seeking  legislation 
mandating  that  the  National  Prac- 
titioner Data  Bank  release  physi- 
cians’ responses  to  any  allegations 
made  against  them  when  requests 
for  information  are  fulfilled.  ★ 


AN  AIR  FORCE 
PHYSICIAN. 


2Come  the  dedi- 
physician you 
while  serving 
your  country  in  today’s  Air  Force. 
Discover  the  tremendous  benefits 
of  Air  Force  medicine.  Talk  to  an 
Air  Force  medical  program  manag- 
er about  the  quality  lifestyle,  quali- 
ty practice  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Find  out  what  it  takes  to  qualify. 
Call 
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Toll-free:  1-800-423-USAF 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  locally  or  collect:  214-767-1640 
512-826-9892;  713-963-0815;  915-532-7190 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Initial  STD  visits  by  adolescent  females, 
Dallas  County,  Texas 


Sexually  active  adolescents  are  at 
high  risk  for  unintended  pregnancy 
and  sexually  transmitted  diseases. 
We  identified  a cohort  of  6089 
women  aged  13  to  21  years  who  in 
1985  either  delivered  an  infant  at 
Parkland  Hospital  (3154)  or  used 
the  outpatient  clinics  (2935).  We  re- 
viewed those  records  and  others  in 
the  Dallas  County  sexually  trans- 
mitted disease  (STD)  clinic  for  the 
period  1983  through  1988  to  deter- 
mine the  prevalence  of  visits  to  the 
Dallas  County  STD  clinic  by  preg- 
nant and  nonpregnant  adolescents , 
STD  diagnoses  at  initial  visit, 
whether  STD  visits  and  diagnoses 
varied  by  pregnancy  status  or  ethnic 
background,  and  how  the  women 
ivere  referred  to  the  STD  clinic. 

Similar  percentages  of  nonpreg- 
nant (13%)  and  pregnant  (11%) 
women  had  an  STD  visit,  and  most 
adolescents  who  visited  the  STD 
clinic  had  an  STD  diagnosis  made. 
Gonorrhea  and  syphilis  were  the 
STDs  diagnosed  most  frequently  in 
both  pregnant  and  nonpregnant 
adolescents.  Regardless  of  pregnan- 
cy status,  black  adolescents  were  7.3 
times  more  likely  to  have  an  STD 
visit.  Referral  by  a sexual  partner 
was  tbe  second  most  common  rea- 
son that  adolescents  sought  STD 
care.  Our  study  provides  only  mini- 
mal estimates  of  STDs  among  ado- 
lescents but  indicates  STDs,  regard- 
less of  pregnancy  status,  are  a more 
common  medical  problem  than  has 
been  reported  previously.  Referral 
by  sexual  partners  may  be  an  im- 
portant way  to  reach  adolescents  at 
risk  for  STDs. 


Joann  M.  Schulte,  DOa_d 
Geri  R.  Brown,  MDb,c,e 
Charles  E.  Haley  MD,  MSc 
Robert  W.  Haley,  MDe 

SEXUALLY  ACTIVE  ADOLESCENTS 
face  dual  risks  of  unintended 
pregnancy  and  sexually  trans- 
mitted diseases.  Overall,  more  than 
half  of  all  adolescents  are  sexually 
active;  percentages  of  sexually  active 
adolescents  increase  front  26%  at  age 
15  to  75%  at  age  19  (1).  Two  thirds 
of  the  12  million  STDs  occurring  an- 
nually are  diagnosed  in  persons 
younger  than  25  years  of  age  (2). 

At  least  one  third  of  sexually  ac- 
tive adolescents  have  a minimum  of 
one  premarital  pregnancy  (3).  Half  of 
all  initial  adolescent  pregnancies  oc- 
cur within  6 months  of  first  inter- 
course; 20%  of  adolescents  who  be- 
come pregnant  do  so  within  1 month 
after  becoming  sexually  active  (4). 
Texas  has  the  highest  pregnancy  rates 
in  adolescents  aged  14  years  or 
younger  and  is  ranked  fifth  in  preg- 
nancy rates  among  adolescents  aged 
15  to  19  (5).  Adolescent  women  who 
are  sexually  active  have  the  highest 
age-specific  rates  of  pelvic  inflamma- 
tory disease  (PID)  (6),  gonorrhea  (7), 
and  chlamydial  infection  (8).  Both 
numbers  of  cases  and  rates  of  prima- 
ry and  secondary  syphilis  among 
Texas  adolescent  women  aged  15  to 
19  have  increased  steadily  since 
1988.  Cases  and  rates  of  gonorrhea 
among  Texas  women  aged  15  to  19 
years  have  not  declined  as  they  have 
nationally  (Table  1). 

To  our  knowledge,  the  cumula- 
tive proportion  of  adolescents  ac- 


Randolph  Ferris,  MDc 
H.  Gordon  Green,  MD,  MPHc,f 
Ron  J.  Anderson,  MD,  RPHb,d 

quiring  STDs  among  a well-defined 
cohort,  including  pregnant  and  non- 
pregnant women,  has  not  been  stud- 
ied previously.  Our  purposes  in  this 
study  were  to  determine  the  preva- 
lence of  visits  to  the  Dallas  County 
STD  clinic  by  pregnant  and  non- 
pregnant adolescents,  STD  diagnoses 
at  initial  visit,  whether  STD  visits 
and  diagnoses  varied  by  pregnancy 
status  or  ethnic  background,  and 
how  these  women  were  referred  to 
the  STD  clinic. 

METHODS 

We  defined  a cohort  of  women,  aged 
13  to  21  years,  who  were  eligible  for 
care  at  Parkland  Memorial  Hospital, 
the  public  hospital  in  Dallas,  Tex. 
We  searched  a computerized  finan- 
cial database  of  all  patients  who  vis- 
ited the  outpatient  clinics  and  emer- 
gency room  at  Parkland  Memorial 
Hospital  in  1985  to  select  women 
aged  13  to  21  years;  the  database 
did  not  include  data  on  presenting 
complaint  or  diagnosis.  We 
identified  a group  of  13,312  adoles- 
cent women  who  made  a total  of 
24,152  visits.  To  identify  the  3154 
adolescent  women  who  delivered  in- 
fants, we  used  ICD-9  codes.  After 
the  3154  pregnant  adolescents  were 
excluded,  we  generated  a random 
sample  of  2935  from  the  remaining 
adolescent  women  with  an  outpa- 
tient/emergency room  visit  in  1985. 


a.  Clinical  Research  Branch,  Division  of 
Sexually  Transmitted  Diseases/HIV  Pre- 
vention, Centers  for  Disease  Control,  At- 
lanta, GA  30333. 

b.  Dallas  County  Hospital  District,  Parkland 
Memorial  Hospital,  5201  Harry  Hines 
Blvd,  Dallas,  TX  75235. 

c.  Dallas  County  Health  Department,  1935 
Amelia  Court,  Dallas,  TX  75235. 

d.  Texas  Department  of  Health,  1 100  W 
49th,  Austin,  TX  78756. 


e.  Department  of  Internal  Medicine,  Universi- 
ty of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235. 

f.  School  of  Allied  Health,  University  of 
Texas  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235. 

Send  reprint  requests  to  Dr  Schulte,  Bureau 
of  HIV  and  STD  Control,  Texas  Depart- 
ment of  Health,  1100  W 49th  St,  Austin, 
TX  78756-9987. 
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Table  1.  Cases  and  rates  for  primary  and  secondary  syphilis  and  gonorrhea  among  Texas  women 
aged  15  to  19  years  from  1985  through  1991. 


Year 

Primary  and  Secondary  Syphilis 

Gonorrhea 

No.  of  Cases 

Rates 

No.  of  Cases 

Rates 

1985 

269 

42.3 

8571 

1346.3 

1986 

269 

41.8 

8516 

1323.3 

1987 

255 

40.0 

6968 

1094.9 

1988 

223 

35.2 

6218 

981.3 

1989 

301 

50.0 

6246 

1036.0 

1990 

396 

63.5 

6155 

987.1 

1991 

405 

65.0 

6408 

1027.7 

Table  2.  Adolescents  visiting  STD  clinic  hv  pregnancy  status  and  age. 

Age,  y 

Pregnant 

(n=3154) 

Not  Pregnant 
(n=2935) 

STD  Visit 

No.  (%) 

Total 

STD  Visit 

No.  (%) 

Total 

13 

0 

(0) 

11 

4 

(4.5) 

88 

14 

6 

(12.2) 

49 

14 

(9.1) 

154 

15 

20 

(13.2) 

151 

22 

(9.5) 

232 

16 

39 

(12.1) 

322 

43 

(16.9) 

254 

17 

54 

(11.5) 

469 

45 

(13.2) 

342 

18 

62 

(10.2) 

605 

67 

(14.1) 

475 

19 

75 

(10.7) 

698 

68 

(13.0) 

523 

20 

82 

(11.3) 

727 

78 

(14.5) 

539 

21 

8 

(6.6) 

122 

41 

(12.5) 

328 

Total 

346 

3154 

382 

2935 

Table  3.  Adolescents  visiting  STD  clinic  by  ethnicity. 

Pregnant 

Not  Pregnant 

(n=3154) 

(n=2935) 

STD  Visit 

STD  Visit 

Ethnicity 

No.  (%) 

Total 

No.  (%) 

Total 

White 

34 

(3.9) 

866 

30 

(3.7) 

820 

Black 

276 

(21.7) 

1272 

336 

(22.5) 

1495 

Hispanic 

36 

(3.7) 

980 

17 

(2.8) 

602 

Other 

0 

(0) 

36 

0 

(0) 

18 

Total 

346 

(11.0) 

3154 

382 

(13.0) 

2935 

The  medical  records  of  delivery  or 
outpatient/emergency  room  visits 
were  reviewed  in  the  medical  records 
departments  at  Parkland  and  the 
Dallas  County  Health  Department 
STD  clinic.  We  collected  data  on  eth- 
nicity, address,  marital  status,  deliv- 
ery status,  and  other  demographic  in- 
formation from  the  Parkland  medical 
record.  The  Parkland  patient 
identification  number  was  matched 


manually  to  the  STD  records  by 
name,  birth  date,  ethnicity,  and,  if 
available,  Social  Security  number.  For 
the  initial  STD  visit,  we  recorded  the 
date,  up  to  three  STD  diagnoses  (per 
visit),  and  referral  source.  The  STD 
medical  records  included  all  visits 
from  1983  through  1988. 

During  the  period  of  this  study, 
the  Dallas  STD  clinic  was  able  to  di- 
agnose syphilis,  gonorrhea,  yeast, 


genital  warts,  trichomoniasis,  bacte- 
rial vaginosis,  and  herpes.  Culture 
and  testing  for  chlamydia  were  not 
available  at  the  Dallas  STD  clinic 
from  1983  through  1988;  women 
with  suspected  chlamydial  infections 
were  diagnosed  as  having  mucopuru- 
lent cervicitis.  Testing  for  human  im- 
munodeficiency virus  (HIV)  was  not 
done  in  the  STD  clinic  during  those  5 
years;  limited  testing  began  in  1988 
with  fewer  than  500  persons  tested  in 
the  STD  clinic  the  first  year.  Persons 
who  wanted  to  be  tested  for  HIV 
were  referred  to  another  health  de- 
partment clinic  for  that  purpose. 

Patients  were  referred  to  the  STD 
clinics  by  their  sex  partners  or  by 
health-care  providers  (hospitals, 
clinics,  private  physicians)  or  could 
volunteer  to  seek  care  on  their  own. 
Patients  seeking  care  at  the  Dallas 
clinic  must  specify  a referral  method 
when  registering. 

RESULTS 

Of  the  adolescents  in  this  study,  2767 
(45%)  were  black;  1686  (28%), 
white;  1582  (26%),  Hispanic;  and  54 
(1%),  other.  The  median  age  of  preg- 
nant women  was  18  years  and  of 
nonpregnant  women,  17  years.  The 
distribution  of  pregnant  and  non- 
pregnant adolescents  who  made  STD 
visits  are  listed  by  age  and  ethnicity 
in  Tables  2 and  3.  In  this  cohort  of 
adolescent  women,  similar  percent- 
ages of  nonpregnant  (13%)  and  preg- 
nant (11%)  adolescents  visited  the 
STD  clinic  (odds  ratio,  0.82,  95% 
confidence  interval,  0.70-0.96).  At 
the  initial  visit,  an  STD  diagnosis  was 
made  in  343  (99%)  of  the  pregnant 
women  and  328  (86%)  of  the  non- 
pregnant adolescents  who  sought 
care  at  the  Dallas  clinic. 

Among  STD  clinic  visitors,  gon- 
orrhea was  the  most  frequently  diag- 
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Table  4.  Adolescent  women’s  diagnoses  at  initial  STD  clinic  visit. 


Pregnant 

No.  (%) 

Not  Pregnant 
No.  (%) 

Syphilis 

57  (16) 

72  (17) 

Gonorrhea 

220  (60) 

212  (48) 

Pelvic 

inflammatory 

disease 

24  (7) 

48  (11) 

Other 

53  (14) 

79  (18) 

No  STD 

12  (3) 

27  (6) 

Total* 

366 

438 

* STD  visits  were  made  by  728  adolescents.  Diagnoses  are  not  mu- 
tually exclusive.  Multiple  STDs  were  diagnosed  in  23  (7%)  of  346 
pregnant  women  and  in  54  (14%)  of  the  nonpregnant  women. 


Table  5.  Adolescents’  initial  STD  clinic  visit  by  pregnancy  status  and  ethnicity. 


Ethnicity 

Pregnant 

STD  Visit 

No.  (%) 

Odds  Ratio  (95%  Confidence  Interval) 

Hispanic 

36  (4) 

1.0  ( — ) 

(n=980) 

White 

34  (4) 

1.1  (0.7-1. 8) 

(n=866) 

Black 

276  (22) 

7.3  (4.2-10.6) 

(n=1272) 

Not  Pregnant 

STD  Visit 

Ethnicity 

No.  (%) 

Odds  Ratio  (95%  Confidence  Interval) 

Hispanic 

16  (3) 

1.0  ( — ) 

(n=602) 

White 

30  (4) 

1.4  (0.7-2. 7) 

(n=820) 

Black 

336  (22) 

7.3  (6.2-18.4) 

(n=1495) 

nosed  STD  for  both  nonpregnant 
and  pregnant  adolescents;  syphilis 
was  the  next  most  frequent  diagno- 
sis. At  the  first  visit,  multiple  STDs 
were  diagnosed  in  23  (7%)  of  the 
pregnant  adolescents  and  54  (14%) 
of  the  nonpregnant  adolescents. 
Table  4 shows  the  diagnoses  at  the 
first  STD  visit.  Regardless  of  preg- 
nancy status,  black  adolescents  were 
7.3  times  more  likely  to  have  visited 
the  STD  clinic  than  were  Hispanic 
or  white  adolescents  (Table  5). 

Both  pregnant  and  nonpregnant 
adolescents  most  often  had  a medi- 


cal referral  for  care  in  the  STD  clin- 
ic. Overall,  sexual  partners  were  the 
second  most  common  method  of  re- 
ferral (Table  6).  Self-referral  was  the 
second  most  common  reason  for 
seeking  STD  care  among  pregnant 
white  and  Hispanic  adolescents.  Re- 
ferral by  sexual  partner  was  the  sec- 
ond most  common  method  among 
nonpregnant  black  and  Hispanic 
adolescents.  Regardless  of  pregnan- 
cy status,  sexual  partners  were  the 
second  most  common  referral 
method  for  black  adolescents.  Preg- 
nant black  adolescents  were  3.7 


times  more  likely  than  pregnant  ado- 
lescents of  other  ethnic  groups  to  be 
referred  to  the  STD  clinic  by  their 
sexual  partners  (Table  7). 

DISCUSSION 

The  fact  that  STDs  constitute  a 
health  problem  among  adolescents  is 
not  new  knowledge;  our  study  pre- 
sents evidence  that  STDs  are  more 
common  in  this  group  than  most 
physicians  realize.  In  the  large  co- 
hort of  indigent  Dallas  adolescent 
women  we  studied,  more  than  671 
(11%)  have  had  one  or  more  STDs 
diagnosed  at  their  first  visit  to  the 
Dallas  STD  clinic.  This  11%  preva- 
lence we  found  was  much  higher 
than  the  4%,  5.5%,  and  6.6%  re- 
ported in  recent  studies  (9-11). 

We  believe  the  11%  prevalence  is 
representative  of  the  larger  indigent 
adolescent  population  we  serve.  Dal- 
las hospitals,  family  planning  clinics, 
and  other  medical  providers  have  a 
policy  of  referring  any  STD  patients 
to  the  Dallas  County  Health  Depart- 
ment for  treatment  and  follow-up. 
That  policy  is  especially  likely  to  be 
followed  in  the  case  of  indigent  pa- 
tients who  can  pay  little  or  nothing 
for  their  medical  care. 

Our  study  may  underestimate  the 
STD  problem  in  this  adolescent 
group  because  many  women,  includ- 
ing adolescents,  have  asymptomatic 
STDs.  As  many  as  60%  of  sexually 
active,  asymptomatic  adolescent 
women  have  been  found  to  be  in- 
fected with  gonorrhea  (12);  between 
10%  and  24%  of  asymptomatic 
adolescent  women  have  chlamydial 
infections  (13,14). 

The  high  STD  prevalence  found 
in  this  study  reinforces  the  need  for 
STD  screening  in  whatever  settings 
adolescents  seek  any  sort  of  medical 
care.  Screening  for  STD  is  already 
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Table  6.  Adolescent  women’s  referral  patterns  for  initial  STD  clinic  visit  by  pregnancy  status  and 
ethnicity. 


Pregnant 

No.  (%) 

Referral  Source 

White 

Black 

Hispanic 

Sexual  partner 
(n=97) 

5 (15) 

89  (32) 

3 (8) 

Medical 
(n=l  82) 

20  (59) 

134  (49) 

28  (78) 

Self 

(n=67) 

9 (26) 

53  (19) 

5 (14) 

Total 

(n=346) 

34  (100) 

276  (100) 

Not  Pregnant 

No.  (%) 

36  (100) 

Referral  Source 

White 

Black 

Hispanic 

Sexual  partner 
(n=126) 

6 (20) 

114  (34) 

6 (37) 

Medical 
(n= 151) 

16  (53) 

128  (38) 

7 (44) 

Self 

(n=105) 

8 (27) 

94  (28) 

3 (19) 

Total 

(n=382) 

30  (100) 

336  (100) 

16  (100) 

Table  7.  Referral  by  sexual  partner  by  pregnancy  status  and  ethnicity. 


Pregnant 


Partner  Referral 

Ethnic  Group  No.  (%)  Odds  Ratio  (95%  Confidence  Interval) 


Black 

89  (32) 

3.7  (1.6-8. 7) 

(n=276) 

All  others 

8 (11) 



(n=70) 

Not  Pregnant 

Partner  Referral 

Ethnic  Group 

No.  (%) 

Odds  Ratio  (95%  Confidence  Interval) 

Black 

114  (34) 

1.5  (0.69-3.10) 

(n=336) 

All  Others 

12  (33) 

— — 

(n=36) 

recommended  in  medical  facilities 

quences,  including  infertility,  ectopic 

where  adolescents  seek 

contracep- 

pregnancy,  and,  possibly,  cervical 

tion  or  prenatal  care  (15),  but  more 

cancer  (6,7,8,15).  In  addition,  sexu- 

physicians  and  nurses  must  consider 

ally  active  adolescent  women  are  in- 

the  possibility  of  STD  in 

any  sexual- 

creasingly  recognized  as  a high-risk 

ly  active  adolescent  woman. 

group  for  infection  with  HIV.  Ado- 

Enhanced  screening  is 

justified  by 

lescent  cases  account  for  only  1 % of 

three  reasons.  First,  ; 

adolescent 

the  total  reported  cases  of  AIDS,  but 

women  with  STDs  are 

especially 

adults  aged  20  through  29  years  ac- 

likely  to  suffer  the  long- 

term  conse- 

count  for  20%  of  the  cases.  Many  of 

the  young  adults  became  infected 
during  adolescence  (16).  Finally,  the 
pregnant  adolescent  with  STD  de- 
serves attention.  The  potential  for 
adverse  perinatal  consequences  was 
documented  in  a Wisconsin  study 
that  found  half  of  adolescents  re- 
ferred for  prenatal  care  after  a posi- 
tive pregnancy  test  had  STDs  but 
had  not  been  examined  (17). 

Our  study  also  documents  that 
black  adolescents,  regardless  of 
pregnancy  status,  are  significantly 
more  likely  to  have  an  STD  clinic 
visit,  a finding  previously  document- 
ed for  gonorrhea.  In  1981,  gonor- 
rhea rates  among  black  adolescent 
women  were  10  times  greater  than 
those  among  white  adolescents;  by 
1989,  they  had  increased  to  a rate 
16  times  greater  (18). 

Race  itself,  however,  is  probably 
not  a risk  factor  for  acquisition  of 
an  STD.  A recent  analysis  of  gonor- 
rhea in  Seattle  suggests  that  race  and 
ethnicity  constitute  a “risk  marker” 
for  subgroups  within  racial  or  ethnic 
categories  whose  members  have 
multiple  sexual  partners,  delay  seek- 
ing care,  and  form  a core  group  of 
gonorrhea  transmitters  (19).  Given 
the  high  prevalence  of  STDs  in  this 
population  and  the  knowledge  of 
core  transmitters,  further  study  to 
identify  the  core  of  high-risk  adoles- 
cent women  would  be  worthwhile. 

Our  study  suggests  also  at  least 
one  way  to  reach  the  high-risk  adoles- 
cent women  — their  sexual  partners. 
One  study  in  Baltimore  has  found  re- 
ferral by  sexual  partners  is  a major 
reason  that  women  seek  care  in  an 
STD  clinic  (20).  Referral  by  sexual 
partners  was  the  second  most  com- 
mon reason  adolescent  women  were 
seen  at  the  Dallas  STD  clinic,  an  un- 
expected finding  in  our  study.  The 
Dallas  clinic  routinely  asks  STD  pa- 
tients to  refer  partners  for  treatment 
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but  does  not  make  a special  effort  to 
target  those  partners  who  are  adoles- 
cent women  over  any  other  group. 

Partner  referral,  formerly  called 
contact  tracing,  has  been  a compo- 
nent of  STD  control  programs  for 
syphilis  and  other  STDs  since  peni- 
cillin became  widely  available  50 
years  ago.  Although  several  studies 
have  suggested  partner  referral  is 
not  useful  among  persons  exchang- 
ing sex-for-drugs  in  crack  houses 
(21,22),  our  findings  suggest  that 
partner  referral  does  deserve  further 
evaluation  among  adolescent  wom- 
en as  a way  to  prevent  the  long-term 
consequences  of  STDs. 
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CANCER  UPDATE 


Physical  and  psychosocial  needs  of  cancer  patients 


Cancer  Update  is  presented  as  a service 
of  the  TMA  Committee  on  Cancer  in  co- 
operation with  the  Texas  Medicine  Edi- 
torial Committee.  Guest  editor  for  the 
series  is  Martin  N.  Raber,  MD,  deputy 
head  of  the  division  of  medicine,  M.D. 
Anderson  Cancer  Center,  Houston. 

A collaborative  multidisciplinary 
study  was  conducted  to  assess  both 
physical  and  psychosocial  needs  of 
117  adults  with  various  types  of 
cancers.  Although  these  patients 
functioned  adequately  in  many  areas 
of  their  lives,  they  reported  that  can- 
cer and  its  treatment  had  an  impact 
on  energy,  physical  and  recreational 
activities,  communication  with 
spouse,  sexual  and  emotional  func- 
tioning, occupational  matters,  and 
treatment-related  situations. 

Younger  patients  reported  more  psy- 
chosocial, sexual,  and  treatment-re- 
lated problems  than  did  older  pa- 
tients. Female  patients  reported 
more  chemotherapy-related  prob- 
lems than  did  male  patients.  Impli- 
cations for  clinicians  treating  cancer 
patients  were  discussed. 


Dr  Friedman,  Departments  of  Psychiatry  and 
Behavioral  Sciences  and  Community 
Medicine,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030;  Dr 
Lehane,  Departments  of  Pharmacology  and 
Medicine,  Baylor  College  of  Medicine,  Hous- 
ton, Tex;  Dr  Weinberg  and  Mr  Cooper,  Cen- 
ter for  Cancer  Control  Research,  Baylor  Col- 
lege of  Medicine  and  The  Methodist 
Hospital,  Houston,  Tex;  and  Dr  Mirabi,  De- 
partment of  Psychiatry  and  Behavioral  Sci- 
ences, Baylor  College  of  Medicine,  Houston, 
Tex.  Address  correspondence  to  Dr  Friedman. 
An  earlier  version  of  this  paper  was  presented 
at  Current  Concepts  in  Psycho-Oncology  IV, 
Memorial  Sloan-Kettering  Cancer  Center, 
New  York,  1991. 
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An  estimated  83  million 
Americans  now  living  will 
develop  cancer  during  their 
lifetimes,  including  more  than  5 mil- 
lion Texans  — 30%  of  those  now 
alive  (1,2).  Advances  in  the  detection 
and  treatment  of  cancer  and  im- 
proved survival  rates  have  stimulat- 
ed interest  in  the  psychological  as- 
pects of  cancer  and  cancer  therapy. 
More  than  ever  before,  physicians 
and  hospitals  are  considering  cancer 
patients’  quality  of  life  so  as  to  pro- 
vide them  with  the  best  care  possi- 
ble. This  is  especially  true  for  cancer 
programs  approved  by  the  American 
College  of  Surgeons  Commission  on 
Cancer.  Before  programs  to  meet  the 
needs  of  cancer  patients  can  be  de- 
signed, however,  the  specific  prob- 
lems affecting  patients’  quality  of  life 
must  be  assessed.  We  conducted  a 
collaborative  multidisciplinary  study 
to  assess  such  problems  in  the  Can- 
cer Program  at  The  Methodist  Hos- 
pital, a private  nonprofit  teaching 
hospital  in  Houston,  Texas. 

As  part  of  the  Cancer  Program’s 
mission  to  provide  comprehensive 
cancer  assessment  and  treatment,  we 
conducted  a survey  to  determine 
physical  and  psychosocial  needs  as 
they  affected  the  quality  of  life  of 
our  cancer  patients.  Quality  of  life  is 
generally  agreed  to  be  too  compli- 
cated to  be  measured  along  a single 
dimension  and  must  be  evaluated 
along  several  dimensions  simultane- 
ously (3,4).  At  the  very  least,  sepa- 
rate consideration  must  be  given  to 
dimensions  such  as  patients’  physi- 
cal, psychological,  and  social  func- 
tioning, as  well  as  their  disease-relat- 
ed and  treatment-related  symptoms. 
In  addition,  specific  dimensions  may 
be  especially  relevant  to  patients 
with  certain  kinds  of  cancers;  for  ex- 
ample, sexual  functioning  may  be  of 
particular  importance  to  patients 
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with  gynecological  or  genitourinary 
cancers  or  to  those  who  have  had 
disfiguring  surgical  procedures.  Can- 
cer patients  have  been  shown  to  ex- 
perience major  disruptions  in  their 
physical,  psychological,  occupation- 
al, social,  and  sexual  functioning  as 
well  as  difficulties  associated  with 
side-effects  of  cancer  treatment 
(5-8).  The  task  with  which  we  were 
confronted  was  to  assess  what  kinds 
of  difficulties  our  cancer  patients 
faced  and  how  severe  these  difficul- 
ties were.  Further,  we  examined  age 
and  gender  differences  in  patients’ 
physical  and  psychosocial  needs. 

METHOD 

Description  of  sample 
Our  sample  was  taken  from  132 
adult  cancer  patients  recruited  con- 
secutively from  the  Medical  Oncolo- 
gy, Radiation  Therapy,  and  Surgical 
Services  at  The  Methodist  Hospital, 
Houston,  Tex.  Of  this  number,  117 
agreed  to  participate  in  the  study,  an 
acceptance  rate  of  88.6%.  The  par- 
ticipants were  59  men  and  58  wom- 
en with  an  age  range  from  26  to  84 
years.  Most  (83%)  of  the  patients 
were  married,  8%  were  single,  7% 
were  widowed,  and  2%  were  di- 
vorced. Ninety-one  percent  had  at 
least  a high  school  education.  The 
ethnic  composition  of  the  sample 
was  96%  white,  3%  black,  and  1% 
Hispanic.  A comparison  between 
male  and  female  patients  showed 
that  the  men  were  older  (mean  age, 
60.3  years;  SD,  12.0)  than  the  wom- 
en (mean,  51.0  years;  SD,  14.0). 
More  men  (91%)  than  women 
(74%)  were  married,  and  more 
women  (12%)  than  men  (2%)  were 
widowed.  The  percentages  of  men 
and  women  who  had  attained  a high 
school  education  or  greater  were 
similar  (91%  and  89%,  respective- 
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Table  1.  Medical  characteristics  (n  = 117). 


Type  of  cancer 

Percent 

Breast 

27 

Prostate 

12 

Colorectal 

11 

Lung 

9 

Brain/central  nervous  system 

9 

Non-Hodgkin’s  lymphoma 

5 

Hodgkin’s  lymphoma 

3 

Melanoma 

3 

Other 

21 

Duration  since  diagnosis 

1 year  or  less 

80 

1 to  3 years 

7 

Greater  than  3 years 

13 

Treatment  status 

Newly  diagnosed 

(3  to  5 days  after  surgery) 

13 

Chemotherapy 

78 

Radiation 

20 

ly).  Medical  characteristics  of  the 
sample  are  shown  in  Table  1. 

Procedure  and  assessment 
Patients  were  contacted  either  while 
they  were  inpatients  or  at  the  time 
of  their  outpatient  appointments. 
Patients  who  agreed  to  participate 
signed  informed  consent  forms  and 
completed  the  Cancer  Rehabilitation 
Evaluation  System  (CARES)  (8),  a 
139-item  self-report  questionnaire 
consisting  of  a comprehensive  list  of 
physical  and  psychosocial  problems 
that  typically  confront  cancer  pa- 
tients. Patients  noted  on  a 5-point 
scale  (0  = “Not  at  all”  to  4 = “Very 
much”)  how  much  each  problem  ap- 
plied to  them  within  the  last  month. 
Six  summary  scales  and  33  subscales 
are  derived  from  the  responses.  The 
summary  scales  assess  problems  in 
six  broad  categories:  physical 
changes  and  disruption  of  daily  ac- 
tivities, interacting  and  communicat- 
ing with  the  medical  team,  the  mari- 
tal relationship,  psychosocial 
(psychological  and  communication) 
problems,  sexual  interest  and  perfor- 
mance, and  miscellaneous  problems 


with  compliance,  financial  matters, 
dating,  chemotherapy,  radiation,  os- 
tomies, and  prostheses.  Because  only 
1 1 patients  responded  to  the  ostomy 
and  prosthesis  subscales  and  14  pa- 
tients to  the  dating  subscale,  we  ex- 
cluded these  data  from  our  analyses. 
The  questionnaire  took  approxi- 
mately 15  to  20  minutes  to  com- 
plete. Adequate  reliability  and  valid- 
ity of  this  measure  have  been 
demonstrated  (8,9). 

RESULTS 

Correlational  analyses  were  per- 
formed to  assess  the  extent  to  which 
age  was  related  to  the  Physical, 
Medical  Interaction,  Marital,  Psy- 
chosocial, and  Sexual  categories  of 
patients’  needs  as  well  as  to  the 
Chemotherapy-Related  Problems 
and  Radiation-Related  Problems 
subscales.  The  Student’s  t-test  was 
used  to  determine  whether  gender 
differences  existed  on  these  same 
variables.  Pearson’s  product-mo- 
ment correlations  show  significant 
negative  relationships  between  age 
and  Psychosocial  ( r = -.29,  P = .001) 
and  Sexual  (r  = -.18,  P = .03)  needs, 
and  between  age  and  the 
Chemotherapy-Related  (r  = -.27,  P = 
.009)  and  Radiation-Related  (r  = 
-.43,  P = .004)  Problems  summary 
scales.  The  t-tests  revealed  that 
women  reported  more  problems 
with  chemotherapy  (t  [72)  = 2.94,  P 
= .004)  than  did  men.  The  distribu- 
tion of  reported  problems  on  the  30 
subscales  is  shown  in  Table  2. 

On  the  Physical  summary  scale, 
patients  indicated  that  their  difficul- 
ty with  ambulation  involved  princi- 
pally a reduction  in  energy  and 
difficulty  doing  physical  activities. 
Nineteen  percent  of  the  patients  rat- 
ed their  difficulties  working  as  clini- 
cally significant  and  severe. 


Patients’  responses  to  the  Medical 
Interaction  summary  scale  show  that 
44%  did  indicate  some  problems  on 
the  Difficulty  Communicating  with 
Medical  Team  subscale.  Patients  had 
difficulties,  although  not  necessarily 
severe,  expressing  their  feelings  to 
doctors  and  nurses  and  understand- 
ing what  doctors  told  them  about 
cancer  and  its  treatment. 

The  percent  distribution  of  re- 
ported problems  on  the  Marital 
summary  scale  shows  that  63%  of 
the  married  patients  reported  com- 
munication difficulties  with  their 
spouses.  The  specific  items  on  the 
Communication  with  Partner  sub- 
scale that  were  particularly  problem- 
atic for  patients  were  talking  with 
their  spouses  about  cancer  and  talk- 
ing about  what  would  happen  after 
they  died. 

On  the  Sexual  summary  scale, 
72%  reported  that  their  frequency 
of  sexual  activity  had  decreased. 
Fifty  percent  reported  problems  with 
feeling  sexually  attractive,  52%  with 
sexual  arousal,  and  51%  with  erec- 
tion/lubrication. 

On  the  Psychosocial  summary 
scale,  85%  of  the  patients  reported 
some  psychological  distress.  The 
problems  on  this  scale  were  not 
rated  as  severe,  however. 

On  the  Miscellaneous  summary 
scale,  examination  of  specific  items 
on  the  Chemotherapy-Related  Prob- 
lems subscale  reveals  that  patients 
reported  experiencing  nervousness 
when  getting  chemotherapy,  and 
nausea,  fatigue,  and  other  side-ef- 
fects, including  hair  loss  after 
chemotherapy.  Specific  items  in  the 
Radiation-Related  Problems  sub- 
scale show  that  68%  reported  fa- 
tigue after  radiation  and  19%  rated 
this  problem  as  severe. 
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Table  2.  Percent  distribution  of  problems  reported  by  1 17  cancer  patients  on  the  Cancer  Rehabil- 
itation Evaluation  System  (CARES)*. 


Problems 

Any,  %f 

Significant,  %$ 

Physical 

Ambulation 

89 

12 

Activities  of  daily  living 

6 1 

5 

Recreational  activities 

78 

10 

Weight  loss 

62 

4 

Difficulty  working 

60 

19 

Pain 

54 

2 

Clothing 

40 

5 

Medical  Interaction 

Problems  obtaining  information  from  medical  team 

24 

1 

Difficulty  communicating  with  medical  team 

44 

0 

Control  of  medical  team 

21 

4 

Marital  (n  = 100) 

Communication  with  partner 

63 

4 

Affection  with  partner 

28 

2 

Interaction  with  partner 

34 

0 

Overprotection  by  partner 

42 

0 

Neglect  of  care  of  partner 

30 

0 

Sexual 

Sexual  interest  (n  = 106) 

61 

6 

Sexual  dysfunction  (n  = 62) 

81 

19 

Psychosocial 

Body  image 

47 

4 

Psychological  distress 

85 

4 

Cognitive  problems 

68 

6 

Difficulty  communicating  with  friends/relatives 

60 

1 

Friends/relatives  difficulty  interacting 

54 

1 

Anxiety  in  medical  situations 

86 

6 

Worry 

79 

9 

Interaction  with  children  (n  = 96) 

42 

I 

At  work  concerns  (n  = 44) 

52 

2 

Miscellaneous 

Chemotherapy-related  problems  (n  = 74) 

81 

3 

Radiation-related  problems  (n  = 37) 

76 

3 

Compliance 

1 1 

0 

Economic  barriers 

67 

0 

*n  = 117,  unless  otherwise  specified. 

t“Any,  %”  refers  to  the  percentage  of  the  sample  who  reported  any  problems  (ratings  1 to  4). 
^“Significant,  %”  refers  to  the  percentage  of  the  sample  who  reported  significant  and  severe 
problems  (ratings  3 or  4). 


DISCUSSION 

Although  our  patients  were  func- 
tioning adequately  in  many  areas  of 
their  lives,  they  perceived  cancer  and 
its  treatment  as  having  an  impact  in 
such  areas  as  energy,  physical  and 
recreational  activities,  communica- 
tion with  spouse,  sexual  and  emo- 
tional functioning,  work-related 
matters,  and  treatment-related  situa- 
tions. The  fact  that  our  patients  ex- 
perienced problems  in  multiple  as- 
pects, or  domains,  of  functioning  is 


consistent  with  results  from  previous 
studies  of  cancer  patients  (5-7). 

That  younger  patients  reported 
more  psychosocial,  sexual,  and 
treatment-related  problems  also  is 
consistent  with  previous  research 
(9-11).  Several  factors  could  ac- 
count for  this.  Younger  patients  may 
experience  more  cancer-related 
problems  because  of  greater  occupa- 
tional, social,  and  domestic  de- 
mands. They  also  may  appraise  the 
potentially  life-threatening  quality  of 


their  illness  more  negatively  than  do 
older  patients. 

Female  patients  in  our  study  re- 
ported more  chemotherapy-related 
problems  than  did  male  patients. 
Whether  women  actually  experience 
more  chemotherapy-related  difficul- 
ties than  men  or,  instead,  are  more 
likely  to  report  such  symptoms  is 
unclear.  Studies  of  gender  differences 
in  coping  with  stressful  situations 
have  shown  contradictory  results. 
Some  studies  have  found  that  men 
generally  use  more  adaptive  coping 
strategies  than  women  (12,13).  In 
contrast,  Friedman  et  al  (14)  did  not 
find  such  a difference  in  a heteroge- 
nous sample  of  cancer  patients.  Nev- 
ertheless, since  both  women  and 
younger  persons  may  be  at  increased 
risk  for  psychological  difficulties  as 
cancer  patients,  programs  should  be 
designed  to  meet  their  special  needs; 
for  example,  focusing  educational 
efforts  and  therapy  groups  on  topics 
such  as  problems  with  sexuality,  oc- 
cupational functioning,  and  gender- 
related  concerns  should  be  helpful. 

Findings  from  our  survey  also 
have  important  implications  for  clin- 
icians treating  cancer  patients.  If 
some  patients  do  have  difficulty  ex- 
pressing their  feelings  to  the  medical 
team,  as  our  survey  indicated,  they 
may  be  reluctant  to  reveal  problems 
related  to  psychosocial  functioning 
spontaneously.  Physicians  need  to 
take  an  especially  active  role  in  solic- 
iting such  information  from  these 
patients.  For  example,  86%  of  our 
patients  reported  experiencing  anxi- 
ety in  medical  situations.  Specifically, 
they  reported  experiencing  anxiety 
when  going  to  the  hospital,  waiting 
to  see  the  doctor,  undergoing  diag- 
nostic tests,  and  waiting  to  learn  the 
results  of  these  tests.  The  anxiety  ex- 
perienced in  these  situations  may  be 
either  entirely  or  partially  avoidable. 
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Physicians  and  other  health  profes- 
sionals who  are  aware  of  the  emo- 
tional impact  of  certain  situations 
can  make  these  aspects  of  patient 
care  less  anxiety-provoking  by  keep- 
ing waiting  time  to  a minimum  or  by 
giving  patients  test  results  as  soon  as 
possible.  Possible  consequences  of 
unavoidable  anxiety,  such  as  reduced 
attention  or  memory,  also  can  be 
taken  into  consideration  by  provid- 
ing clear  and  possibly  written  in- 
structions about  diagnostic  and 
treatment  procedures.  Also  for  anxi- 
ety that  is  unavoidable,  counseling 
and  behavioral  treatments  such  as 
biofeedback,  relaxation,  hypnosis, 
and  even  meditation  may  prove  help- 
ful; anxiolytic  medication  might  be 
considered  for  anxiety  sufficiently  se- 
vere to  warrant  it. 

A note  of  caution  needs  to  be 
made  about  generalizing  from  our 
results.  Minority  patients  were  un- 
derrepresented in  our  study  as  were 
patients  who  had  dealt  with  cancer 
for  more  than  1 year.  Our  findings 
and  suggestions  might  be  most  ap- 
plicable to  white  patients  who  are  in 
their  first  year  after  diagnosis. 

Finally,  although  measures  of 
quality  of  life  typically  are  being  in- 
cluded in  current  clinical  trials,  we 
suggest  that  physicians  incorporate 
these  measures  in  clinical  practice  as 
well.  Busy  outpatient  and  inpatient 
settings  are  not  usually  conducive  to 
expressing  feelings  or  talking  about 
problems.  A routine  psychosocial 
screening  of  all  patients  on  a period- 
ic basis  would  serve  as  an  opportu- 
nity for  patients  to  express  their 
needs  and  concerns  and,  also,  would 
serve  as  a guide  for  subsequent  psy- 
chosocial treatment  of  patients  who 
identify  specific  areas  as  being  par- 
ticularly problematic  or  stressful  to 
them.  Physicians,  while  they  should 
be  aware  of  and  sensitive  to  cancer 


patients’  psychosocial  needs,  may 
not  be  the  most  cost-effective 
providers  of  such  treatment,  howev- 
er. This  issue  underscores  the  impor- 
tance of  a multidisciplinary  team  ap- 
proach to  care  of  the  cancer  patient. 
Psychologists,  social  workers,  and 
nurses,  at  the  request  of  physicians, 
can  provide  counseling  or  behav- 
ioral treatment  if  they  have  been 
trained  in  these  techniques.  For 
some  cancer  patients,  referral  to 
cancer  support  groups,  if  they  are 
available,  is  extremely  therapeutic. 
Nevertheless,  the  importance  of  the 
primary  care  physician  as  a source 
of  support  for  cancer  patients  and 
their  families  should  not  be  over- 
looked or  underestimated. 
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INFORMATION  FOR  AUTHORS 


Texas  Medicine  has  two  purposes:  As  a newsmagazine  for  physicians, 
it  informs  readers  about  public  health  issues,  legislation,  medical  eco- 
nomics, legal  topics,  science,  medical  education,  news  of  the  Texas 
Medical  Association,  and  general  news  of  the  medical  profession  in 
Texas.  In  its  Journal  Section,  Texas  Medicine  publishes  peer-reviewed, 
clinically  useful  scientific  articles  and  other  technical  information. 

Material  for  the  Journal  Section  of  Texas  Medicine  may  be  sent  to 
the  Executive  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX 
78701.  It  must  be  offered  solely  to  this  journal.  Texas  Medicine  seeks 
high  quality  educational  articles,  written  to  appeal  to  a broad  range  of 
Texas  physicians.  When  possible,  authors  are  encouraged  to  consider 
submitting  “brief  report”  format  articles  of  from  1,200  to  1,500 
words.  Articles  are  screened  for  appropriateness  for  Texas  Medicine. 
Those  selected  for  peer-review  are  reviewed  by  consultant  specialists 
and  an  Editorial  Committee,  and  accepted  or  rejected  on  the  basis  of 
individual  merit,  appropriateness,  and  the  availability  of  other  materi- 
al. Reviews  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  accept- 
ed for  publication. 

COPYRIGHT  ASSIGNMENT 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  ac- 
tion in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by 
all  authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article 
in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but 
not  necessarily  — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify 
content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Inter- 
national (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals  of 
Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Associ- 
ation Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  au- 
thors, editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and 
expanded.  Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  which  are  applicable 
to  scientific  as  well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  au- 
thors for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  Section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer- 
reviewed  articles  automatically  receive  order  blanks  when  their  articles 
are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language. 
Length  should  be  about  two  or  three  pages  typed  with  double  spacing. 
Commentary  will  be  published  in  the  appropriate  section  at  the  discre- 
tion of  the  executive  editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  executive  editor  and 
editorial  advisors.  Length  should  be  fewer  than  400  words.  A few  ref- 
erences, preferably  less  than  five,  may  be  included.  All  letters  are  sub- 
ject to  editing  and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Associa- 
tion, 401  W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  in- 
formation is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Writ- 
ten permission  from  the  managing  editor  must  be  obtained  before  repro- 
ducing, in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the  prod- 
uct or  service  involved. 
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OPPORTUNITIES 
AVA I L ABLE 

Cardiology 

Cardiologist  wanted  to  join  busy  BC  solo  practice  in  inva- 
sive and  non-invasive  cardiology.  Immediate  opening. 
Reply  — K.  Wong,  MD,  10201  Gateway  West.  Suite 
230,  El  Paso.  TX  79925. 


Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

ARLINGTON:  MEDICAL  DIRECTOR  — Outstanding  opportu 
nity  for  experienced  E.D.  physician  who  is  BC/BP  in 
Emergency  Medicine.  This  level  II  hospital  has  22,000 
annual  visits  with  double  coverage  and  fast  track.  Very 
stable  16  year  contract  with  hospital  provides  for  maxi- 
mum job  security.  Minimum  hourly  guarantee  plus  a 
percentage  of  collections,  and  we  provide  professional 
liability  insurance  with  limits  of  $1M/$3M.  Please  send 
C.V.  to  Teri  Medlar,  Sterling  Healthcare.  Inc.,  8700 
Crownhill,  Suite  600,  San  Antonio,  TX  78209,  or  call 
1-800-999-3728  or  210-822-9811. 


Emergency  Medicine 


Texas,  Borger:  99-bed  hospital  with  7,400 
ED  visits  located  just  north  of  Amarillo  has 
moonlighting  opportunities.  Family  oriented 
community  wherehealthcare  is  a priority. 

Texas,  Dalhart:  26-bed  facility  located  at  the 
top  of  the  Panhandle  has  2,000  ED  visits  per 
year.  12-hour  weeknights  and  60-hour  week- 
ends available  Low  acuity. 

Texas,  Vernon:  Practices  with  competitive 
rates  are  available  at  this  low  volume  98-bed 
hospital,  minutes  from  the  Oklahoma  border 
Excellent  back-up 

Texas,  Perryton:  This  low  volume  ED  near 
the  Oklahoma  border  is  perfect  for  those  with 
extra  time  who  want  some  extra  income. 

Texas,  Gilmer:  Modern  facility  with  7,100 
ED  visits  per  year  is  seeking  a physician  to 
start  in  July.  New  management  is  working 
hard  to  maintain  excellent  care.  Superior 
back-up.  Remuneration  from  $110,800 

Texas,  Carthage:  Medical  Directorship 
available  at  this  45-bed  facility  with  all  new, 
state-of-the-art  ED  and  an  annual  volume  of 
9,000.  Tree-lined  roads  lead  to  this  peaceful 
community.  Remuneration  from  $1 12,800 

Please  contact  Cheryl  Grimm  at 
Coastal  Emergency  Services  of  Dallas,  PA 
3010  LBJ  Freeway,  Suite  500 
Lock  Box  43 
Dallas,  TX  75234-2709 


1-800-746-6402 
FAX  (214)  484-4396 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 


8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1 130 
(210)  822-9811  800-999-3728 

Fax  (210)  822-1885 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


EMERGENCY 
MEDICINE 

• Houston-  Dallas  • Hill  Country 
* Gulf  Coast  Area 

Qualified  candidates  receive: 

• Malpractice  insurance 
procurement  assistance 

• Competitive  remuneration 

• Flexible  scheduling 

Coastal  Emergency  Services,  PA 
3010  LBJ  Freeway,  Suite  500 
Lock  Box  #43 
Dallas,  TX  75234-2709 

1-800-745-5402 
FAX  (214)-484-4395 


RIO  GRANDE  VALLEY:  MEDICAL  DIRECTOR,  FULL  TIME  POSI 
TIONS,  Immediate  opportunity  for  experienced  emer- 
gency physicians  who  are  BC  Primary  Care  or  BC/BE 
Emergency  Medicine.  This  180  bed,  Level  II  facility  has 
a volume  of  20,000  with  double-coverage.  Have  suc- 
cessful 10  year  contract  with  hospital.  Hourly  guarantee 
along  with  professional  liability  coverage  of  $1M/$3M. 
Pleasant  place  to  live  with  its  warm  climate  and  popular 
South  Padre  Island  nearby.  Please  send  C.V.  to  Mike 
Bragg,  Sterling  Healthcare,  Inc.,  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209  or  call  1-800-999-3728. 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

August  1 993  

June  30  1993 

September  1 993  

July  30,1993 

October  1993 

August  31, 1993 

November  1993 

September  30, 1993 

December  1993 

October  29,1993 

Colorado  Springs,  Colorado 

Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part-time 
BC/BE  MED's  to  come  enjoy  the  good  life.  Four 
days  per  week  - NO  NIGHTS/HOSPITAL. 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan.  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr.,  Colorado  Springs,  CO  80918  or  call 

V Susie  Pearce 

719/527-2959,  or  719/594-0046.  M 


Family/General  Practice 

Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibilities 
optional.  $100,000+  per  year  including  salary  and  bene- 
fits, Please  send  CV  to  Gregg  Barfield,  PO  Box  10801, 
College  Station,  TX  77842,  or  call  409-696-6388. 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc,  a feder- 
ally fended  community  health  center,  located  at  310 
W.  Oaldawn,  Pleasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  2 1 0-569-2527. 


Grapevine  area  — Take  over  successful  solo  family  prac- 
tice. 95%  private  pay.  The  right  BC/BE  family  practition- 
er can  take  over  this  successful  practice  simply  by  leas- 
ing the  clinic  building.  Call:  (817)  498-1351. 

Lucrative  practice  opportunity  — offers  $30,000  signing 
bonus  & two  year  net  income  guarantee.  Enjoy  small 
town  lifestyle  just  one  hour  from  the  Dallas/Fort  Worth 
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metroplex.  For  details,  contact  Chuck  Negas  at  800- 
374-4425.  Or  fax  C.V.  to  404-390-3804.  Physician 
Sourcing  & Search,  1100  Ashwood  Parkway,  Suite  200, 
Atlanta.  GA  30338. 

Physician  with  Texas  license  needed  to  practice  general 
medicine  at  Student  Health  Center.  Twoll-three  years 
practice  experience.  Forty-hour  week,  Monday!  I-Friday. 
Minimal  call  duty.  Fringe  benefits.  Contact  Sheila  Mey- 
er, Director,  University  of  North  Texas  Health  Center, 
P.0.  Box  5158,  Denton,  TX  76203,  817-565-2786. 
Equal  Opportunity/Affirmative  Action  Employer. 


Sunbelt  Metroplex  Family  Practice:  $120,000  Salary  plus 
production  bonus  and  exceptional  benefits  (security). 
Take  over  existing  practice  with  1:5  call. 
Recreational/resort  metroplex  suburb,  plenty  of  fishing, 
skiing,  shopping  and  spectacular  golf  — Year-Round  no 
less!  Need  and  income  potential  high:  Impending  physi 
cian  vacancy  plus  group  turning  away  100  patients/wk. 
Have  a friend?  We'll  take  two.  No  state  income  tax  — 
Sun  and  fun.  Fax  C.V.  confidentially  to  Sunbelt  Opportu 
nities,  Attn:  David  M.  Reeves,  at  214-518-2676  or  call 
me  at  800-677-7987  Ext.  3-156.  Personally,  I live  in 
this  community. 


THE  DEPARTMENT  OF  FAMILY  PRACTICE  AND 
COMMUNITY  MEDICINE  AT  THE  UNIVERSITY  OF  TEXAS 
MEDICAL  SCHOOL  AT  HOUSTON, 

a dynamic,  diverse  and  growing  department  needs  several  family  board  certified  or 
board  eligible  physicians  for  faculty  positions. 

Two  openings  involve  a broad  range  of  family  medicine  activities,  with  the  focus 
on  teaching  and  clinical  care.  Obstetrics  is  required.  Desire  for  involvement  in 
medical  student  teaching  and  research  is  welcomed.  The  residency  program  is  in  its 
third  year  of  operation  and  will  grow  to  a 14-14-14  complement.  A satellite  residency 
center  is  located  in  a well-established  community  health  clinic. 

We  have  another  opening  which  will  involve  clinical,  scholarly,  and  teaching 
responsibilities.  There  will  be  a focus  on  predoctoral  activities  and  predoctoral 
involvement  in  the  medical  school  curriculum. 

A full-time,  senior  faculty  member  at  the  Assistant  or  Associate  Professor  level  is 
also  being  sought.  This  individual  would  coordinate  curricular  aspects  of  the 
department  in  the  school.  This  would  include  all  four  years  of  student  involvement, 
entailing  incorporation  of  problem-based  learning  and  standardized  patient  concepts. 
The  individual  would  participate  in  clinical  and  administrative  activities.  Tenure 
track  desire  preferred. 

All  salaries  are  very  competitive.  Be  part  of  an  exciting  family  practice  endeavor. 
For  inquiries,  contact:  Roland  A.  Goertz,  M.D.,  Chair 

Department  of  Family  Practice  and  Community  Medicine 
P.O.  Box  20708,  Houston,  Texas  77225  or  call  (713)  792-5862. 

The  University  of  Texas  is  an  equal  opportunity  employer. 

Women  and  minorities  are  encouraged  to  apply. 


STAFF  PHYSICIAN, 

UNIVERSITY  OF  OKLAHOMA 
GODDARD  HEALTH  CENTER,  NORMAN,  OK 

Oklahoma  University  Student  Health  Center  is  recruit- 
ing a Board  Certified  Pediatrician,  Board  Certified  Family 
Practitioner  and/or  Internist.  40  hour  week  Modern 
facility  serves  20,999  students,  faculty,  staff 
Competitive  salary,  excellent  benefits,  paid  malpractice 
insurance,  retirement  Send  C V to  Robert  F. 
Redmond,  M D , Goddard  Health  Center.  620  Elm, 
Norman,  Oklahoma  73069  (405)  325-461 1 
An  equal  opportunity  employer 


FAMILY  PRACTITIONER  NEEDED 

Medical  Group  is  searching  for  an  M.D.,  Family 
Practitioner  to  help  direct  Family  and  Urgent  Care  practice 
in  Corpus  Christi,  TX.  Send  C.V.  to: 

Medical  Specialists  Group 
5262  S.  Staples,  Suite  200 
Corpus  Chnsti,  TX  78411 
Attn:  Medical  Director 


AUSTIN  — The  perfect  opportunity  for  a BE/BC  Family 
Practitioner.  Very  competitive  salary  and  benefits  pack 
age.  Name  your  schedule,  inpatient  & call  only  if  you 
desire.  Available  Summer  1993.  Call  Liz  Ann  (collect) 
512-892-4820  work  or  512-261-3330  home. 


Hospital-Run  Family  Practice  Needs  Physician! 

Call  1:6,  $100K  plus  net  income,  41/2  year 
new  hospital  with  24  hour  ER  physicians. 
This  community  has:  resort  lakes  (3), 
schools  in  top  10%,  clean  industry..  . boom- 
ing. No  state  income  tax,  Azalea  Festival, 
Autumn  Festival,  yes,  it's  pretty!  I know, 

I’ve  placed  three  physicians  in  this  commu- 
nity. If  you're  sick  of  specialty  politics  - it 
doesn’t  exist  here!  Contact  me  confidential- 
ly by  fax  at  Harris  Kovacs  & Alderman,  Attn: 
David  M.  Reeves,  214-518-  2676  or  phone 
at  800-677-7987  Ext  2-225. 


Exceptional  Family  Practice  Opportunities 


Excellent  financial  opportunity  exists  in 
Nacogdoches,  Texas  to  open  a solo  practice 
or  join  an  existing  busy  practice.  A commu- 
nity of  over  30,000  with  a medical  service 
area  In  excess  of  80,000. 
t Excellent  net  Income  guarantee  to  assist 
physician  with  start  up. 

I Opportunity  to  practice  full  range  of  family 
practice  skills  with  all  necessary  special- 
ists available  for  assistance. 

> Active  community  with  Stephen  F.  Austin 
State  University  as  a focal  point. 

I Diversified  economy  enables  the  commu- 
nity to  be  stable  and  economically  sound. 

I Exceptional  environment  to  raise  a family 
and  enjoy  the  out  doors. 

IJ Interested  please  contact  Kenneth  E.  Worley, 
FACHE.  Associate  Administrator  at 

(409)568-8582 


NACOGDOCHES 

MEMORIAL  HOSPITAL 

YOUR  HOSPITAL  FOR  LIFT 


Crockett:  Group  of  4 BC  FP's  looking  for  a BC/BE  FP  in- 
terested in  a complete  practice  including  obstetrics.  Lo- 
cated midway  between  Dallas  and  Houston  in  beautiful 
East  Texas.  Please  inquire  at  409/544  2157. 


Multi-specialty  clinic  recruiting  a full-time 
family  practice  physician.  Built-in 
clientele.  Office  space,  equipment  and 
supplies  furnished.  Salary  negotiable; 
malpractice  insurance  furnished.  Hours 
8:30-5:00  P M Monday  through  Friday 
with  Holidays. 

Contact  Doris  Sherron,  Administrator 
Baytown  Medical  Benefit  Association 
1105  Decker  Drive 
Baytown,  Texas  77520 

(713)  428-2535  


Family  Practice  with  Obstetrics/Southwest 
Texas-Three  practice  options:  (1)  Solo  with 
coverage;  (2)  Employee  of  rural  health  clinic, 
and  (3)  Associate  with  existing  physician.  0B 
coverage  with  three  other  physicians,  including 
C-sections  performed  by  General  Surgeon. 
Hospital  averages  20-25  deliveries  per  month. 
Several  office  space  choices  available.  All 
existing  physicians  have  full  practices  and  are 
very  supportive  of  recruitment.  Guaranteed  first 
year  earning  of  $200,000,  but  more  important- 
ly, the  potential  exists  to  maintain  level  of 
income.  Desirable  payor  mix.  Enjoy  the  warmth 
of  the  Sunbelt,  living  in  this  Southwest  Texas 
community.  Great  place  to  raise  a family. 

Good  people!  I met  several  professional  peo- 
ple who  left  the  area  and  came  back  because 
of  the  quality  of  life  this  area  has  to  offer.  Big 
Bend  National  Park  within  driving  distance 
Call  Chris  Mileger  at  800-677-7987  ext  3149, 
or  fax  C.V.  to  214-518-2676.  All  responses 
taken  confidentially. 
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Family  Practice/Norlheast  Texas  - Practice 
with  a five  physician  group, practicing  in  an  urban 
setting  with  excellent  sub-specialty  support.High 
priority  on  the  quality  of  health  care  being  deliv- 
ered,coupled  with  a very  steady  patient 
volume.Call  coverage  second  to  none.No  obstet- 
rics responsibilities. Guaranteed  first  year  earnings 
between  $100,000-$120,000  based  on  experi- 
ence,plus  a production  bonus  and  benefits.A  new 
office  complete  with  patients, equipment, and  sup- 
port staff  is  in  place.  Low  overhead  and  desirable 
payor  mix.  Enjoy  the  warmth  of  the  sunbelt, living 
in  this  Northeast  Texas  city  of  1.3  million 
people.Historical, cultural  and  recreational  ameni- 
ties on  par  with  any  metropolitan  area.Numerous 
lakes  30  minutes  or  less  away, offer  fine  water 
sport  adivities.Country  club,  acreage  and 
restored  historical  housing  all  available.Call  Chris 
Mileger  at  800-677-7987  ext  3157  or  fax  C V.  to 
214-518-2676.AII  responses  taken  confidentially. 


TEXAS  --  Modem  minor  emergency/ambulatory 
care  centers  seeking  well-rounded  practitioner 
for  expansion  in  Central  and  Northeast  Texas. 
Generous  modified  fee-for-service  income  package 
with  superior  professional  liability  insurance 
included.  Must  have  good  experience  in  family 
medicine.  Industrial  medicine  experience  helpful. 
Send  CV  or  call  Keith  D.  Williams,  M.D., 

3305  North  Third,  Ste  304,  Abilene,  TX  79603, 

(915)  676-3023.  


$200,000  GUARANTEED! 


$200,000  guaranteed  income  with  expenses  paid. 
Call  1:5  - no  management  hassles  while  practicing 
traditional  family  medicine  with  some  OB.  The 
hospital  is  finishing  a $1.4  million  renovation  and 
is  in  beautiful  condition.  Enjoy  a crime-free  com- 
munity; four  seasons;  a country  club  with  golf, 
tennis  and  swimming;  and  very  affordable  hous- 
ing. If  interested,  fax  your  C.V.  to  David 
Townsend  at  (214)  518-2676  or  call  me  at: 

800-677-7987  Ext.  3-048 

Your  call  will  be  kepi  confidential. 

Internal  Medicine 


INTERNIST,  M.D. 

SAN  ANTONIO  STATE  CHEST  HOSPITAUTDH 


INTERNIST,  M.D.,  Board  Certified,  Licensed  to 
practice  medicine  in  Texas.  SASCH  is  a 150- 
bed  hospital  which  offers  a broad  spectrum  of 
patients  dramatically  different  from  that  found  in 
private  practice  and  offering  a challenge  of  sig- 
nificant dimension.  An  interest  in  research  and 
management  of  clinical  data  is  preferred.  We 
offer  a regular  work  schedule,  limited  call  and  a 
liberal  benefits  package. 

For  additional  information,  contact  Lawrence  S. 
Higgins,  M.D.,  FACP  or  Louis  L.  Hinojosa,  Jr.,  Dir.  H R. 

210/534-8857x255 
EEO/ADA  Employer 


DALLAS,  TEXAS,  INTERNAL  MEDICINE  — Opportunity  for 
BC/BE  General  Internist  to  join  Dallas  Internal  Medicine 
Associates,  P.A.  New  offices  are  located  on  the  cam- 
pus of  Methodist  Medical  Center,  a tertiary  care  teach- 
ing hospital  with  IM  residency  program.  Offer  includes 
very  competitive  salary,  attractive  benefits,  liberal  vaca- 
tion and  educational  leave.  Call  Kurt  Schussler  at  1- 
800-727-6131  for  more  information. 


Fort  Worth , Texas 

BE/BC  Internist -American  Trained  - Stable  10 
MD  Group  - Adding  7th  Internist  -Downtown  lo- 
cation - Salary  + Bonus  + Paid  Expenses  - Fee  for 
service  practice  - Mail  CV:  Administrator,  The 
Fort  Worth  Clinic,  1221  West  Lancaster  Av- 
enue, Fort  Worth,  TX  76102 


Locum  Tenens 

Locum  Tenens  Work  Wanted.  Certified  Anatomic  and  Clini- 
cal Pathology.  Experienced.  Price  negotiable  (5  day  min- 
imum). Leave  message  at  1-800-383-3320  or  1-800- 
373-2432. 


LOCUM  TENENS 

Attractive 

locations  fif  opportunities 

in 

• family  practice  • radiology 
• other  primary  care  specialties 

[B^ariety  and  choice 

[B^>ersonal  service 

[B^ompetitive  income 

IB^>aid  malpractice 

also 

Permanent  Placements 
For  information,  call 
1-800-531-1122 

Intrim 

Physicians.. 

"In  Texas  since  1982” 


PHYSICIANS 

Gl/ffe  have  the  locum  tenens  physicians 
you  need  when  you  need  them. 

Qifh  en  you  need  assistance  with 
temporary  physicians  staffing  while  you 
recruit  or  to  cover  weekends,  vacations, 
illness  or  CME,  call  Physicians 
Unlimited.  We  have  a staff  of  thoroughly 
credentialed  radiologists  and  family 
practitioners  with  the  qualifications  you 
need  to  keep  your  practice  open  and 
operating  smoothly. 


hysicians  Unlimited  is  based'  in 
Houston  and  focused  on  fulfilling  the 
need  for  temporary  physician  staffing 
throughout  Texas. 


or  more  information  on  how  we  can 
help  with  your  staffing  needs  call  Chuck 
Crandell  at  1.800.227.0316,  ext.  9018. 


All 

of  us 

HAVE  THE 
ABILITY 
TO  MAKE  A 
DIFFERENCE. 


u® 
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More  Outstanding  Opportunities 


Practice  with  a top-notch  group  and  enjoy  a life  style 
in  a city  offering  an  abundance  of  outstanding 
amenities.  Call  for  more  specific  details. 

Contact:  Jim  Truitt. 


NEUROSURGERY 


CARDIOLOGY 


I NORTH  CENTRAL  TEXAS 
I BE/BC  invasive  cardiologist  needed  for  associate 
i practice  in  north  central  Texas  community  of 
I approximately  21,000  (serving  referral  area  of 
206,000).  Regional  medical  center;  modern  hospital 
with  cath  lab:  cardiovascular  surgery  back  up.  Area 
renown  for  recreational  facilities.  Easy  access  to 
Dallas/Fort  Worth  metropolitan  area. 

Contact:  Vicki  Truitt. 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical 
building  designed  to  accommodate  two 
dermatologists.  Current  physician  plans  early 
retirement  and  offers  practice  for  sale.  Building 
available  for  sale  or  lease. 

Contact:  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


FORT  WORTH 

Physician  needed  to  deliver  basic  primary  care  in 
last  track"  unit  of  busy  emergency  department.  The 
regular  hours  of  this  position  will  allow  you  to  enjoy  a 
nice  lifestyle  in  a city  with  tremendous  amenities. 
Also  need  physicians  for  traditional  ER  (12  or  13  12- 
hour  shift  equivalents  per  month).  Both  positions  offer 
base  salary  plus  great  benefits  package!  Call  us  for 
details.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 
Popular  location,  recreational  paradise!  Need  two 
more  FPs  to  offer  full  range  of  family  medicine  in  town 
of  21,000;  easy  access  to  Dallas/Fort  Worth.  OB 
optional.  Ultra-modern,  200-bed  hospital.  Excellent 
referral  base  and  backup.  Generous  incentive 
package.  This  opportunity  has  it  all! 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 
Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great 
life  style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous 
incentive  package  from  community  hospital  to 
qualified  doctor.  Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 


opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth,  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 

EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing 
and  coverage  is  available  from  other  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca;  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Barry  Strittmatter. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  additional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundant  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more. 

Contact:  Jim  Truitt. 

SOUTH  CENTRAL  TEXAS 
Within  one  hour  of  San  Antonio  - South  Central 
Texas  hospital  seeks  additional  BE/BC  family 
practitioner  for  service  area  of  20,000.  OB  is 
available,  but  not  required.  Hunting  and  fishing 
(fresh  and  salt  water)  and  other  recreational  activities 
abound.  Generous  incentive  package  to  qualified 
candidate.  Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in 
El  Paso  (population  approximately  500,000),  wishes 
to  retire.  He  and  the  hospital  with  whom  he  is 
associated  seek  a board  certified  (or  board  eligible 
pursuing  certification)  family  physician  to  join  him  and 
begin  to  assume  his  large  practice.  Competitive 
benefit  package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 
Popular  location,  great  lifestyle.  Three  busy 
internists  seek  fourth  to  join  practice.  Excellent 
hospital  facilities  and  equipment.  Outstanding 
referral  base  and  backup.  Community  of  21 ,000  with 
easy  access  to  Dallas/Fort  Worth.  Recreational 
opportunities  abound  - and  the  coverage  will  allow 
you  time  to  enjoy  it!  Generous  incentive  package. 
Contact:  Vicki  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunity  available. 
Work  with  specialized  health  care  team  (including 
two  other  full  time  physicians  and  a host  of  other 
professionals)  in  new,  fully-equipped  comprehensive 
medical  unit.  High  incidence  of  diabetes  and 
hypertension.  Regular  hours,  limited  call;  excellent 
income  and  benefits.  Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  medical  and  four  radiation 
oncologists  seek  fifth  medical  oncologist  for  group 
practice.  Salary,  plus  bonus  and  excellent  benefits. 


PI  ease  call  for  additional  listings. 


NORTH  CENTRAL  TEXAS 
Recently  trained  neurological  surgeon  seeks  associate 
for  regional  neurosurgical  group.  Well-established  and 
growing  practice  in  attractive  north  central  Texas 
location.  Easily  accessible  to  D/FW  Metroplex. 
Modern  hospital  facilities.  Good  income/benefits. 
Many  desirable  features.  Call  for  details. 

Contact:  Barry  Strittmatter. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  1994 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  four  other  OB/GYNs).  Construction  of  New 
Women's  Center  underway.  Progressive,  family 
oriented  community  with  strong,  diversified  economy; 
excellent  schools.  Many  social  and  recreational 
opportunities.  Comprehensive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 
BE/BC  OB/GYN  needed  for  associate  practice  in 
north  central  Texas  community  of  approximately 
21,000  (serving  referral  area  of  206,000).  Regional 
medical  center  with  ultra-modern  OB  facilities  and 
equipment.  Good  neonatal  support.  Area  renown  for 
recreational  facilities.  Easy  access  to  Dallas/Fort 
Worth  metropolitan  area.  Contact:  Vicki  Truitt. 


OTOLARYNGOLOGY 


NORTH  CENTRAL  TEXAS 
Regional  medical  center  in  community  of 
approximately  21,000  (serving  referral  area  of 
206,000)  seeks  BC  otolaryngologist.  Associate  or 
solo  practice  possibilities.  Ultra-modern  hospital 
facilities.  Area  renown  for  recreational  facilities;  easy 
access  to  D/FW  Metroplex.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 


"I’m  practicing  medicine  the  way 
I think  it  should  be  practiced, 
sans  the  paperwork  and 
administrative  overload. 

Owen  Brodie,  MI),  joined 
CompHealth’s  locum  tenens 
medical  staff  in  1989,  after  21 
years  in  private  practice. 

Since  then  he’s  worked  in 
temporary  assignments  in 
state  facilities,  filled  in  for 
attending  physicians,  covered 
tor  private  practitioners 
across  the  country. 

A pilot.  A historian.  A 
board-certified  psychiatrist. 
Southern  to  a fault. 

Owen  Brodie  knows. . . 


It  s a great  way  to 
practice  medicine 

CompHealfh 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Pediatrics 

Amarillo,  Texas  — The  Pediatric  Department  of  the  Texas 
Tech  University  Health  Sciences  Center  — Amarillo  is 
seeking  a general  academic  pediatrician,  as  well  as 
subspecialists  in  pediatric  hematology/oncology,  cardi- 
ology, neurology  and  nephrology.  Responsibilities  in- 
clude teaching,  patient  care  and  clinical  research.  Send 
inquiries  with  CV  to:  Marita  A,  Sheehan,  MD,  Chairper- 
son, Department  of  Pediatrics,  Texas  Tech  University 
Health  Sciences  Center.  1400  Wallace  Blvd.,  Amarillo, 
TX  79106,  or  call  (806)  354-5432.  (Equal  Opportuni- 
ty/Affirmative Action  employer). 

Radiology 

RADIOLOGIST  — Olin  E,  Teague  Veterans'  Center,  Tem- 
ple, Texas,  is  a 1038  bed  primary  and  secondary  care 
hospital  seeking  BC/BE  Diagnostic  Radiologist.  Sub- 
specialty interest  and  skill  in  interventional  radiology 
desirable.  Department  is  equipped  with  CAT  Scanner 
and  DSA  suite.  Temple  has  mild  winters  and  warm  sum- 
mers, is  located  in  Texas.  Excellent  VA  benefit  package 
and  salary.  Please  send  CV  or  direct  inquiries  to  Ra- 
jnikant  S.  Shah,  M.D.,  Acting  Chief,  Radiology  Service, 
Temple,  TX  76504.  (817)  778-4811,  extension  4175. 


Physic  (an  s Un  limited 


Physicians  Unlimited  is  offering  unique  opportuni- 
ties for  Texas  licensed  radiologists.  Are  you  inter- 
ested in  a little  travel  and  a lot  of  flexibility? 
Would  you  enjoy  more  control  over  your  schedule 
while  earning  the  most  generous  compensation  of- 
fered to  locum  tenens  radiologists?  If  so,  it  is  time 
to  consider  Physicians  Unlimited.  You  will  earn 
what  you  deserve,  and  your  malpractice  insurance, 
housing,  and  travel  expenses  will  be  paid  as  well. 

Call  Ann  Christante  at  (800)  227-0316,  ext  9045. 


NetDA. 

Seco»it>  opinion? 


IjM  7 y -V 

IfW'jM > 


it/.'Cfidp’-fj  <v 


its  TiVac  For  R£R 

800523-9955 

RADIOLOGY 


Locum  Tenens  • Permanent  Recruitment  Specialist 


Other  Opportunities 


Physicians  for  Nationwide  Travel  — Health  research  orga- 
nization  seeks  physician  for  National  Health  & Nutrition 
Examination  Survey  sponsored  by  the  US  Public  Health 
Service.  Individual  will  be  part  of  a large  medical  team 
conducting  health  examinations  In  government  mobile 
exam  centers  traveling  to  88  areas  of  the  US  through 
Fall  of  1994.  Must  be  licensed  in  one  state.  One  year 
minimum  commitment  and  FULL-TIME  CONTINUOUS 
TRAVEL  REQUIRED.  Competitive  salary,  paid  malprac- 
tice, per  diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insurance  of- 
fered. Call  Beverly  Geline,  1-800-937-8281,  ext  8248. 
WESTAT,  INC,  Rockville,  MD  EOE/MF/V/H. 


DISSATISFIED  WITH  YOUR  PRACTICE? 
BC/BE  Ob/Gy n,  Fp,  Im,  Ortho... 

1000’s  of  opportunities  in  U.S:  100’s  of 
high  quality  opportunities  in  TX 


(Ve’ve  placed  physicians  at  Mayo 
Clinic  and  we  can  place  you.  Whether 
fou  want  better  income,  "hospital  sup- 
port, facilities,  call  coverage,  time  off, 
ir  lifestyle  - we  have  it.  If  you  have 
he  credentials  call: 


The  Curare  Group,  Inc. 
(800)  880-2028 
fax:  (812)  331-0659 
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CORPUS  CHRISTI,  TEXAS 

Doctors  Regional  Medical  Center  ot  Corpus  Christi,  Texas 
is  currently  seeking  B.E./B.C.  physicians  interested  in 
joining  established  physician  practices.  Interested 
candidates  in  the  following  areas: 

♦ Family  Practice  ♦ OB/GYN  ♦ Internal  Medicine 

Should  contact  or  send  C.V.  to:  Linda  Biediger 
Doctors  Regional  Medical  Center 
331  j South  Alameda  Corpus  Christi,  TX  7841  1 (512)  857-1501 


Practices 


mm 


MEDICAL  GROUP 

3626  North  MacArthur  Blvd. 
Suite  200 

Irving,  Texas  75062 


Full  or  part  time  Texas  licensed  doctors  needed  imme- 
diately for  walk-in  clinics  serving  military  beneficiaries. 
Clinics  open  365  days  a year.  Set  your  own  hours.  Lo- 
cated one  hour  from  Austin.  Call  Jerry  Lewis.  The  Lewis 
Group:  1-800-666-1377. 


PHYSICIANS 


Earn  $ I 50,000/year 
+ benefits 

Dallas! Ft.  Worth  area 

Family  Practitioners,  Inter- 
nists, and  Gerontologists,  (BE / 
BC)  for  full  time  career 
opportunities  in  group 
practice.  Management  oppor- 
tunities available,  as  well  as 
some  part-time  positions.  For 
more  information,  please 
contact: 

June  Dorothy 
214-570-5505 


FOR  SALE  OR  LEASE 

Office  Space 

For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 
806-383-3377. 


DALLAS/FT.  WORTH 


Well-established  General  Surgery  practice  in  mid-cities  suburb 
is  now  available.  Collections  in  excess  of  $300,000  for  1992. 
Prestigiously  located  office  is  fully  computerized.  Thorough 
and  generous  introduction  will  be  offered.  Courteous  and  effi- 
cient staff  will  stay,  if  desired.  Owner  financing  for  the  appro- 
priate physician  will  be  made  available. 

For  information,  contact 
Mr.  Harrison  at  (800)  933-0911. 


Family  practice  in  community  near  Houston.  Enjoy  small 
town  atmosphere  near  city  amenities.  Well-established 
with  offices  adjacent  to  hospital.  Transition  available. 
For  information  package,  contact  Business  & Profes- 
sional Associates  at  713-782-8888.  TMH-1422. 

HOUSTON  — Family  practice  with  small  surgery  compo- 
nent. Located  in  a professional  office  building.  Doctor 
deceased.  Staff  remaining.  Realistically  priced.  Contact 
Business  & Professional  Associates  (713)  782-8888. 
TMH-1469. 

FAMILY  PRACTICE  FOR  SALE.  Profitable  Family  Practice: 
West  Houston-Westheimer/Gessner  area.  Four  year  col- 
lection average/$400,000+.  Four  year  net  profit  aver- 
age/43%. Contact:  Mr.  Kroenecke,  P.O.  Box  671346, 
Houston,  TX  77267,  (713)  444-3025. 

AMBULATORY  CARE  CENTER,  Dallas.  Established  9 years. 
Grossing  300K.  Great  for  1 physician  owner.  Respond 
c/o  Texas  Medicine,  Ad  Box  811,  401  W 15th  St, 
Austin,  TX.  78701. 

OPHTHALMOLOGY  — DALLAS,  TEXAS:  Immediate  pur 
chase  general  ophthalmology  practice.  Adjacent  to  ma- 
jor hospital,  highly  respected  well  established  practice 
for  35  years  provides  strong  base  for  qualified  candi- 
date. Average  12  new  patients/week  with  10,000  cur- 
rent patient  census.  Free-standing  professional  building 
allows  for  growth  and  expansion.  Optical  dispensing  is 
an  option.  Full  resume  with  first  inquiry  to  Dental-Medi- 
cal Economics,  Inc.,  Attn:  Resources,  P.O.  Box  19568, 
Dallas,  TX  75219. 

0B-GYN  PRACTICE  FOR  SALE:  Well  established:  near 
downtown  Baptist  Hospital.  Half  interest  in  fully  occu- 
pied medical  building  and  surrounding  lots.  San  Anto- 
nio, Texas.  Terms  available.  (210)  223-5517. 

Fully  equipped  established,  busy  general  medicine  office 
available  in  Fort  Worth  due  to  retirement  of  present 
owner.  Ideal  for  bilingual  physician.  Negotiable  terms. 
Respond  c/o  Texas  Medicine,  Ad  Box  812,  401  W. 
15th  Street,  Austin,  TX.  78701. 

Properly 

MEMORIAL  — PINEY  POINT  VILLAGE.  Gorgeous,  park  like 
acre  plus  on  a private  street  with  several  new  homes. 
House  is  poshly  renovated.  Priced  to  sell  at  lot  value 
for  only  $520k.  Call  Dr.  Khan  at  (713)  465-0786. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-784-9260  & Associates 


Bronstein 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P hysi- 
cian  student  repayment  program  Inquiries:  TDJC. 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
or  contact  Glynda  Baker,  (409)  2914020. 


DALLAS  COUNTY 


Dallas  County  has  excellent  opportuni- 
ties for  a Public  Health  Physician  and 
a Forensic  Psychiatrist  in  our  Health 
Department.  Both  of  these  positions 
will  be  responsible  for  examining  and 
treating  patients  who  are  inmates  in 
the  Dallas  County  Jails.  Minimum 
requirements  are: 

•MD/DO 

•Currently  licensed  in  Texas 
We  offer  excellent  benefits.  This  is  an 
ideal  opportunity  for  a physician  need- 
ing experience,  or  a physician  interest- 
ed in  public  health.  Salary  range  is 
$5,21 1-$6, 253/mo.  Hours  7:00am  to 
3:30pm  M-F. 

If  interested  call  (214)  920-7910. 

EEO/AA/HH 


BUSINESS  AND 
FINANCIAL  SERVICES 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser- 
vice Association,  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 


Ambulatory  Surgical 
Center  Consultants 


T earn  of  physician,  architect  and  medical  consultant 
will  help  you  develop  your  own  Medicare  approved 
Ambulatory  Surgical  or  Specialty  Facility. 

Contact  Connie  Burk  817-335-5421. 


Medical  Accounts  Receivables  — Includes  Personal  Injury 
Claims.  PLACEMENT/MANAGEMENT  SERVICES  also 
available.  For  information  call:  210-497-7574. 

Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  Ad  box  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given. 
The  advertising  office  will  not  contact  ad  box  number 
holders  except  by  mail.  Federal  laws  prohibit  references 
to  race,  color,  religion,  sex,  natural  origin,  or  age  unless 
bona  fide  occupational  qualifications. 
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Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual, 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


WILLIAM  C.  GRATER  M.D.  ASSOCIATED 

DIAGNOSIS  & TREATMENT  OF  ALLERGIC  AND  IMMUNOLOGIC  DISEASES 
Our  39th  year  Preston  Center 

8226  Douglas  Avenue,  Suite  520,  Dallas  Texas  75225  (214)  363-5231 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Intra-Spinal  Opiates 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

Alan  Tonnesen,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD 
Coordinator,  Outpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Carmine  U.  lacono,  Ph.D 

Assistant  Director  Assistant  Director 

Medical  Services  Psychological  & Related  Services 


Dermatology 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410:  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


General  Surgery 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 

Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 
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Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  Dl BELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue.  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 


Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 
Bradley  F.  Jost,  MD 
David  Callanan,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas,  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 


Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D,  Schubert,  MD 

Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 

William  A,  Bruck,  MD  Daniel  E.  Cooper,  MD 

W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington.  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are: 


Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Brain  Injury  (The  Challenge  Program) 
Outpatient  Services 


Pediatric  (Inpatient/Day  Hospital) 
Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 


2001  N.  MacArthur  Boulevard,  #540.  Irving,  TX  75061,  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD 

4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD  Robert  Lillo,  MD 


Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 


Rheumatology 


9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless.  MD 

Phillip  M.  Graehl,  MD  Robert  Lillo,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 

Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  406,  Bedford,  TX  76201,  817-267-4492 

R.  Craig  Saunders,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 

WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  inpatient  and  outpatient  rehabilitation  and 
electrodiagnostic  evaluation  for  adults  and  children. 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800-792-9276,  210-672-6592 

Larry  Browne,  MD,  Medical  Director 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229 
800-741-6321,  210-616-0100 

Alex  Willingham,  MD,  Medical  Director 

Corpus  Christi:  2606  Hospital  Blvd,  8th  Floor 
Corpus  Christi,  Texas  78405  512-888-4458 

Joel  Joselevitz,  MD,  Medical  Director 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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Courses 


AUGUST 

Cardiology 

Aug  2-5,  1993 

Echocardiographic  Symposium  on  2-D  & 
Doppler  Echocardiography.  Vail,  Colo. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  PO  Box  79231,  Bal- 
timore, MD  21279-0231  (800)  257-4739 

Aug  5-7,  1993 

Critical  Care  Cardiology.  San  Francisco. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  PO  Box  79231,  Bal- 
timore, MD  21279-0231  (800)  257-4739 

Aug  12-14,  1993 

Clinical  Exercise  Physiology  & Cardiac 
Rehabilitation.  Palo  Alto,  Calif.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  PO  Box  79231,  Baltimore, 
MD  21279-0231  (800)  257-4739 

Aug  30-Sep  1,  1993 

Challenges  in  Clinical  Cardiology.  Moran, 
Wyo.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Internal  Medicine 

Aug  2-7,  1993 

Internal  Medicine  Review.  S Padre  Island. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

Aug  2-4,  1993 

Ob-Gyn  Summer  Symposium.  Teton  Vil- 
lage, Wyo.  Contact  Office  of  CME,  Texas 
Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)  743-2929 

Pathology 

Aug  7-14,  1993 

Fine  Needle  Biopsy  Course.  Maui,  Hawaii. 
Contact  University  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  LS-105,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Psychiatry 

Aug  3-7,  1993 

Impulse  Control  Disorders  & Addictions: 
Update  and  Review.  Oahu,  Hawaii.  Con- 
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tact  Southern  California  Neuropsychiatric 
Institute,  6794  La  Jolla  Blvd,  La  Jolla,  CA 
92037  (619) 454-2102 

Risk  Management 

Aug  26,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  Fort  Worth 
and  Lubbock.  Contact  TMA  Office  of  Risk 
Management,  401  W 15th  St,  Austin,  TX 
78701  (800) 880-1300 

SEPTEMBER 

General  Medicine 

Sep  24,  1993 

Multiple  Sclerosis  Update  Series.  Houston. 
Contact  The  University  of  Texas  Medical 
School  at  Houston,  Office  of  CME,  1 100 
Holcombe  Blvd,  HMB  15.1509,  Houston, 
TX  77030  (713)  792-5346 

Infectious  Diseases 

Sep  11-12,  1993 

Pulmonary  & Infectious  Diseases  Seminar. 
Sedona,  Ariz.  Contact  Mayo  Clinic  Scotts- 
dale, 13400  E Shea  Blvd,  Scottsdale,  AZ 
85259  (602) 391-7447 

Oncology 

Sep  27-Oct  1,  1993 

Medical  Oncology  Board  Review  Course. 
Houston.  Contact  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Conference 
Services,  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Pediatrics 

Sep  24-25,  1993 

Perinatal  Seminar.  Temple.  Contact  Scott 
&:  White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Psychiatry 

Sep  18,  1993 

Suicide.  St  Louis.  Contact  Washington  Uni- 
versity School  of  Medicine,  Campus  Box 
8063,  660  Euclid  Ave,  St  Louis,  MO 
631 10-1093  (800) 325-9862 

Risk  Management 

Sep  11,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 


Failure  to  Diagnose  Claims.  Austin.  Con- 
tact TMA  Office  of  Risk  Management, 
401  W 15th  St,  Austin,  TX  78701  (800) 
880-1300 

Sep  23,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  El  Paso  and  S 
Padre  Island.  Contact  TMA  Office  of  Risk 
Management,  401  W 15th  St,  Austin,  TX 
78701 (800)  880-1300 

Surgery 

Sep  10-12,  1993 

Frontiers  in  Endosurgery.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  63 1 10-1093  (800)  325-9862 

OCTOBER 

Cardiology 

Oct  7-8,  1993 

Interventional  Cardiology:  Aspirations  for 
1993  and  Beyond.  Boston.  Contact  Ameri- 
can College  of  Cardiology,  Extramural 
Programs,  PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Computer  Applications 

Oct  9,  1993 

Cancer  Information:  PDQ!  (&  More). 
Austin.  Contact  Texas  Medical  Association 
Library,  401  W 15th  St,  Austin,  TX  78701 
(512)  370-1552  or  (800)  880-1300,  ext  1552 

Oct  23,  1993 

GRATEFUL  MED:  Computer  Access  To 
Information.  Austin.  Contact  Texas  Medi- 
cal Association  Library,  401  W 15th  St, 
Austin,  TX  78701  (512)  370-1552  or 
(800) 880-1300,  ext  1552 

General  Medicine 

Oct  29-30,  1993 

Hematology  & Oncology  for  Primary  Care 
Physicians.  Scottsdale,  Ariz.  Contact  Mayo 
Clinic  Scottsdale,  13400  E Shea  Blvd, 
Scottsdale,  AZ  85259  (602)  391-7447 

Geriatrics 

Oct  8-9,  1993 

Clinical  Approach  to  Common  Problems 
in  the  Mature  Adult.  San  Antonio.  Contact 
Scott  & White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 


TEXAS  MEDICINE 


JULY  1993 


75 
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Internal  Medicine 

Oct  9-13,  1993 

Gastroenterology  Board  Review  Course. 
Arlington,  Va.  Contact  George  Washington 
University  Medical  Center,  2300  K St,  NW, 
Washington,  DC  20037  (202)  994-4285 

Obstetrics  and  Gynecology 

Oct  8-9,  1993 

Women’s  Health  Care.  College  Station. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Oncology 

Oct  3-5,  1993 

Pharmacy  Symposium  on  Cancer 
Chemotherapy.  Houston.  Contact  The 
University  of  Texas  M.  D.  Anderson  Can- 
cer Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Oct  9-13,  1993 

Medical  Oncology  Board  Review  Course. 
Pentagon  City,  Va.  Contact  George  Wash- 
ington University  Medical  Center,  2300  K 
St,  NW,  Washington,  DC  20037  (202) 
994-4285 

Risk  Management  Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  through  its 
Risk  Management  Office.  For  further  in- 
formation, contact  the  TMA  Risk  Manage- 
ment Office,  401  W 15th  St,  Austin,  TX 
78701 (800)  880-1300. 

July-December,  1993 

Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims 

Aug  26,  Fort  Worth  and  Lubbock 
Sep  1 1,  Austin 

Sep  23,  El  Paso  and  S Padre  Island 
Oct  7,  Beaumont  and  Galveston 
Oct  14,  Dallas 
Oct  28,  Temple 
Nov  4,  Houston 
Nov  18,  San  Antonio 
Dec  2,  College  Station 


Calendar  of  Meetings 


• Denotes  Texas  meeting 

October 

Oct  13-17,  1993,  Washington,  DC 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  AS1M,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808  (202)  835-2746,  ext  266 

Oct  28-30,  1993,  New  Orleans 
Southern  Medical  Association  Annual  Sci- 
entific Assembly 

Contact  SMA  Registration  Dept,  35 
Lakeshore  Dr,  Birmingham,  AL  35219- 
0088  (800)  423-4992 

November 

Nov  14-18,  1993,  Chicago 
American  Academy  of  Ophthalmology  An- 
nual Meeting 

Contact  AAO,  655  Beach  St,  San  Francis- 
co, CA  94109-1336  (415)  561-8500 

Nov  18-21,  1993,  Houston 

• American  Association  for  Cancer  Education 
Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 


For  assistance  in  locating  CME 
opportunities  offered  elsewhere  or  for  self- 
paced  home  study  materials , contact  the 
Texas  Medical  Association  CME  Resource 
Center  at  (800)  880-1300,  ext  1552,  or 
(512)  370-1552. 


Malpractice  Insurance 


You  Need  to  Call  Us. 

If  you  are  presently  insured  with  the 
JUA  and  want  out—  or  if  you  are 
having  trouble  obtaining  reasonably 
priced  malpractice  insurance,  call  us. 

Aberdeen  Medical  Insurance  Services,  Inc. 

We  offer: 

I A.M.  Best  Rated  Companies 
I The  Objectivity  of  Being  Independent 
I Premium  Financing 

Fora  no  obligation  consultation,  contact 

Forrest  S.  Pullen 

Executive  Director 

(800)  622-9296 
(713)  622-9296  in  Houston 


55^% 

Medical  Insurance  Services 


5251  Westheimer  • Suite  800 
Houston,  Texas  77056 
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Group  Practice 


to  cope  with  changes  in  medicine 


Physicians  rate  the  managed  care  plans  / 26  • A shot  in  the  arm  for  child  health  / 22 
• Potential  perils  of  self-query  to  the  National  Practitioner  Data  Bank  / 54 


Excitement  by  Autoflex  Leasing 
Endorsement.bw\TMA'; 
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Behind  the  wheel, 

this  car  makes  me  feel  like  I'm  flying. 

Excitement  on  the  highway, 
now  everything  is  moving  my  way. 
The  car  of  my  dreams  was  waiting  for  me 
at  Autoflex  Leasing! 

When  you  cal!  Amoflex  Leasing, 
you're  in  touch  with  the  exclusive 
"Flexlease",  a lease  designed  with 
convenience  in  mind. 

With  just  a phone  call  today, 
you  can  be  driving  your  new  car, 
truck  or  van  tomorrow  and  you  will  have 
no  down  payment,  no  deposit 
free  rent  cars,  and  much  more! 
Volume  leasing  means  the  best  price 
on  the  best  car 
delivered  right  to  your 
home  or  office. 


The  TMA  and  Autoflex  Leasing 
have  "joined  forces  to  offer  you  the  best 
auto  lease  available. 

It  was  designed  for  convenience, 

. 

it  was  endorsed  for  quality. 


Auto flex 
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1-800-634-0304 

4 

For  more  information 
Contact  one  of  these  specialists: 
Louis  Murad 
John  Welch  or 
Al  Couvillon 


TcxasMedical 

Association 


212  W.  Spring  Valley  Richardson,  Tx  75081 
214-234-1234 


♦TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

GROUP  PLUS 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 
and  employees.  From 
the  only  life  and  health 
insurance  program 


Benefits 

1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 


created  and  endorsed 
by  the  Texas  Medical 
Association. 


I 
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2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 

3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


5.  TMA  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 

PO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 


6. 


Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for  24 
years  (1969 — 1993) 


Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 


TEXAS  MEDICAL  ASSOCIATION 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


AUGUST  1993  • VOLUME  89  NO.  8 


T e x a s Medicine  Feature 


“I’m  back 
practicing 
medicine  again. 
It’s  fun.  ” 

— ].C.  Burns,  MD 


A collegial  confederacy: 

Many  physicians  choose  group 
practice  to  cope  with  changes 
in  medicine 

Solo  practice  has  not  gone  the  way  of  the 
family  farm  — at  least  not  yet.  But  more  and 
more  Texas  physicians  are  banding  together 
for  the  security,  camaraderie,  and  economic 
incentives  of  group  practice. 

BY  MARK  RICHARDSON  AND  BETH  GRADDY 


13 

Upfront 

‘Repeal  CLIA!’  tops  list  of  actions  by  AMA  House  of  Delegates 
• Texas  physicians  well  represented  at  AMA  • ‘The  dyes  of  patients  are  upon  you’ 
• TMA  conference  on  September  1 1 to  explore  impact  of  health-system  reform 

Doctors’  ethical  dilemmas  explored  in  First,  Do  No  Harm 
By  Beth  Graddy 


22 

Public  Health 

Private  physicians  are  a vital  link  in  vaccination  program 
• Free  flu  vaccine  reminder  cards  available 
• Seminars  on  genetics,  TB,  and  AIDS  scheduled  • Agenda  on  AIDS 


26 

Medical  Economics 

First  phase  of  Managed  Care  Check-Up  program  completed 
• Office  labs  should  prepare  for  CLIA  proficiency  testing 
• State  warns  Travelers  on  utilization  review  policy 
• It’s  official:  too  many  lawyers,  not  enough  docs 
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29 

Profile 

Emmett  J.  Conrad,  MD:  Physician,  activist,  diplomat 
B y Beth  Graddy 


42 

Science  and  Education 

Exhibit  chronicles  history,  mystery  of  folk  medicine 
• EDA  launches  MEDWatch  drug,  product  reporting  program 
• Innovative  resource  center  offers  CME  opportunities  for  busy  physicians 


48 

Legislative  Affairs 

Cooperative  effort  not  enough  to  salvage  self-referral  limits 
• Coordinated  delivery  systems  to  earmark  Clinton  health  reforms 


54 

Law 

Self-query  and  the  National  Practitioner 
Data  Bank:  issues  of  confidentiality 

HIV  and  hepatitis  testing  raise  complex  questions  for  physicians 
By  Hugh  M.  Barton,  J D 


59 

The  Journal 

Percutaneous  transluminal  balloon  aortic  and  mitral 
valvuloplasty  in  27  patients  treated  at  Hermann  Hospital 
By  Oscar  R.  Rosales,  MD;  Mary  J.  Hess,  RN; 
Jacques  Heibig,  MD; 

Richard  W.  Smalling,  MD,  PhD 


FAITH,  SCIENCE, 
AND  A BIT 
OF  MAGIC 

• • • 

An  exhibit  on  display 
at  the  TMA  History 
of  Medicine  Museum 
explores  traditional 
folk  medicine. 

42 
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Texas  Medical  Association 

Leadership 

Conference 

Health-System  Reform: 
Assessing  the  Impact 


Stouffer  Austin  Hotel 

As  medicine  faces  a challenging  time  of 
change,  your  leadership  is  crucial.  Learn  more 
about  health-system  reform  and  its  implications 
from  a host  of  informative  speakers  at  TMA's 
1993  Fall  Leadership  Conference! 

For  information,  call  (512)  370-1346. 
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hen  you  absolutely,  positively, 
without  a doubt,  deserve  the 


• All  leasing  companies  are  not  created  equal.  Apple  Medical  Leasing  is  the 
only  TMA  endorsed  auto  leasing  company  exclusively  serving  physicians.  Compare.  Not  only  do  you  get  the 
vehicle  of  your  choice,  domestic  or  import,  but  you'll  carry  our  exclusive  AutoLease™  Card  that  provides 
special  terms  and  services  beyond  comparison. 


# Lower  monthly  payments 

# No  downpayment  or  security  deposit 

# 24  hour  roadside  assistance 

# Free  local  rent  car  when  needed 


# Free  delivery 

# GAPP  insurance 

# Trade-in's  are  welcome 

# Cash-back  dividends 
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Call  US. 

You  deserve  it. 

1-800-827-7538 


Breast  of 
chicken 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat,  cholesterol, 
and  calories.12* 


Best  of 
pork 


New  study: 

Pork  is  now  31%  leaner 


Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques.1 According  to  new  1992  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Compare  pork  with  chicken1 2* 


Calories 

Total 

Fat 

Saturated 
Fatty  Acids 

Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1.4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6.1  g 

2-2g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi 
tional  fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1992. 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products,  1979. 
Agricultural  handbook  8-5. 


*Table  refers  to  3-oz,  cooked  servings. 


TODAY’S  PORK 


The  Other  White  Meat 


© 1993  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 
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Physicians  and  pharmacists 
should  keep  separate  roles 

The  letter  from  Drennon 
D.  Stringer,  MD,  in  your  June 
1993  issue  once  again  raises  the 
age-old  question  of  who  is  best 
qualified  to  diagnose  the  need  for, 
prescribe,  and  dispense  prescription 
medications. 

The  existing  state  law  was  adopted 
in  an  effort  to  clarify  the  roles  of 
pharmacy  and  medicine.  Much  of  the 
debate  about  self-referral  during  the 
last  session  of  the  Texas  Legislature 
dealt  with  problems  that  arise  when 
health-care  practitioners  can  refer  pa- 
tients to  facilities  they  own,  as  well  as 
order  tests  or  other  procedures  that 
will  benefit  themselves  financially. 

The  system  of  checks  and  balances 
that  has  evolved,  in  which  practition- 
ers diagnose  and  pharmacists  dispense, 
has  proven  to  serve  as  an  effective  way 
to  help  prevent  medication  errors. 

Dr  Stringer’s  suggestion  that 
pharmacists  have  no  incentive  to 
provide  medications  at  the  lowest 
possible  cost  isn’t  reflected  in  the 
marketplace.  Pharmacy  practice  to- 
day is  one  of  the  most  competitive 
ventures  possible.  Likewise,  pharma- 
cists have  no  monopoly  on  dispens- 
ing drugs.  Physicians  may  provide 
samples  to  patients  as  long  as  they 
do  not  charge  separately  for  them. 

It  would  seem  that  Dr  Stringer  is 
less  concerned  with  patients’  conve- 
nience, which  can  be  achieved  using 
the  sample  system,  than  with 
adding  the  costs  of  drugs  to  physi- 
cians’ charges  for  Workers’  Com- 
pensation claims. 

Paul  F.  Davis,  RPh,  CAE 

Executive  Director 
Texas  Pharmaceutical  Association 
1 624  E Anderson  Ln 
Austin,  TX  78752 
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Physician  forced  out  by 
hostile  legal  climate 

CAN  IDENTIFY  WITH  THE 
physicians  who  recently  announced 
the  discontinuation  of  their  obstet- 
rical practices  as  of  the  end  of  this  year 
in  Starr  County  (Texas  Medicine , June 
1993,  pp  41-42).  Until  July  1992,  I 
was  practicing  in  Uvalde  County, 
where  I noted  that  my  malpractice  in- 
surance was  steadily  climbing.  I cur- 
rently practice  in  the  state  of  Ten- 
nessee. My  coverage  is  identical  to 
what  I had  in  Texas.  However,  the 
malpractice  premium  for  myself,  my 
three  partners,  and  our  physician’s  as- 
sistant is  less  than  the  premium  that  I 
would  have  had  to  pay  for  myself 
alone  in  my  fourth  year  of  practice  in 
southwest  Texas. 

The  legal  climate  in  Texas  must 
change  in  order  for  physicians  to 
continue  practicing  in  high-risk  spe- 
cialties. Texas  has  long  been  recog- 
nized as  having  a medical  legal  cli- 
mate that  is  hostile  toward  high-risk 
specialties,  particularly  obstetrics,  I 
family  practice,  and  pediatrics.  The 
Texas  Legislature  must  recognize 
that  this  monster  must  be  controlled 
in  order  for  physicians  to  be  able  to 
deliver  cost-effective,  quality  care. 

High  malpractice  insurance  and 
the  litigious  climate  in  Texas  were 
major  factors  in  my  moving  to  anoth- 
er state.  1 feel  that  I can  practice 
good-quality  medicine  without  having 
to  worry  that  one  of  my  patients  will 
sue  me.  I hope  that  the  medical  and 
legal  communities,  well-informed  citi- 
zens, and  the  Texas  Legislature  will 
help  to  come  up  with  a remedy  before 
they  lose  more  physicians  to  other 
parts  of  the  United  States. 

Scott  T.  Schams,  MD 

221  N Main  St 
Greeneville,  TN  37743 
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Gamma  knife  article 
needs  clarification 


■ appreciate  Dr  Hudgins’ 
review  in  Texas  Medicine  regard- 
ing gamma  knife  radiosurgery 
(1).  Although  the  gamma  knife  does 
appear  to  show  promise  for  the 
treatment  of  some  intracranial  tu- 
mors and  arteriovenous  malforma- 
tions, several  statements  in  the  arti- 
cle may  mislead  readers. 

First,  in  relation  to  the  use  of 
gamma  knife  radiosurgery  for 
acoustic  tumor  therapy,  Dr  Hudgins 
states  that  it  results  in  “no  operative 
mortality,  no  permanent  facial  nerve 
palsies,  preservation  of  hearing  in 
25%  of  patients,  and  no  loss  of  time 
from  work.”  I am  currently  follow- 
ing a patient  who  presented  with  a 
balance  disturbance  and  was  found 
to  have  a 1.5  cm  acoustic  neuroma 
on  the  left.  After  discussing  surgery, 
he  chose  to  be  treated  with  the  gam- 
ma knife  at  Presbyterian  Hospital, 
because  he  was  led  to  believe  the 
procedure  was  essentially  free  of 
risk.  Following  the  procedure,  he  de- 
veloped progressive  left  facial  weak- 
ness and  numbness,  and  a worsening 
of  his  balance  disturbance.  When  I 
first  saw  him  in  December  1990,  10 
months  after  his  gamma  knife  treat- 
ment, his  facial  numbness  had  as- 
sumed a painful,  unpleasant  quality, 
similar  to  anesthesia  dolorosa.  Sev- 
eral months  ago,  almost  3 years 
since  his  treatment,  the  patient  still 
had  significant  left  facial  weakness, 
although  he  had  regained  enough 
function  to  be  able  to  close  his  eye. 
Both  his  facial  numbness  and  bal- 
ance disturbance  remain  problems. 

At  the  University  of  Pittsburgh, 
which  has  the  most  gamma  knife  ex- 
perience in  this  country,  follow-up 
data  on  the  first  92  patients  treated 
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for  acoustic  neuromas  revealed  a 
34%  incidence  of  delayed  facial 
nerve  dysfunction  in  those  patients 
with  normal  function  before  treat- 
ment; a 32%  incidence  of  new,  de- 
layed trigeminal  nerve  dysfunction; 
and  a 31%  incidence  of  new  balance 
disturbances.  In  addition,  four  of 
these  92  patients  developed  commu- 
nicating hydrocephalus  in  a delayed 
fashion  and  required  the  placement 
of  a ventriculoperitoneal  shunt  (2,3). 

If  Dr  Hudgins  is  not  aware  of 
these  statistics  he  should  be,  and 
they  should  be  included  in  any  dis- 
cussion of  this  treatment  modality.  I 
do  not  know  the  incidence  of  such 
complications  in  the  Presbyterian 
gamma  knife  series,  but  I do  know 
that  Dr  Hudgins  is  aware  of  the  one 
case  I am  following. 

My  second  point  of  contention  is 
that  most  peer-reviewed  journals  re- 
quire authors  to  reveal  any  direct 
financial  interests  in  the  subject 
and/or  procedure  on  which  they  are 
writing.  Dr  Hudgins’  financial  inter- 
est in  the  gamma  knife  at  Presbyteri- 
an Hospital  was  not  revealed  (Dallas 
Gamma  Knife  News,  January  1990). 

I believe  Texas  Medicine  should 
require  the  same  disclosure  of  the 
financial  interests  of  authors  re- 
quired by  other  journals,  such  as  the 
Journal  of  the  American  Medical 
Association  (4).  I also  hope  that  fu- 
ture articles  in  the  journal  section 
will  be  subjected  to  more  strenuous 
peer  review. 


D.  Hal  Unwin,  MD 

The  University  of  Texas 
Southwestern  Medical  Center  in  Dallas 
5323  Harry  Hines  Blvd 
Dallas , TX  75235-8897 
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The  author  replies 

Facial  paralysis  after 
gamma  knife  radiosurgery  al- 
ways improves  at  least  to  allow 
eye  closure,  as  in  the  patient  men- 
tioned by  Dr  Unwin.  Palsy  is  “any 
of  various  forms  of  paralysis.”  Fa- 
cial weakness  may  persist,  but  palsy 
is  not  permanent.  The  patient, 
whom  I know,  was  informed  of 
these  possible  complications. 

Dr  Unwin  quotes  complication 
rates  for  bilateral  acoustic  neuromas. 
They  will  he  twice  the  average.  Bilater- 
al tumors  are  usually  larger  and  more 
aggressive,  hence  harder  to  treat. 

In  preparing  a decision  analysis 
paper  comparing  gamma  knife  to  mi- 
crosurgery, I analyzed  more  than 
3,000  patients  who  had  microsurgery 
for  tumors  of  3 cm  or  less,  a size 
treatable  with  the  gamma  knife.  Out- 
comes for  microsurgery  and  gamma 
knife  treatment  (in  parenthesis)  were: 
treatment  deaths,  2%  (0);  major 
morbidity,  5%  (1%);  permanent  fa- 
cial palsy,  9%  (0);  residual/recurrent 
tumor  2%  (15%);  useful  hearing  pre- 
served 20%  (40%).  The  decision  re- 
quired is  whether  the  lower  risk  of 
radiosurgery  offsets  the  lower  rate  of 
tumor  control.  I continue  to  perform 
microsurgery  on  younger  patients  or 
those  with  large  tumors. 

Our  results  were  exhibited  at  the 


TMA  Annual  Session  in  May.  Ex- 
cept for  a 15%  to  20%  rate  of  facial 
weakness/numbness,  I have  seen  no 
serious  complications.  No  patient 
has  required  a shunt.  Of  the  31 
acoustic  neuromas  I have  treated, 
only  one  has  shown  further  growth. 
We  have  submitted  written  criteria 
for  gamma  knife  treatment  to  Pres- 
byterian Hospital  and  are  reviewed 
by  its  quality  assurance  staff.  In  ad- 
dition, patients  must  be  unanimous- 
ly approved  for  treatment  by  a neu- 
roradiologist, a neurosurgeon,  and  a 
radiation  oncologist. 

As  to  my  financial  interest  in  the 
gamma  knife  at  Presbyterian,  I own 
2.5%  of  it  as  a limited  partner  and 
have  no  control  over  it.  That  was 
disclosed  to  Texas  Medicine  when  I 
submitted  the  article  and  in  our  first 
newsletter,  which  Dr  Unwin  must 
have  missed.  I will  send  a copy  to 
any  reader  who  is  interested. 

The  only  way  to  eliminate 
conflicts  of  interest  is  to  eliminate  pri- 
vate practice.  Even  Arnold  Reiman, 
MD,  thinks  that  is  too  drastic  (1). 

Incidentally,  in  Stockholm,  where 
the  first  gamma  knife  patient  was 
treated  25  years  ago,  all  patients 
with  acoustic  tumors  less  than  3 cm 
in  diameter  are  now  treated  by  gam- 
ma knife  radiosurgery  — under  so- 
cialized medicine. 

W.  Robert  Hudgins,  MD 

The  University  of  Texas 
Southwestern  Medical  Center  in  Dallas 
5323  Harry  Hines  Blvd 
Dallas,  TX  75235-8897 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic® 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fetal/Neonatal  Morbidity 
mid  Mortality. 


TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTHI AZIDE) 

USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hydrochlorothiazicfe)  should  be  discontinued  as  soon 
as  possible  See  WARNINGS,  Fetal/Neonatal  Morbidity  mid  Mortality. 

CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  any  component  of  this  product  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  enzyme  inhibitor.  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuria  or  hypersensitivity  to  other  sulfonamide-derived  drugs. 
WARNINGS:  General,  Enalapril  Maleate;  Hypotension:  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possi- 
ble consequence  of  enalapril  use  in  severely  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  pa  bents  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  pahents  receiving  enalapril  alone,  the  incidence  of  syn- 
cope is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  by 
proper  titration  of  the  individual  components.  (See  PRECAUTIONS, 
Drug  Interactions,  and  ADVERSE  REACTIONS.) 

In  pahents  with  severe  congesbve  heart  failure,  with  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarely 
with  acute  renal  failure  and/or  death  Because  of  the  potential  fall  in 
blood  pressure  in  these  pahents,  therapy  should  be  started  under  very 
close  medical  supervision.  Such  pahents  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  pahents 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarchon  or  cerebrovascu- 
lar accident. 

If  hypotension  occurs,  the  pahent  should  be  placed  in  the  supine  posi- 
tion and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  pahents  treated  witn  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC 
should  be  promptly  discontinued  and  appropriate  therapy  and  monitoring 
should  be  provided  unhl  complete  ana  sustained  resolution  of  signs  and 
symptoms  has  occurred.  In  instances  where  swelling  has  been  confined  to 
the  face  and  lips  the  condihon  has  generally  resolved  without  treatment, 
although  antihistamines  have  been  useful  in  relieving  symptoms. 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  is 
involvement  of  the  tongue,  glottis  or  larynx,  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  soluhon 
1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  necessary  to  ensure  a patent  air- 
way, should  be  promptly  provided.  (See  ADVERSE  REACTIONS.) 

Pahents  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS). 

Neutropenia/ Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  Done 
marrow  depression,  rarely  in  uncomplicated  pahents  but  more  frequent- 
ly in  pahents  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Markehng  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be 
excluded.  Periodic  monitoring  of  white  blood  cell  counts  in  pahents  with 
collagen  vascular  disease  and  renal  disease  should  be  considered. 
Hydrochlorothiazide:  Thiazides  should  be  used  with  cauhon  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulahve  effects  of  the  drug  may  develop  in  pahents  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  funchon  or  progressive  liver  disease,  since  minor  alterahons  of 
fluid  and  electrolyte  balance  may  precipitate  hepahe  coma. 

Sensitivity  reachons  may  occur  in  pahents  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleate  and  Hydrochlorothiazide) 
Pregnancy;  Enalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum 
human  dose)  in  combinahon  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  '/:  times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapril  (50  hmes  the  maximum  human  dose)  in  combi- 
nahon with  10  mg/kg/day  of  hydrochlorothiazide  (2  Vz  hmes  the  maxi- 
mum human  dose).  At  these  doses,  fetotoxicity  expressed  as  a decrease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  occurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as 
possible.  (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality, 
below.) 

Enalapril  Maleate ; Fetal/Neonatal  Morbidity  and  Mortality . ACE  inhibitors 
can  cause  fetal  and  neonatal  morbidity  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  reported  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
tinued as  soon  as  possible 

The  use  of  ACE  inhibitors  dunng  the  second  and  third  trimesters  of 
regnancy  has  been  associated  with  fetal  and  neonatal  injury,  including 
ypotension,  neonatal  skull  hypoplasia,  anuria,  reversible  or  irreversible 
renal  failure,  and  death.  Oligohydramnios  has  also  been  reported,  pre- 
sumably resulting  from  decreased  fetal  renal  function;  oligohydramnios 
in  this  setting  has  been  associated  with  fetal  limb  contractures,  craniofa- 
cial deformation,  and  hypoplastic  lung  development.  Prematurity, 
intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 
been  reported,  although  it  is  not  clear  whether  these  occurrences  were 


due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
tinue the  use  of  VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the 
mothers  should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniotic  environment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy  Patients  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapril,  which  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  by  peritoneal  dialysis  with  some  clinical  benefit,  and 
theoretically  may  be  removed  by  exchange  transfusion,  although  there  is 
no  expenence  with  the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  hmes  (in 
rats),  and  50  rimes  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide ; Teratogenic  Effects:  Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter 
study  in  rats  at  doses  of  4 - 5. 6 mg/kg/day  (approximately  1 - 2 rimes  the 
usual  daily  human  dose)  did  not  impair  fertility  or  produce  birth  abnor- 
malities in  the  offspnng.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood. 

Nonteratogemc  Effects : These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult 

PRECAUTIONS:  General;  Enalapril  Maleate ; Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  remn-angiotensin-aldosterone  system, 
changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. 
In  patients  with  severe  congestive  heart  failure  whose  renal  function  may 
depend  on  the  activity  of  the  remn-angiotensin-aldosterone  system,  treat- 
ment with  angiotensin  converting  enzyme  inhibitors,  including  enalapril, 
may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
witn  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine were  observed  in  20  percent  of  patients.  These  increases  were  almost 
always  reversible  upon  discontinuation  of  enalapril  and/or  diuretic  ther- 
apy In  such  patients  renal  function  should  be  monitored  during  the  first 
few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapril  has  been  given  concomitantly  with  a diuretic.  This  is  more  likely 
to  occur  in  patients  with  pre-existing  renal  impairment.  Dosage  reduction 
of  enalapril  and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated 
concomitantly  with  an  ACE  inhibitor.  In  these  patients  consideration 
should  be  given  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  of  anrihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clini- 
cal trials  treated  with  enalapril  alone.  In  most  cases  these  were  isolated 
values  which  resolved  despite  continued  therapy,  although  hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive 
patients.  Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
patients  treated  with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diuretics,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Coueh  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves 
after  discontinuation  of  therapy.  ACE  inhibitor- induced  cough  should  be 
considered  as  part  of  the  differential  diagnosis  of  cough. 

Surgery /Anesthesia:  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  patients  receiving  thiazide  therapy  should  be  observed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Warning  signs  or  symptoms  of  fluid  and  elec- 
trolyte imbalance,  irrespective  of  cause,  include  dryness  of  mouth,  thirst. 
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weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia, 
and  gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensitize  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e.g., 
increased  ventricular  irritability).  Because  enalapril  reduces  tne  produc- 
tion of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diuretic-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
reauire  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather;  appropriate  therapy  is  water  restriction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hyponatremia  is  life-threat- 
ening. In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of 
choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  required.  Hyperglycemia  may  occur  with  thi- 
azide diuretics.  Thus  latent  diabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapy 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diuretic  therapy 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism.  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with 
thiazide  diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
eaema,  may  occur  especially  following  the  first  dose  of  enalapril.  Patients 
should  be  so  advised  and  told  to  report  immediately  any  signs  or  symp- 
toms suggesting  angioedema  (swelling  of  face,  extremities,  eyes,  lips, 
tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician. 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness 
especially  during  the  first  few  days  of  therapy.  If  actual  syncope  occurs, 
the  patients  should  be  told  to  discontinue  the  drug  until  they  nave  con- 
sulted with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehy- 
dration may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduc- 
tion in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting 
or  diarrhea  may  also  lead  to  a fall  in  blood  pressure;  patients  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  contain- 
ing potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication 
of  infection  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about 
the  consequences  of  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  trimester.  These  patients  should  be  asked  to 
report  pregnancies  to  their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hypotension— Patients  on  Diuretic 
Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  ther- 
apy was  recently  instituted,  may  occasionally  experience  an  excessive 
reduction  of  blood  pressure  after  initiation  of  tnerapy  with  enalapril.  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  discontinuing  the  diuretic  or  increasing  the  salt  intake  prior  to  initi- 
ation of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic, 
provide  medical  supervision  for  at  least  two  hours  and  until  blood  pres- 
sure has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  anrihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  tnat  cause  renin  release  (e.g., 
diuretics). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blocking agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolac- 
tone, triamterene,  or  amiloride),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
potassium  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
because  of  demonstrated  hypokalemia  they  should  be  used  with  caution 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithi- 
um concomitantly  with  drugs  which  cause  elimination  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in 
patients  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  discontinuation  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium. 

Hydrochlorothiazide,  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypoten- 
sion may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the 
anridiaberic  drug  may  be  required. 

Other  antihypertensive  drugs — additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins — Cholestyramine  and  colestipol 
resins  bind  the  hydrochlorothiazide  and  reduce  its  absorption  from  the 
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gastrointestinal  tract  by  up  to  85  and  43  percent,  respectively. 
Thiazides  may  be  administered  two  to  four  hours  before  the 
resin  when  the  two  drugs  are  used  concomitantly. 

Corticosteroids,  ACTrl— intensified  electrolyte  depletion, 
particularly  hypokalemia. 

Pressor  amines  (eg.  norepinephrine)— possible  decreased 
response  to  pressor  amines  but  not  sufficient  to  preclude  their 
use. 

Skeletal  muscle  relaxants.  nondepolarizing  (eg , tubocurnrine) — 
possible  increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics. 
Diuretic  agents  reduce  the  renal  clearance  of  lithium  and  add  a 
high  risk  of  lithium  toxicity.  Refer  to  the  package  insert  for 
lithium  preparations  before  use  of  such  preparations  with 
VASERETIC. 

Non-steroidal  Anti-inflammatory  Drugs— In  some  patients,  the 
administration  of  a non-steroidal  anti-inflammatory  agent  can 
reduce  the  diuretic,  natriuretic,  and  antihypertensive  effects  of 
loop,  potassium-sparing  and  thiazide  diuretics.  Therefore, 
when  VASERETIC  and  non-steroidal  anti-inflammatory 
agents  are  used  concomitantly,  the  patient  should  be  observed 
closely  to  determine  if  the  desired  effect  of  the  diuretic  is 
obtained 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in 
combination  with  hydrochlorothiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Enalapril-hydrochlorothiazide  did  not  produce 
DNA  single  strand  breaks  in  an  m vitro  alkaline  elution  assay 
in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo 
mouse  bone  marrow  assay 

Enalapril  Maleate  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapril  was  administered  for  106  weeks  to  rats 
at  doses  up  to  90  mg/kg/day  (150  times*  the  maximum  daily 
human  dose).  Enalapril  has  also  been  administered  for  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg/day,  respectively,  (150  and  300  times*  the  maximum 
daily  dose  for  humans)  and  showed  no  evidence  of  carcino- 
genicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapril  was  also  negative  in  the  follow- 
ing genotoxicity  studies:  rec-assay,  reverse  mutation  assay 
with  E.  coli,  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  micronucleus  test  with  mice,  as  well  as  in 
an  in  vivo  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/day  of 
enalapril. 

Hydrochlorothiazide:  Two-year  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hydrochlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/day)  or  in  male  and  female 
rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  however,  found  equivocal  evidence  for  hepatocarcino- 
genicity  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames 
mutagenicity  assay  of  Salmonella  lyphimurium  strains  TA  98, 
TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  Ovary  (CHO)  test  for  chromosomal  aberrations,  or  in 
vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophila  sex-linked  recessive  lethal  trait  gene.  Positive  test 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicity)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrochlorothiazide  from  43  to  1300  pg/mL,  and  in  the 
Aspergillus  nidulans  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respectively,  prior  to  conception  and  throughout  ges- 
tation. 

Pregnancy ; Pregnancy  Categories  C (first  trimester)  and  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnancy, 
Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality 
Nursing  Mothers:  Enalapril  and  enalaprilat  are  detected  in 
human  milk  in  tTace  amounts  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  serious  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking 
into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enalapril  or  hydrochlorothiazide. 

The  most  frequent  climcal  adverse  experiences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occurring  in  greater  than  two  percent  of  patients  treated 
with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (21  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included:  Body  As  A Whole: 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular: 
Orthostatic  hypotension,  palpitation,  tachycardia;  Digestive: 
Vomiting,  dyspepsia,  constipation,  flatulence,  dry  mouth; 
Nervous/Psycniatric  Insomnia,  nervousness,  paresthesia,  som- 


*  Based  on  patient  weight  of  50  kg. 


nolence,  vertigo;  Skin:  Pruritus,  rash;  Other:  Dyspnea,  gout, 
back  pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus, 
urinary  tract  infection. 

Angioedema:  Angioedema  has  been  reported  in  patients 
receiving  VASERETIC  (0,6  percent).  Angioedema  associated 
with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  occurs,  treat- 
ment with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS ) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0.9  percent), 
ortnostatic  hypotension  (1.5  percent),  other  orthostatic  effects 
(2.3  percent).  In  addition  syncope  occurred  in  1.3  percent  of 
patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinical  Laboraton/  Test  Findings:  Serum  Electrolytes.  See  PRE- 
CAUTIONS. 

Creatinine,  Blood  Urea  Nitrogen : In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuation  of  therapy,  were  observed  in 
about  0.6  percent  of  patients  with  essential  hypertension  treat- 
ed with  VASERETIC.  More  marked  increases  have  been 
reported  in  other  enalapril  experience.  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  artery  stenosis.  (See  PRE- 
CAUTIONS.) 

Serum  Uric  Acid,  Glucose,  Magnesium,  and  Calcium : See  PRE- 
CAUTIONS 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hematocrit  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia. 

Liver  Function  Tests : Rarely,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  severity. 

Enalapril  Maleate— Enalapril  has  been  evaluated  for  safety  in 
more  than  10,000  patients  In  clinical  trials  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC.  However,  since  enalapril  has  been  marketed,  the 
following  adverse  reactions  have  been  reported:  Body  As  A 
Whole  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients);  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARN- 
INGS, Hypotension);  pulmonary'  embolism  and  infarction;  pul- 
monary edema;  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atrial  fibrillation;  hypotension,  angina 
pectoris;  Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis 
(hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth; 
Hematologic:  Rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression,  a few  cases  of  hemolysis  in  patients 
with  G-6-PD  deficiency  have  been  reported  in  which  a causal 
relationship  to  enalapril  cannot  be  excluded;  Nervous 
System/Psychiatric:  Depression,  confusion,  ataxia,  peripheral 
neuropathy  (e.g.,  paresthesia,  dysesthesia);  Urogenital:  Renal 
failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank 
pain,  gynecomastia;  Respiratory:  Pulmonary  infiltrates,  bron- 
chospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection;  Skin: 
Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens- 
johnson  syndrome,  herpes  zoster,  erythema  multiforme, 
urticaria,  alopecia,  flushing,  photosensitivity;  Special  Senses: 
Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry 
eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  erythrocyte 
sedimentation  rate,  arthralgia/arthritis,  myalgia,  fever,  sero- 
sitis,  vasculitis,  leukocytosis,  eosinophilia,  pnotosensitivity, 
rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality 

Hydrochlorothiazide— Body  as  a Whole:  Weakness;  Digestive: 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic: 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hypersensitivity.  Purpura,  photosensi- 
tivity, urticaria,  necrotizing  angiitis  (vasculitis  ana  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal: 
Muscle  spasm;  Nervous  System/Psychiatric:  Restlessness;  Renal: 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS);  Skin.  Erythema  multiforme  including  Stevens- 
johnson  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Pharma 
Representative  or  see  Prescribing  Information. 
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Cancer  Prevention 
and  Detection 
Information  for 
Texas  Physicians 

The  Texas  Medical 
Association  Physician 
Oncology  Education 
Program  is  designed  to 
enhance  the  role  of  the 
primary-care  physician  in 
implementing  and  commu- 
nicating cancer  prevention, 
screening  and  early  detection. 
The  POEP  is  funded  by  the 
Texas  Cancer  Council. 

All  materials  and 
services  are  FREE 
OF  CHARGE  to  Texas 
physicians. 
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Funding  for  CME  cancer 
education  programs 


Schola  rsh  ips  for 
physicians  to  attend 
CME  cancer  education 
programs 
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Gran  ts  for  innova  f ive 
cancer  education 
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For  an  order  form 
or  information: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext.  1672 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Dallas 

Bruce  Crim,  Keith  H.  Prince, 
Charles  F.  Curtice,  Daniel  S.  Marley, 
Steve  Baggett 
(214)  821-4640 


Houston 

L.  Wayne  Kirk,  Rick  D.  Bolin, 
John  Bedingfield 
(713)465-4445 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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‘Repeal  CLIA!’  tops  list 
of  actions  by  AMA 
House  of  Delegates 

The  Texas  delegation 
to  the  American  Medical  Asso- 
ciation led  the  call  for  total  re- 
peal of  CLIA  ’88  when  it  introduced 
a resolution  adopted  by  the  AMA 
House  of  Delegates  at  its  meeting  in 
Chicago  in  June. 

The  resolution  establishes  repeal 
of  the  law  as  primary  policy  of 
AMA  but  also  directs  AMA  to  con- 
tinue its  efforts  to  markedly  reduce 
or  eliminate  the  obstacles  inherent  in 
the  Clinical  Laboratory  Improve- 
ment Amendments  (CLIA). 

Also  heavily  debated  by  the  dele- 
gates were  issues  surrounding 
health-system  reform,  including  the 
extent  to  which  a system  of  individ- 
ually owned  and  individually  select- 
ed health  insurance  should  be  the 
long-range  goal  of  AMA.  The  Coun- 
cil on  Medical  Service  was  directed 
to  report  back  to  the  House  on  this 
issue  and  on  the  feasibility  of 
mandatory  employer  responsibility 
for  ensuring  that  employees  own 
their  own  health  insurance. 

Delegates  also  stated  that  AMA 
should  be  able  to  act  as  the  negotia- 
tor on  behalf  of  physicians  for  reim- 
bursement of  physician  services, 
practice-related  issues,  utilization  re- 
view, physician  supply,  and  profes- 
sional liability  reform.  Additionally, 
delegates  approved  a policy  that 
physician-directed  organizations  at 
the  state  and  local  levels  should  be 
able  to  act  as  negotiators  on  behalf 
of  member  physicians  after  antitrust 
relief  has  been  obtained. 

RBRVS,  other  issues  merit  action 

Acting  on  a report  of  the  AMA 
Board  of  Trustees  advocating  that 


the  Resource-Based  Relative  Value 
Scale  (RBRVS)  form  the  basis  for 
public  and  private  sector  physician 
payment,  delegates  instead  approved 
a series  of  recommendations,  includ- 
ing that  AMA: 

• Continue  its  policy  of  nonen- 
dorsement of  RBRVS  until  it  is 
adequately  corrected  and  refined; 

• Provide  assistance  to  physicians 
and  others  to  ensure  that  any  po- 
tential non-Medicare  use  of  an 
RBRVS  reflects  the  most  current 
and  accurate  data  and  implementa- 
tion methods;  and 

• Actively  support  the  position  that 
RBRVS  should  not  be  implement- 
ed by  private  payors  and  that  the 
Board  of  Trustees  report  back  to 
the  House  on  this  topic  in  De- 
cember 1993. 

In  other  actions,  the  delegates: 

• Called  on  AMA  to  endorse  and 
promote  the  health  individual  re- 
tirement account  (IRA)  as  one 
means  for  assuring  patients  free- 
dom of  choice  in  health  insur- 
ance. 

• Asked  AMA  to  call  for  the  disso- 
lution of  the  National  Practition- 
er Data  Bank. 

• Amended  the  AMA  bylaws  to 
prohibit  discrimination  by  the  as- 
sociation or  its  constituent  associ- 
ations on  the  basis  of  sexual 
orientation. 

• Supported  comprehensive  educa- 
tion in  both  human  sexuality  and 
family  life  in  secondary  schools. 

• Directed  AMA  to  encourage 
Congress  and  the  president  to 
eliminate  product  liability  from 
children’s  vaccines. 

• Adopted  a statement  asking  the 
Health  Care  Financing  Adminis- 
tration and  other  third-party  pay- 


First  Lady  Hillary  Rodham  Clinton  addressed 
the  opening  session  of  the  American  Medical 
Association  House  of  Delegates  in  Chicago  in 
June.  She  spoke  of  “a  new  bargain”  with 
physicians  in  which  the  White  House  might  re- 
lax CLIA  regulations,  support  malpractice  re- 
forms, and  reduce  the  “hassle  factor”  if  physi- 
cians would  support  President  Clinton’s 
health-system  reform.  She  did  not,  however, 
discuss  controversial  items  such  as  price  con- 
trols, payroll  taxes,  or  other  possible  financing 
mechanisms,  nor  did  she  furnish  any  details  as 
to  the  scope  of  medical  liability  reforms. 

ors  to  cover  costs  to  patients  en- 
tered in  any  clinical  trial  of  can- 
cer therapy  at  any  phase  of  thera- 
peutic development  when  trials 
meet  stipulated  criteria. 

• Approved  a $20  increase  in  AMA 
dues  for  1994. 

• Directed  AMA  to  work  with  the 
Joint  Commission  on  Accredita- 
tion of  Healthcare  Organizations 
to  exclude  economic  credential- 
ing  from  the  appointment  and 
reappointment  process  to  the 
medical  staff  as  a standard  for 
accreditation. 

Delegates  act  on  Texas  resolutions 

Texas  carried  10  resolutions  to  the 
AMA  House.  Six  were  adopted  in 
full  or  their  intent  was  included  in 
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other  policies.  In  addition  to  the  ac- 
tion on  the  CLIA  resolution,  actions 
taken  based  on  or  similar  to  Texas 
resolutions  are: 

• Any  change  in  the  health-care  de- 
livery system  passed  by  Congress 
and  signed  by  the  president 
should  apply  to  all  civilian  federal 
government  employees,  including 
Congress  and  the  administration. 

• AMA  opposes  efforts  to  mandate 
or  impose  enterprise  liability  un- 
til demonstration  projects  are 
completed. 

• AMA  will  seek  federal  legislation 
requiring  the  Employee  Retire- 
ment Income  Security  Act  of 
1974  to  make  self-insured  plans 
subject  to  state  regulation. 

• AMA  will  urge  its  leaders  and 
members  to  use  “our”  or  “my” 
to  describe  AMA  actions,  poli- 
cies, and  positions  whenever 
possible.  A similar  resolution  was 
passed  by  the  TMA  House  of 
Delegates  in  May. 

• AMA,  assisted  by  the  American 
Hospital  Association  (AHA),  will 
inform  physicians  of  the  actual 
costs  of  hospital  services  they  or- 
der for  patients  and  will  form  a 
coalition  with  AHA  and  third- 
party  payors  to  enable  physicians 
and  patients  to  make  cost-effec- 
tive choices  for  quality  medical 
services. 

The  Texas  resolutions  referred  to 
the  AMA  Board  of  Trustees  for  con- 
sideration concerned  TMA  principles 
on  health-system  reform  and  managed 
care,  the  need  for  AMA  to  continue  to 
build  consensus  with  all  physician 
groups,  and  the  need  for  development 
of  Current  Procedural  Terminology 
modifiers  to  designate  medical  and 
surgical  interventions  provided  under 
emergency  circumstances. 


‘The  eyes  of  patients 
are  upon  you’ 

When  Joseph  T.  Painter, 
MD,  Houston,  stepped  to 
the  podium  to  take  the  oath 
of  office  in  June  as  the  148th  presi- 
dent of  the  American  Medical  Asso- 
ciation, he  brought  a lot  of  brass 
with  him. 

The  30  or  so  members  of  The 
University  of  Texas  Tonghorn  Band 
who  took  part  in  Dr  Painter’s  inau- 
guration in  Chicago  contributed 
more  than  fun  to  the  pomp  and  cir- 
cumstance. Taking  his  cue  from 
UT’s  well-known  anthem,  the  vice 
president  for  health  policy  at  M.D. 
Anderson  Cancer  Center  titled  his 
address  “The  eyes  of  patients  are 
upon  you.” 


Emphasis  on  the  patient-physi- 
cian relationship  as  one  of  three 
“constants  of  medicine”  (along  with 
scientific  excellence  and  problem- 
solving skills)  comes  naturally  to  Dr 
Painter,  an  internist  and  highly  re- 
spected authority  on  cancer  control. 

“The  patient-physician  relation- 
ship is  the  ethical  cornerstone  of 
professionalism,  the  essence  of  prac- 
tice, the  heart  of  care,”  he  said.  “It’s 
a covenant  in  which  both  patient 
and  physician  have  rights  — and 
responsibilities.  And  it’s  the  single 
point  where  the  public  sees  the  full 
value  of  medicine  most  clearly  and 
most  personally.” 

But  he  readily  acknowledges  that 
the  public  doesn’t  always  seem  to 
appreciate  the  fact  that  medical  care 
today  is  a much  better  value  than  it 
used  to  be. 


Texas  physicians  well  represented  at  AMA 

JOSEPH  T.  Painter,  MD,  Houston,  was  inaugurated  as  AMA  presi- 
dent during  the  AMA  House  of  Delegates  meeting  in  June.  His  term  con- 
tinues until  June  1994,  when  he  will  be  succeeded  by  Robert  E.  McAfee, 
MD,  Maine,  who  was  chosen  president-elect. 

Texas  physicians  elected  to  leadership  roles  within  the  AMA  include  TMA 
President  Robert  M.  Tenery,  Jr,  MD,  Dallas,  who  was  elected  to  the  Council 
on  Ethical  and  Judicial  Affairs.  Nancy  W.  Dickeyv  MD,  Richmond,  serving 
her  second  term  on  the  AMA  Board  of  Trustees,  was  elected  secretary-trea- 
surer of  the  board.  Appointed  to  the  medical  student  position,  on  the  Board 
of  Trustees  was  David  Cockrum,  Amarillo,  a Texas  Tech  University  School  of 
Medicine  student. 

Also  elected  were  Jack  T.  Chisolm,  MD,  Dallas,  to  a third  term  on  the 
Council  on  Constitution  and  Bylaws;  John  P.  Howe  III,  MD,  San  Antonio,  to 
the  Council  on  Scientific  Affairs;  and  Thomas  S.  Harle,  MD,  Houston,  to  the 
Council  on  Medical  Education.  Merle  W.  Delmer,  MD,  San  Antonio,  serving 
on  the  Council  on  Legislation,  was  elected  as  its  chairman. 

Three  Texas  delegation  members  served  on  reference  committees:  Hugh 
Lamensdorf,  MD,  Fort  Worth,  chaired  the  Reference  Committee  on  Health 
Care  Data/Systems;  Dick  K.  Cason,  MD,  Hillsboro,  served  on  the  Reference 
Committee  on  Medical  Service;  and  alternate  delegate  Carolyn  A.  Evans, 
MD,  Dallas,  served  on  the  Reference  Committee  on  Amendments  to  Consti- 
tution and  Bylaws. 
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American  people  want  the  best 
medical  care  in  the  world,  he  says. 
“It’s  what  they  expect  — even  to  the 
point  of  taking  its  value  for  grant- 
ed.” Protecting  the  quality  of  the 
American  health  system  and  ensur- 
ing that  it  continues  to  put  the  pa- 
tient in  first  place  are  important 
mottos  for  Dr  Painter  in  this  year  of 
reform. 

He  brings  to  the  negotiating  table 
a long  history  of  grappling  with  the 
“big  picture.”  Described  by  one  col- 
league as  “a  thinker  who  likes  to 
deal  in  the  macros,”  Dr  Painter 
credits  his  medical  training  with  giv- 
ing him  the  skill  to  solve  both  clini- 
cal and  nonclinical  problems. 

He  points  out  that  taking  a 
difficult  or  complex  problem,  sort- 
ing it  out,  analyzing  it,  and  then  dis- 
tilling it  into  the  correct  diagnosis  is 
a skill  that  all  physicians  learn,  prac- 
tice, and  perfect.  “It  is  an  approach 
to  solving  clinical  problems  that 
translates  into  our  work  as  medical 
leaders,”  he  said. 

But  he  knows  that  few  physicians 
have  time  to  concentrate  on  solving 
national  problems.  In  an  interview 
with  Texas  Medicine  prior  to  taking 
office,  Dr  Painter  said,  “One  of  the 
things  I find  as  I travel  around  the 
country  is  that  most  physicians  tend 
to  deal  only  with  today.  They  get  up 
in  the  morning,  make  rounds,  go  to 
the  operating  room  or  to  their  office, 
see  people  all  day,  answer  phones  in 
their  spare  time,  go  back  to  the  hos- 
pital and  make  rounds,  get  home 
late,  and  still  have  to  make  a few 
phone  calls  — and  then  they  start  all 
over  again  the  next  day. 

“It  is  very  hard  for  the  average 
person  to  look  up  at  the  horizon  and 
see  what  is  coming  until  it  actually 
impacts  them,”  he  said. 

Consequently,  educating  Ameri- 
can physicians  immediately  and  fully 
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about  the  potential  impact  of 
any  health-system  reform  pro- 
posal is  critical.  Physicians  are 
the  key,  he  says,  to  making 
sure  that  health-system  reform 
works.  “It’s  up  to  us  to  help 
teach  Washington  and  the 
American  people  to  apply  ra- 
tional, step-by-step  problem- 
solving skills  to  achieve  real 
solutions  for  health-system  re- 
form,” he  said. 

Long  active  in  organized 
medicine.  Dr  Painter  was  first 
elected  to  the  AMA  Board  of 
Trustees  in  1984  following  13 
years  of  service  in  the  AMA 
House  of  Delegates.  He  be- 
came chairman  of  the  board  in 
1990.  He  is  a former  member 
of  the  Texas  Medical  Associa- 
tion Board  of  Trustees. 

A past  president  of  the  American 
Society  of  Internal  Medicine,  he  is  a 
delegate  to  the  World  Medical  As- 
sociation and  former  AMA  com- 
missioner to  the  Joint  Commission 
on  Accreditation  of  Healthcare 
Organizations. 

An  Austin  native,  he  graduated 
from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston  in  1949,  af- 
ter which  he  served  his  internship 
and  residency  in  internal  medicine  at 
the  Hospital  of  the  University  of 
Pennsylvania.  He  is  a diplomate  of 
the  American  Board  of  Internal 
Medicine  and  a fellow  of  the  Ameri- 
can College  of  Physicians. 

Equally  at  home  with  clinical 
medicine  and  administration,  Dr 
Painter  is  described  by  many  as  a 
statesman  with  a vision  for 
medicine’s  future. 

He  believes  strongly  in  strategic 
planning  and  in  taking  the  long 
view.  “I  think  that’s  how  you  get  the 
job  done,”  he  said.  “If  you’re  going 
to  lead,  you  must  be  out  in  front  in 
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In  his  inaugural  address  as  the  148th  president 
of  the  American  Medical  Association,  Joseph 
T.  Painter,  MD,  Houston,  stressed  the  impor- 
tance of  the  patient-physician  relationship. 

terms  of  knowing  what’s  coming.  If 
you  look  5 years  down  the  road, 
things  are  obviously  very  fuzzy,  but 
you  can  see  some  broad  outlines 
that  will  help  you  get  a sense  of 
where  you  need  to  go  so  you  can 
plan  rather  that  react.” 

His  message  to  physicians,  many 
of  whom  are  peering  anxiously  into 
a future  of  changes  for  medicine,  is 
straightforward:  “Members  and 
nonmembers  alike,  we  must  make 
our  views  about  what  is  needed  for 
health-system  reform  known  to 
Congress.  1 ask  all  AMA  members 
to  take  their  colleagues  who  are 
nonmembers  by  the  lapels,  look 
them  in  the  eyes,  and  say,  ’The  fu- 
ture of  your  profession  is  at  stake. 
You  need  to  |oin  and  support  the 
profession  to  make  sure  that  pa- 
tients can  receive  the  care  they  need 
within  a reformed  system.’” 
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Upfront 


Doctors’  ethical 
dilemmas  explored  in 
First,  Do  No  Harm 

By  Beth  Graddy 

Assistant  Editor 


##Bt  was  standing  room 
I only  in  room  3485  the  day 
I the  committee  voted  to  let 
Patrick  die.” 

So  begins  chapter  1 of  First,  Do 
No  Harm,  and  author  Lisa  Belkin 
never  backs  off  from  her  riveting  ex- 
amination of  life-and-death  choices 
made  during  one  summer  at  Hous- 
ton’s Hermann  Hospital.  With  the 
pacing  of  a thriller,  the  book  chroni- 
cles the  workings  of  the  hospital’s 
ethics  committee  and  the  lives  of  pa- 
tients profoundly  affected  by  it. 

First,  Do  No  Harm,  which  was 
published  in  1993  by  Simon  & 
Schuster  and  has  been  optioned  for 
a Robert  Redford  movie,  grew  out 
of  Ms  Belkin’s  Houston-based  re- 
porting on  Texas,  Louisiana,  Okla- 
homa, and  Arkansas  for  The  New 
York  Times.  “If  you  cover  Houston, 
you  can’t  help  but  cover  medicine,” 
she  explained,  adding  that  being 
married  to  a physician  intensified 
her  interest.  “I  was  real  aware  of 
what  was  going  on  there  and  had  an 
awful  lot  of  dinner-table  conversa- 
tions with  either  sources  or  my  hus- 
band and  his  colleagues  about  the 
kinds  of  questions  they  had  to  an- 
swer every  day.” 

Ms  Belkin  wondered  how  deci- 
sions were  made  about  who  dies  and 
when,  and  she  wanted  to  know  who 
ultimately  took  responsibility  for 
those  decisions.  “That  led  me  to  the 
ethics  committee,  and  I talked  to 
people  who  ran  the  committees  at 
various  hospitals.” 
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Article  idea  grows  into  book 

Three  years  later,  what  had  begun  as 
a newspaper  article  idea  had  grown 
into  a book,  whose  main  characters 
included  Hermann  Hospital’s  staff 
and  patients.  The  book  narrates  the 
cases  of  Patrick,  struggling  since 
birth  with  Hirschsprung’s  disease 
and  one  surgery  after  another;  Ar- 
mando, paralyzed  but  refusing  to 
give  up  life;  Taylor  and  Jake,  twins 
born  13  weeks  premature  with  only 
the  most  tenuous  grips  on  their  new 
world;  and  Landon,  whose  severe 
spina  bifida  forces  his  parents  to 
choose  whether  to  authorize  lifesav- 
ing surgery. 

In  describing  the  choices  of  pa- 
tients, their  families,  and  their  physi- 
cians, Ms  Belkin  examines  a fairly 
new  factor  introduced  into  the  life- 
and-death  equation:  the  question  of 
when  a life  is  worth  the  dollars  re- 
quired to  prolong  it. 

Not  surprisingly,  some  doctors 
and  administrators  had  reservations 
about  opening  themselves  up  to  a re- 
porter, but  said  Ms  Belkin’s  manner 
allayed  their  fears. 

“Like  most  of  us,  I was  very  wary 
when  I first  heard  of  this  person’s  in- 
terest in  doing  the  book.  Very  wary,” 
recalled  Lin  Weeks,  PhD,  who 
chaired  the  Hermann  Hospital  ethics 
committee.  “We  took  some  time  and 
made  certain  that  there  was  a pro- 
cess, which  included  the  Board  of 
Trustees,  in  making  the  decision 
about  inviting  Lisa  into  Hermann, 
and  openly,  if  we  did.  It  was  quite 
risky.  I felt  comfortable  when  I got  to 
know  Lisa.  I liked  the  fact  that  she 
has  a physician  in  the  family.  She 
lives  with  someone  who  lives  with 
these  kinds  of  issues.” 

Javier  Aceves,  MD,  whose  pa- 
tient, Patrick  Dismuke,  presented 
the  ethics  committee  with  one  of  its 
most  heart-wrenching  choices,  be- 
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Author  Lisa  Belkin 


lieves  the  book  reflects  issues  doc- 
tors and  society  as  a whole  must 
face.  He  added,  “It  was  very  strange 
to  read  my  name  in  a book,  being  a 
character  in  a book.” 

Not  all  doctors  comfortable 
with  dramatization 

The  journalistic  style  employed  by 
Ms  Belkin  seemed  to  surprise  and 
discomfit  some  doctors,  who  would 
have  preferred  a more  clinical  ap- 
proach. Sharon  Crandell,  MD,  a 
neonatologist  confronted  in  the 
book  with  a couple’s  decision  to  al- 
low their  premature  daughter  to  die, 
said  she  had  expected  something 
“more  erudite.” 

Concentrating  on  the  emotional 
aspect,  Dr  Crandell  said,  glossed 
over  the  doctors’  predicaments. 
“The  impression  was  that  we  had 
more  latitude  than  we  did,”  she 
said.  “I  would  very  much  like  for 
the  public  to  understand  that  the  le- 
gal framework  has  really  hampered 
certain  things,  particularly  with  re- 
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gard  ro  withdrawing  support  or  lim- 
iting support  when  the  prognosis  is 
hopeless.” 

Dr  Weeks  had  done  a dissertation 
on  the  same  subject.  “In  a doctoral 
program,”  she  explained,  “you 
come  at  it  from  a very  academic, 
very  scholarly  viewpoint,  and  many 
of  the  committee  members  are 
trained  in  those  kinds  of  areas,  so 
we  were  surprised  at  the  journalistic 
style.”  But,  she  added,  “This  kind  of 
issue  is  best  — probably  — de- 
scribed by  someone  who  is  really 
not  a [medical]  professional,  who 
can  take  the  real  meat  of  it  and  put 
it  in  a very  personal  style.”  ★ 


TMA  conference  on  September  11 
to  explore  impact  of  health-system  reform 

Expect  informative  and  lively 
discussions  at  the  Texas  Medical  Asso- 
ciation’s Fall  Leadership  Conference  on 
Saturday,  September  1 1,  in  Austin.  The 
theme  is  “Health-System  Reform:  Assessing 
the  Impact,”  and  Joseph  T.  Painter,  MD,  of 
Houston,  newly  installed  president  of  the 
American  Medical  Association,  will  be  a fea- 
tured speaker. 

The  conference  will  explore  how  reform 
will  affect  areas  of  medicine  such  as  medical 
education  and  access,  public  health,  science, 
communication  and  membership,  economics, 
and  legislation.  Speakers  will  include  national 
and  state  experts  in  the  reform  arena. 

A preconference  “Dawn  Duster”  program 
on  evaluating  managed  care  contracts  is  set 
for  7:45  to  9:15  am.  The  general  session  is 
scheduled  for  9:30  am  to  12:30  pm,  followed 
by  a luncheon  hosted  by  the  Texas  Medical  Liability  Trust  (TMLT).  The  con- 
ference and  luncheon  are  open  and  free  to  all  TMA  members  and  association 
guests.  Registration  for  nonmember  physicians  is  $100. 

TMA’s  1994  Planning  Meeting  for  association  leaders  will  directly  follow 
the  conference.  The  association’s  boards,  councils,  and  committees  will  meet 
during  the  weekend  to  set  priorities  and  develop  plans  for  the  coming  year. 

Conference  participants  also  may  attend  a risk  management  seminar  from 
2-5  pm  titled  “Your  Burden  of  Proof:  Avoiding  Expensive  Failure  to  Diag- 
nose Claims.”  Cost  for  the  seminar  is  $75  for  TMA  members,  $150  for  non- 
members. The  seminar  may  be  supplemented  with  a 12-hour  independent 
study  program  designed  to  qualify  physicians  for  discounted  rates  on  liability 
insurance.  Cost  for  the  complete  15-hour  program  is  $185  for  TMA  mem- 
bers, $135  for  TMLT-insured  physicians,  and  $285  for  nonmembers. 

Preregistration  for  the  leadership  conference  is  suggested  but  not  required. 
For  registration  information,  call  the  TMA  special  services  office  at  (800) 
880-1300  or  (512)  370-1346.  To  register  for  the  risk  management  seminar, 
call  Kathleen  Threadgill,  TMA  practice  management  services,  at  (800)  880- 
1300  or  (512)  370-1411. 


Texas  Medical  Association 

Leadership 

Conference 

Health-System  Reform: 
Assessing  the  Impact 


Fall  1993 


Stouffer  Austin  Hotel 
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We  don’t  write 
Cinderella  stories. 


Today’s  health  care  business 
climate  has  become  so  diverse  and 
technical  that  many  physicians  find 
it  no  longer  possible  to  conduct  all 
aspects  of  their  practice  without 
the  aid  and  assistance  of  profes- 
sionals. Keeping  up  with  govern- 
ment regulations,  reporting 
requirements,  insurance  reimburse- 
ments, coiporate  as  well  as  individ- 
ual tax  planning  can  take  away 
many  hours  from  a physician’s 
primary  practice  responsibility: 
his  patients. 

We  believe  these  complicated 
economic  times  demand  the  inde- 
pendent opinions  and  financial 
expertise  of  certified  public 
accountants  with  specific  training 
and  experience  in  health 
care  issues. 

Accountants  understand  the 
financial  realities  of  the  practice  of 
medicine.  Just  as  eveiy  surgeon 
isn’t  qualified  to  operate  on  every 
part  of  the  body,  every  accountant 


isn’t  skilled  in  the  details  of  eveiy 
profession.  We  are. 

Our  firm  is  locally  owned  Our 
clients  receive  our  personal  atten- 
tion. We  are  a team  of  men  and 
women  acknowledged  as  profes- 
sionals having  met  rigorous 
educational  and  testing  stan- 
dards. State  laws  recognize  that 
only  certified  public  accountants 
are  qualified  to  perform  a full 
range  of  accounting  services.  We 
are  the  only  CPA  firm  endorsed  by 
the  Texas  Medical  Association. 

We  provide  a full  range  of 
services:  CPT  coding  assistance, 
Medicare  compliance,  tax  and 
estate  planning  for  physicians, 
insurance  reimbursement  issues, 
analysis  of  managed  care  contracts, 
practice  evaluations,  analysis  of  fee 
schedules,  work  flow  studies,  prac- 
tice valuations,  systems  analysis 
and  financial  procedures,  cash 
flow  and  cost  control. 

Only  a recognized  team  of 
health  care  certified  public  accoun- 
tants give  you  all  these  services. 

We  don’t  write  Cinderella 
stories.  We  emphasize  planning. 
We  emphasize  structuring.  We 
emphasize  understanding. 

And  if  a physician  feels  like 
things  have  turned  out  with  a 
Cinderella  ending,  it  just  means  we 
have  given  what  a team  of  certified 
public  accountants  and  health  care 
consultants  can  give. 


Pictured  from  left:  Reed  Tinsley, 

Laura  Stephens,  Mickey  O’Neal,  Jim  Haskins, 
Charlie  Haynes,  Tom  McGuinness 


Haynes  O’neal 

CERTIFIED  PUBLIC  ACCOUNTANTS 
& MANAGEMENT  CONSULTANTS 

HOUSTON,  TX  (713)  993*0847  • DALLAS/FT,  WORTH,  TX  (817)  545*1300  • AUSTIN,  TX  (512)  469-3569 


Join 

The  AMA. 

“The  AMA  has  never 
lost  sight  of  what  I think 
its  primary  goal  is:  to 
improve  the  public  health. 
And  the  AMA  has  played  a 
leading  role  in  issues  such 
as  smoking  and  drug  abuse.” 

Join  Dr.  Charles  H. 
Epps,  Jr.,  Dean  of  Howard 
University  College  of 
Medicine,  in  the  American 
Medical  Association.  Call 
this  toll-free  number  now. 


1-800-AMA-3211 


Medical 

Association 
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NEWSMAKERS 


Austin  family  practitioner  Ruth  M. 
Bain,  MD,  and  Houston  internist  L. 
Rodney  Rodgers,  MD,  each  received 
the  Ashhel  Smith  Distinguished 
Alumni  Award,  the  highest  alumni 
award  presented  by  the  School  of 
Medicine  of  The  University  of 
Texas  Medical  Branch  at  Galveston. 
Dr  Bain  is  a past  president  of  the 
Texas  Medical  Association.  Dr 
Rodgers  is  a TMA  delegate  to  the 
American  Medical  Association. 


Dale  B.  Brannom,  MD 


Dale  B.  Brannom,  MD,  Abilene,  was  in- 
stalled as  president  of  the  Texas  Ra- 
diological Society.  Other  officers  are 
Stewart  R.  Reuter,  MD,  San  Antonio, 
president-elect;  Helen  C.  Redman,  MD, 
Dallas,  first  vice  president;  Robert  R. 
Burns,  MD,  Dallas,  second  vice  presi- 
dent; Ted  L.  Carelock,  MD,  Dallas,  sec- 
retary; and  Charles  W.  Yates,  Jr,  MD, 
Houston,  treasurer. 

Guy  L.  Clifton,  MD,  was  named  chair- 
man of  the  recently  established  de- 
partment of  neurosurgery  and  Jeffrey 
D.  Reuben,  MD,  was  named  chairman 
of  the  newly  created  department  of 
orthopaedic  surgery  at  The  University 
of  Texas  Medical  School  at  Houston. 


David  S.  Cockrum,  a fourth-year  medi- 
cal student  at  Texas  Tech  University 
School  of  Medicine  in  Lubbock,  was 
appointed  the  1993-1994  student 
representative  to  the  AMA  Board  of 
Trustees. 

Susan  Daniel,  MD,  Rosenberg,  received 
the  1993  Exemplary  Psychiatrist 
Award  from  the  National  Alliance 
for  the  Mentally  III. 

W.  Tom  Fogarty,  MD,  Garland,  was  elect- 
ed secretary/treasurer  of  the  Texas  Oc- 
cupational Medical  Association. 

Charles  A.  Garcia,  MD,  is  the  first  hold- 
er of  the  Bernice  Weingarten  Distin- 
guished Professorship  in  Ophthal- 
mology at  The  University  of  Texas 
Medical  School  at  Houston. 


Kalpalatha  Guntupalli,  MD 


Kalpalatha  Guntupalli,  MD,  a pulmonary 
specialist  in  Houston,  received  the 

1992  Humanitarian  Award  from  The 
American  Lung  Association,  San 
Jacinto  Chapter.  She  also  received  the 

1993  Award  of  Excellence  from  the 
Indian  Chest  Society,  New  Delhi. 

Houston  internist  Carlos  Hamilton, 
MD,  received  the  Silver  Antelope 
Award  from  the  Boy  Scouts  of 
America. 


The  Texas  Early  Childhood  Inter- 
vention Program  honored  Houston 
pediatrician  Marta  Lifschitz,  MD,  for 
her  research  and  clinical  efforts  on 
behalf  of  Texas  children. 


- 
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Joseph  A.  Lucci,  Jr,  MD 

Joseph  A.  Lucci,  Jr,  MD,  a Houston  ob- 
stetrician/gynecologist, was  appoint- 
ed to  the  executive  committee  of  the 
International  Federation  of  Catholic 
Medical  Associations. 


Laurance  N.  Nickey,  MD 


Pediatrician  Laurance  N.  Nickey,  MD, 

was  named  El  Paso  Physician  of  the 
Year  by  the  Southwest  Association 
of  Hispanic  American  Physicians.  Dr 
Nickey,  chairman  of  the  TMA 
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Council  on  Public  Health,  is  director 
of  the  El  Paso  City-County  Health 
and  Environmental  District. 


Alexander  Peralta,  Jr,  MD 


Internist  Alexander  Peralta,  Jr,  MD, 

Duncanville,  was  elected  to  the 
board  of  directors  of  the  Interna- 
tional Hospice  Institute. 

R.  Janies  Valentine,  MD,  Dallas,  re- 
ceived the  President’s  Award  from 
the  Southern  Association  of  Vascu- 
lar Surgery  for  presentation  of  his 
manuscript,  “The  Coronary  Risk  of 
Unsuspected  Renal  Artery  Stenosis.” 

Mesquite  pulmonologist  Pedro  Zeval- 
los,  MD,  received  the  Quality  Circle 
Award  from  the  Greater  Dallas  His- 
panic Chamber  of  Commerce. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are  TMA  membership ; election  or  ap- 
pointment to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  per- 
mitting, recognition  at  the  local  level.  Items 
for  the  Newsmakers  section  are  published  at 
the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possi- 
ble, to  People,  Texas  Medicine,  401  W 15th 
St,  Austin,  TX  78701. 


DEATHS 


Enrique  Algarra,  MD,  53;  El  Paso;  Na- 
tional University,  Bogata-Columbia, 
1963;  died  May  6,  1993. 

T.W.  Carpenter,  Jr,  MD,  54;  Paris;  The 
University  of  Texas  Southwestern 
Medical  School,  1964;  died  May  1, 
1993. 

Reed  Collins,  MD,  63;  Midland;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1956;  died  April  14, 
1993. 

Nathan  Cotlar,  MD,  76;  Houston; 
Louisiana  State  University  Medical 
Center,  1941;  died  May  15,  1993. 

Yvonne  Edith  Johnson,  MD,  45;  Hous- 
ton; University  of  Maryland,  1974; 
died  March  17,  1993. 

Charles  L.  Ladwig,  MD,  61;  Houston; 
West  Virginia  University  College  of 
Medicine,  1962;  died  April  29, 
1993. 

Per  H.  Langsjoen,  MD,  71;  Temple; 
University  of  Minnesota  Medical 
School-Minneapolis,  1951;  died 
May  9,  1993. 

Jose  Daniel  Mdalel,  MD,  65;  Sugar 
Land;  Buenos  Aires  Medical  School, 
1956;  died  May  19,  1993. 

Pauline  A.  Miller,  MD,  85;  Lubbock; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1933;  died 
May  3,  1993. 

Ross  W.  Rissler,  MD,  79;  Redlands, 
Calif;  Indiana  University  School  of 
Medicine,  1938;  died  April  15, 
1993. 


John  F.  Thomas,  MD,  77;  Horseshoe 
Bay;  University  of  Pennsylvania, 
1940;  died  April  26,  1993. 

Sam  Alexander  Vickers,  MD,  59; 

Texarkana;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1959; 
died  April  14,  1993. 
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Precious 

Life 

Not  too  many  years 
ago,  this  nurse  was  a 
patient  at  St.  Jude 
Children’s  Research 
Hospital.  She  fought  a 
tough  battle  with  child- 
hood cancer.  And  won. 

Now  married  and 
with  a child  other  own, 
she  has  returned  to  St. 
Jude  Hospital  to  care 
for  cancer-stricken 
children. 

Until  every  child  can 
be  saved,  our  scientists 
and  doctors  must  con- 
tinue their  research  in  a 
race  against  time. 

To  find  out  more, 
write  St.  Jude  Hospital, 
P.O.  Box  3704,  Mem- 
phis, TN  38103,  or  call 
1-800-877-5833. 

'W  * ST.  JUDE  CHILDREN’S 
Ji  r RESEARCH  HOSPITAL 

H#  Danny  Thomas,  Founder 


i BUREAU  CHIEF 

$ COMMUNITY  ORIENTED  PRIMARY  CARE 


The  Texas  Department  of  Health  is  actively  recruiting  for  an  executive  to  lead  and 
direct  the  Bureau  of  Community  Oriented  Primary  Care  (COPC).  Areas  of  responsibility 
include  planning,  implementation  and  oversight  of  both  federally  and  state  funded 
COPC  Health  policy,  development  of  infrastructure  in  the  public,  private,  and 
academic  sectors  and  supervision  of  funding  utilization.  The  bureau  is  the  principal 
focus  in  Texas  for  COPC. 

The  position  requires  a degree  in  medicine  or  a graduate  degree  in  nursing  plus  five 
years  of  clinical  care  experience.  Requires  license  to  practice  as  a physician  or 
registered  nurse  in  Texas.  Prefer  clinical  practice  in  a primary  care  field  serving  indigent 
and/or  underserved  patients.  Prefer  five  years  managerial  experience  in  a relevant 
health  care  field. 

Headquartered  in  the  beautiful  capital  city  of  Austin,  located  on  the  banks  of  the 
Colorado  River  in  the  midst  of  the  scenic  hill  country.  Widely  known  for  its  diverse  music 
community,  cultural  events,  and  institutions  of  higher  education,  Austin  provides  an 
excellent  quality  of  life.  Benefits  include  Vacation,  Sick  Leave,  Deferred  Compensation 
and  401 K Plan,  Retirement  Plan,  Contributing  Life  and  Health,  and  Dental  Coverage 
available. 

Salary  commensurate  with  experience. 

Applications  accepted  through  5:00  P.M.,  August  31 , 1993. 

Posting  # 93-TDH-1037  must  be  included  on  application. 

For  further  information  and  application  process,  contact: 

Beverly  Koops,  M.D. 

Associate  Commissioner,  Family  Health  Services 
(512)458-7321 

TEXAS  DEPARTMENT  OF  HEALTH 
1100  W.  49th  Street  * Austin,  TX  78756 

TDH  is  an  Equal  Opportunity /American's  With  Disabilities  Employer 


ra  world-class  operation, 
iidency  blues. " 


A GREAT  WAY  TO  SERVE 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  otters  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin,  TX  78743-6002 

AIR  FORCE  RESERVE 
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Private  physicians 
are  a vital  link  in 
vaccination  program 

The  last  thing  most 
physicians  want  to  do  is  fill  out 
another  form,  only  to  receive 
inadequate  reimbursement  for  treat- 
ment or  discover  another  patient  has 
been  lost  in  the  bureaucratic  maze. 

The  Texas  Department  of  Health 
(TDH)  is  seeking  help  and  ideas 
from  Texas  physicians  to  avoid  the 
hassles  sometimes  associated  with 
government-sponsored  programs  as 
it  prepares  to  launch  a massive  ef- 
fort approved  by  the  73rd  Legisla- 
ture to  immunize  every  child  in  the 
state  against  vaccine-preventable 
diseases.  (See  Texas  Medicine , June 
1993,  pp  40-41.) 

Although  private  physicians  are  not 
required  to  participate,  they  are  con- 
sidered a vital  link  in  making  sure  the 
immunization  program  is  a success. 
“Our  number  one  priority  is  immuniz- 
ing children,”  said  Diane  M.  Simpson, 
MD,  PhD,  associate  commissioner  for 
disease  prevention  at  TDH.  “We  are 
committed  to  change.” 

The  state  will  provide  free  vac- 
cine and  a per-dose  payment  to 
physicians  who  participate  in  the 
program.  In  exchange,  physicians 
will  be  required  to  provide  TDH 
with  information  about  patients 
who  are  vaccinated  for  a statewide 
immunization  tracking  system. 

Dr  Simpson  and  other  health  de- 
partment physicians  met  this  summer 
with  representatives  from  the  Texas 
Medical  Association,  the  Texas  Pedi- 
atric Society,  and  the  Texas  Academy 
of  Family  Physicians  (TAFP)  to  devel- 
op a program  that  is  beneficial  to  pa- 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
Health  section  of  Texas  Medicine. 


A statewide  immunization 
program  will  provide  free 
vaccine  and  per-dosage  reim- 
bursement to  participating 
Texas  physicians. 


tients  as  well  as  pri- 
vate physicians  and 
public  health  clinics. 

Representing  TMA 
on  the  Physician  Im- 
munization Advisory 
Committee  are  John 
R.  Asbury,  MD;  John 
Menchaca,  MD;  and 
Larry  Patton,  MD. 

Also  serving  on  the 
committee  are  Henry  Boehm,  MD; 
Pedro  Castaneda,  Jr,  MD;  Lynn  Den- 
ton, TDH  immunization  strategic  co- 
ordinator; Beverly  Koops,  MD;  Patti 
J.  Patterson,  MD;  P.  Clift  Price,  MD; 
Dave  Reynolds,  TAFP  legislative 
aide;  and  Charles  Tubbs,  MD. 

Committee  members  and  TDH 
officials  are  asking  physicians  to 
share  their  views  on  how  to  dis- 
tribute vaccine,  reimburse  physicians, 


and  develop  a statewide  tracking  sys- 
tem. (See  box  on  facing  page.)  The 
program  will  start  up  later  this  year. 

Dr  Simpson  notes  that  TDH  is  not 
seeking  to  turn  private  practices  into 
immunization  clinics  with  this  initia- 
tive. However,  TDH  is  hoping  to  en- 
courage physicians  to  provide  immu- 
nizations to  their  own  patients  who 
previously  got  vaccinations  at  public 
health  clinics  rather  than  private 


A glimpse  at  the  program’s  benefits 
for  private  physicians 

Although  private  physicians  are  not  required  to  participate  in 
the  statewide  child  immunization  program,  here  are  a few  of  the 
benefits  for  those  who  do: 

• Participating  physicians  will  receive  free  vaccines  for  measles,  mumps  and 
rubella  (MMR);  diphtheria,  tetanus,  and  pertussis  (DTP);  poliomyelitis, 
Haemophilus  influenzae  type  b (Hib);  and  hepatitis  B. 

• Physicians  will  be  reimbursed  by  the  state  for  each  dosage  of  vaccine  ad- 
ministered. 

• Physicians  will  not  be  liable  or  responsible  for  not  immunizing  children 
because  of  failure  or  refusal  of  parents  or  guardians  to  provide  consent 
for  vaccination. 
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Public  Health 


TMA  and  TDH  seek 
physician  input 

The  Texas  Medical  Asso- 
ciation’s Physician  Immu- 
nization Advisory  Committee 
and  the  Texas  Department  of 
Health  (TDH)  are  seeking  input 
from  physicians  on  the  statewide 
[child  immunization  program  sched- 
uled to  begin  in  late  1993. 

Specific  areas  of  concern  include: 


• Immunization  tracking  system. 

What  format  would  be  most 
convenient  and  cost-effective  for 
physicians  to  provide  patient  in- 
formation to  TDH? 

• Vaccine  distribution. 

Should  free  vaccine  be  delivered 
directly  to  physicians’  offices  or 
distributed  on-site  at  state  public 
health  clinics? 

• Physician  reimbursement. 

What  is  a fair  per-dosage  reim- 
bursement — $3,  $5,  or  more? 

Responses  and  comments  should 
be  sent  to  Laura  J.  Albrecht,  asso- 
ciate editor,  Texas  Medicine , 401  W 
15th  St,  Austin,  TX  78701,  or  fax 
(512)  370-1632. 


offices  because  of  the  high  cost  of 
vaccines.  Dr  Simpson  says  this  will 
relieve  part  of  the  expected  increased 
demand  on  public  clinics,  which  will 
likely  extend  their  operating  hours  to 
weekends  and  evenings. 

Alfred  Gilchrist,  TMA’s  director 
of  legislative  affairs,  sees  the  effort 
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Minimum  state  vaccine  requirements  for  Texas  children. 

(Revised  March  1992.) 


Age  Vaccine  Requirement 


Younger  than  2 months  • None 


2-3  months 


4-5  months 


One  dose  oral  polio  vaccine  (OPV) 

One  dose  diphtheria-tetanus-pertussis  vaccine  (DTP) 

One  dose  Haemophilus  influenzae  type  b conjugate  vaccine 
(HibCV) 

Two  doses  OPV 
Two  doses  DTP 


4-14  months 


Two  doses  HibCV 


6-17  months 


Two  doses  OPV 
Three  doses  DTP 


15  months-4  years 


One  dose  HibCV  on  or  after  15  months  unless  a schedule  for  a 
primary  series  and  a booster  was  met  at  12  months 


18  months-4  years 


5 years  and  older 


• Three  doses  OPV 

• Three  doses  DTP 

• One  dose  rubella  vaccine  on  or  after  first  birthday 

• One  dose  measles  vaccine  on  or  after  first  birthday  or  physi- 
cian-verified history  of  illness 

• One  dose  mumps  vaccine  on  or  after  first  birthday  or  physi- 
cian-verified history  of  illness 

• Three  doses  OPV,  including  one  dose  since  fourth  birthday 
(not  required  if  18  years  or  older) 

• Three  doses  DTP/DT/Td,  including  one  dose  since  fourth 
birthday  and  within  10  years 

• One  dose  rubella  vaccine  on  or  after  first  birthday 

• One  dose  measles  vaccine  on  or  after  first  birthday  or  physi- 
cian-verified history  of  illness;  second  dose  of  measles  vaccine 
for  children  turning  12  on  or  after  September  1,  1990 

• One  dose  mumps  vaccine  on  or  after  first  birthday  or  physi- 
cian-verified history  of  illness 


Note:  Refer  to  specific  rules  for  details  of  vaccine  requirements  and  acceptable  documentation  of 
actual  disease.  Children  on  an  ideal  or  optimum  immunization  schedule  will  have  received  five 
doses  of  DTP  vaccine,  four  or  five  doses  of  oral  polio  vaccine,  two  measles-mumps-rubella  vac- 
cines, and  three  or  more  HibCVs  by  the  time  they  enter  school. 

SOURCE:  TEXAS  DEPARTMENT  OF  HEALTH 


as  a potential  benefit  for  participat- 
ing physicians.  “This  program  pro- 
vides convenience  to  patients  and 
also  an  opportunity  to  attract  new 
patients  to  the  practice,”  he  said. 

Catherine  R.  Edwards,  PhD,  di- 
rector of  TMA’s  division  of  public 
health  and  scientific  affairs,  cites  a 


long-term  benefit  of  taking  part  in 
the  program.  “Physicians  have  the 
opportunity  to  participate  in  a pub- 
lic health  program  that  will  improve 
the  health  of  young  Texans  today 
and  for  generations  to  come.” 
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Free  flu  vaccine  reminder 
cards  available 

Sometimes  it  only  takes 
a note  to  remind  patients  that 
it’s  time  for  their  flu  shots. 
TMA’s  Division  of  Public  Health 
and  Scientific  Affairs  has  patient  re- 
minder cards  available  free  to  mem- 
bers. Physicians  can  order  cards  by 
calling  (800)  880-1300,  ext  1461  or 
ext  1466. 

Seminars  on  genetics, 

TB,  and  AIDS  scheduled 


This  month  it’s  genetics. 
It  will  be  AIDS  in  September 
and  tuberculosis  in  October. 
The  following  seminars  offering 
practical  information  for  primary 
care  physicians  are  scheduled  in 
Austin  during  the  next  3 months 
under  the  direction  of  TMA’s  Divi- 
sion of  Public  Health  and  Scientific 
Affairs: 

• August  7 — Genetics:  A Practical 
Approach  to  Incorporating  Ge- 
netics Into  Primary  Health  Care; 

• September  10  — HIV  Prevention 
and  Treatment:  A Clinical  Up- 
date; and 

• October  1-2  — Tuberculosis  in 
Texas:  Prevention  of  an  Epidemic. 

For  more  information  on  the 
seminars,  call  (800)  880-1300,  ext 
1461  or  ext  1466.  ★ 


AGENDA  ON  AIDS 

Health  department  measures  Texans’  AIDS  knowledge 

Most  Texas  parents  want  their  children  to  learn  about  AIDS  in  elemen- 
tary school.  That  was  one  of  the  findings  from  a 1991  behavioral  risk 
surveillance  survey  conducted  by  the  Texas  Department  of  Health’s 
Public  Health  Promotion  Division.  Study  results  were  based  on  telephone  in- 
terviews with  1,499  adult  Texans. 

A few  of  the  findings: 


• 84%  of  the  respondents  thought  condoms  were  either  very  effective  or 
somewhat  effective  in  preventing  exposure  to  HIV  through  sexual  activity. 

• 85%  of  the  parents  surveyed  who  had  young  school  children  wanted 
AIDS  education  to  begin  in  elementary  school. 

• 73%  of  the  parents  surveyed  said  they  would  allow  their  children  to  remain 
in  a classroom  with  another  student  who  had  HIV  infection  or  AIDS. 


How  effective  do  you  think  using  a condom  is  in  preventing  getting  the  AIDS  virus 
through  sexual  activity? 


Don't  know  method  (1%) 


Somewhat  effective  (55%) 


At  what  grade  level  do  you  think  your  child  should  begin  AIDS  education  in  school? 


Don’t  know  (6%) 


Grades  1-6  (85%) 


Would  you  allow  your  child  to  be  in  the  same  classroom  with  a child  who  is  infected 
with  the  AIDS  virus? 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


**0002-9515-01 

10  ml  HI-1510 
$ per  mL  g". 


’'an  insulin 
'suspension, 
^ insulin 


ian  insulin 
suspension 
1 dn  insulin 


Humulin  (§) 

human  insulin 
[ recombinant  DNA  origin ) 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

’ Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 

tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


HI-791 8-B-349310  © 1993.  eli  lilly  and  company 
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First  phase  of  Managed 
Care  Check-Up 

program  completed  10 


Managed  care  reimbursement  in  Travis  County 

How  physicians  rate  the  health  plans 
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Economists  project  that 
by  1998,  some  88%  of  all  doc- 
tor-patient contacts  will  occur 
under  managed  care.  That  means 
that  in  the  next  several  years,  many 
physicians  will  he  making  their  ini- 
tial decisions  about  participation  in 
health  maintenance  organizations, 
preferred  provider  organizations,  or 
point-of-service  health-care  plans. 

The  Texas  Medical  Association’s 
Council  on  Health  Facilities  has  in- 
stituted the  Managed  Care  Check- 
Up  program  to  analyze  the  state’s 
large  managed  care  plans  and  give 
physicians  information  they  can  use 
in  deciding  which  plans  they  want  to 
participate  in. 

The  program  is  surveying  physi- 
cians in  selected  plans  in  the  five 
largest  urban  areas  of  the  state.  Plans 
are  chosen  by  the  county  medical  so- 
cieties. Information  is  gathered  about 
various  financial  aspects  of  the  plans, 
and  a sampling  of  physicians  who 
participate  in  the  plans  are  asked 
their  opinions  of  them. 

In  conjunction  with  the  Travis 
County  Medical  Society,  TMA  com- 
pleted the  first  phase  of  the  program 
in  June,  compiling  statistics  from  a 
survey  of  managed  care  plans  in  the 
Austin  and  Travis  County  areas. 

“For  us,  it’s  a starting  point,” 
said  Thomas  Young,  executive  vice 
president  of  the  Travis  County  Med- 
ical Society.  “I  don’t  think  physi- 
cians have  had  standardized  infor- 
mation they  can  use  as  a foundation 
to  help  them  evaluate  managed  care 
plans.  It’s  going  to  be  very  good  for 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


AHN  AETNA  Anthem  PHCS 


SOURCE:  TEXAS  MEDICAL  ASSOCIATION 

making  decisions  about  new  or  con- 
tinued participation.” 

The  program  surveyed  the  medi- 
cal directors  of  nine  managed  care 
plans  in  the  Austin  area,  compiling 
comparative  statistics  on  ownership, 
enrollments,  payment  methods, 
claims  procedures,  utilization  review 
methods  and  policies,  marketing, 
contract  provisions,  and  liability. 

Physicians  participating  in  the 
plans  were  surveyed  regarding  reim- 
bursement, hassle  factors,  utilization 
review  and  quality  assurance,  and 
patient  access  to  services.  Each  man- 
aged care  plan  was  analyzed  in  those 
key  areas,  and  specific  comments 
from  physicians  were  included  in  the 
program’s  report. 

“This  gives  us  an  objective  basis 


BCBS  PruCare  PruPlus  Travelers  PCA 


on  which  to  talk  to  the  plans  about 
what  is  important  to  physicians,” 
Mr  Young  said.  The  information 
also  should  prove  valuable  to  plans 
in  their  efforts  to  recruit  and  keep 
physicians  and  patients,  he  says. 

In  conjunction  with  local  county 
medical  societies,  the  Managed  Care 
Check-Up  program  will  survey  plans 
and  physicians  in  Houston,  Dallas, 
San  Antonio,  and  El  Paso  in  the 
coming  months.  The  plans  will  be 
resurveyed  regularly,  and  major  new 
plans  will  be  surveyed  when  they  en- 
ter the  market. 

For  more  information  about  the 
program,  contact  Karen  Batory,  TMA 
director  of  health-care  delivery,  at 
(800)  880-1300  or  (512)  370-1405. 


A sample  of  participating  physicians  rated  the  reimbursement  levels  of  nine  major  man- 
aged care  plans  in  the  Austin  area  on  a scale  of  0 to  10,  with  10  being  the  highest  pos- 
sible score.  Average  reflects  response  of  all  physicians  surveyed. 
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It's  official:  too  many  lawyers,  not  enough  docs 

IT  COMF.  S AS  NO  S U R P R I S E to  most  physicians,  but  it’s  nice  to  have  it 
made  official:  Texas  has  too  many  attorneys  but  is  in  dire  need  of  more 
primary  care  doctors. 

According  to  a report  in  the  June  1993  issue  of  Fiscal  Notes , a monthly 
newsletter  published  by  the  Texas  Comptroller  of  Public  Accounts,  officials 
at  the  state’s  law  schools  have  begun  to  look  at  capping  enrollments  in  the 
face  of  a very  soft  job  market  for  their  graduates. 

“Since  1980,  the  number  of  Texas  attorneys  has  jumped  55%,  compared 
to  a population  increase  of  19%,”  according  to  the  report.  The  trend  is  ex- 
pected to  continue,  though  at  a slower  pace,  through  the  year  2000. 

Meanwhile,  there  is  debate  over  whether  medical  schools  should  expand 
their  enrollments  to  fill  the  projected  shortfall  of  primary  care  physicians. 
The  number  of  medical  students  in  Texas  grew  during  the  1960s  and  ’70s, 
but  dropped  3%  between  1982  and  1991.  The  report  projects  that  Texas 
will  need  an  average  of  1,035  additional  physicians  every  year  through 
2000,  more  than  half  of  whom  will  replace  retiring  or  relocating  doctors. 

While  the  Texas  Legislature  has  added  incentives  such  as  loan  repayment 
assistance  to  lure  medical  students  into  family  practice  specialties,  it  has  yet  to 
mandate  that  medical  schools  graduate  a fixed  percentage  of  primary  care 
physicians  to  practice  in  medically  underserved  areas.  Several  other  states  are 
considering  such  a measure,  according  to  the  report. 


Office  labs  should 
prepare  for  CLIA 
proficiency  testing 

The  Clinical  Laboratory 
Improvement  Amendments 
(CLIA)  program  remains  in  ef- 
fect — despite  signals  that  the  Clin- 
ton administration  may  cut  back  or 
eliminate  much  of  it  — and  a new 
phase  of  the  regulations  is  set  to  be- 
gin next  year. 

According  to  the  Health  Care  Fi- 
nancing Administration  (HCFA), 
which  administers  CLIA,  any  physi- 
cian office  laboratory  registered  for 
physician-performed  microscopy 
procedures,  moderate-complexity 
tests,  or  high-complexity  tests  must 
be  enrolled  by  January  1994  in  a 
proficiency  testing  program. 

“Labs  will  get  something  of  a 
yearlong  grace  period  for  proficiency 
testing,”  said  Donna  Kinney,  CLIA 
program  specialist  at  TMA.  “While 
they  have  to  be  enrolled  and  begin 
testing  in  1994,  they  will  not  be  re- 
quired to  pass  the  proficiency  tests 
until  January  1995.” 

CLIA  regulations  stipulate  that  all 
laboratory  procedures  must  be  tested 
except  those  that  are  specifically 
waived  or  for  which  no  proficiency 


test  is  available.  The  testing  program 
must  provide  three  testing  events  a 
year  with  five  samples  per  analyte. 
For  most  specialties,  a score  of  80% 
or  higher  will  be  considered  satisfac- 
tory. Beginning  in  1995,  a laborato- 
ry’s failure  to  pass  any  two  out  of 
three  consecutive  testing  events  will 
result  in  sanctions. 

Physicians  with  office  labs  should 
stay  on  top  of  CLIA  regulations  and 
not  assume  that  the  program  is  go- 
ing away,  Ms  Kinney  says.  “HCFA 
is  still  inspecting  labs  and  will  con- 
tinue to  do  so  until  the  rules  are 
changed  or  the  program  is  eliminat- 
ed,” she  said.  “We  advise  office  labs 
to  continue  to  keep  their  CLIA  re- 
quirements up  to  date.” 

According  to  Ms  Kinney,  organi- 
zations offering  proficiency  testing 
programs  include  the  American 
Academy  of  Family  Physicians, 
(800)  274-2237;  the  American  Asso- 
ciation for  Clinical  Chemistry,  (800) 
892-1400;  the  American  Association 
of  Bioanalysts,  (800)  234-5315;  the 
American  Society  of  Internal 
Medicine,  (800)  338-274 6;  the  Col- 
lege of  American  Pathologists,  (800) 
323-4040;  Accutest,  (800)  356- 
6788;  and  the  American  Proficiency 
Institute,  (800)  333-0958. 


State  warns  Travelers  on 
utilization  review  policy 

The  Texas  Department 
of  Insurance  (TDI)  has  issued  a 
warning  to  the  Travelers  Health 
Network  of  Texas  after  the  Texas 
Medical  Association  complained 
about  the  managed  care  organiza- 
tion’s utilization  review  practices. 

TMA’s  complaint,  filed  in  mid- 
April,  was  on  behalf  of  three  physi- 
cians who  had  been  denied  payment 
for  necessary  medical  services  (see 
Texas  Medicine , June  1993,  p 45). 
TMA  charged  that  Travelers  was  us- 
ing screening  criteria  as  an  absolute 
standard,  rather  than  as  a guideline. 

According  to  a June  17  statement 
issued  by  Leah  Rummel,  director  of 
the  TDI  utilization  review  section, 
the  review  has  resulted  in  an  agree- 
ment by  Travelers  to  change  its  uti- 
lization review  procedures  and  im- 
prove employee  training.  Travelers 
has  since  reversed  payment  denials 
in  two  of  the  three  cases. 

Travelers  has  “agreed  to  review  its 
medical  necessity  determination  pro- 
cedures to  comply  with  both  the  let- 
ter and  the  spirit  of  the  utilization  re- 
view law  and  agency  regulations,” 
Ms  Rummel  said,  adding  that  TDI 
also  expressed  concerns  regarding  ac- 
tions of  some  Travelers’  personnel. 

“As  a result.  Travelers  has  agreed 
to  improve  training  for  the  compa- 
ny’s medical  directors  and  imple- 
ment procedures  to  assure  ongoing 
review  of  work  of  personnel  in- 
volved in  the  utilization  review  pro- 
cess,” she  said. 

TDI  did  not  institute  disciplinary 
action  against  Travelers  as  a result 
of  the  investigation,  but  it  intends  to 
review  the  firm’s  practices  on  an  on- 
going basis  and  take  disciplinary  ac- 
tion in  the  future  if  warranted.  ★ 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  Collect  210-826-9893 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Vrofile 


Emmett  J.  Conrad,  MD 

Physician,  activist,  diplomat 

By  Beth  Graddy 
Assistant  Editor 


AS  A YOUNG  BOY,  DALLAS 
surgeon  Emmett  J.  Conrad, 
MD,  was  so  sure  he  wanted  to 
practice  medicine  someday  that  he 
began  making  rounds.  “I  was  a little 
bitty  fellow  down  in  Louisiana,  and 
1 used  to  follow  the  physicians 
around.  They  made  more  house  calls 
then,  and  I’d  grab  the  doctors’  hags 
and  follow  them  in  the  houses  if 
they’d  let  me,”  he  recalled.  “I  want- 
ed to  be  a doctor.” 
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He  would  have  to  become  more  — 
a diplomat,  an  ambassador  of  change 
— in  order  to  accomplish  that.  Em- 
mett Conrad  was  not  only  intelligent 
and  ambitious,  he  was  born  black  in 
the  Deep  South  in  1923. 

His  grandparents  were  slaves, 
owned  by  a family  named  Conrad. 
He  met  racism  at  an  early  age,  al- 
though today  he  chooses  not  to 
dwell  on  the  negative.  “There  are 
things  1 probably  should  be  more 

AUGUST  1993 


bitter  about,”  he  said.  “1  was  barred 
from  the  library.  I was  barred  from 
the  museum  at  the  state  capitol.” 

But  he  could  not  be  barred  from 
achieving.  While  attending  Southern 
University  in  Baton  Rouge,  La,  from 
which  he  was  suspended  several 
times  for  demonstrating,  he  ranked 
in  the  top  1%  of  premedicine  stu- 
dents on  a test  administered  by  the 
Armed  Services.  As  a result,  the 
Army  sent  him  to  Stanford  Universi- 
ty, then  to  Meharry  Medical  College 
in  Nashville,  Tenn.  The  Navy  oper- 
ated a similar  premed  program  at 
the  time  — for  whites  only. 

The  days  of  segregation 

What  was  it  like  in  Dallas  in  the 
mid-1950s,  when  the  young  general 
surgeon  began  looking  for  a place  to 
practice?  Several  of  Dr  Conrad’s  col- 
leagues and  admirers  recall  the  cli- 
mate vividly. 

Southern  hospitals  had  barely  be- 
gun to  desegregate.  If  you  were  sick 
and  black,  one  option  was  the  eight- 
bed  clinic  started  by  black  physician 
L.G.  Pinkston,  according  to  James 
Sweatt,  MD,  a thoracic  surgeon  who 
grew  up  in  Dallas  and  received  treat- 
ment at  the  clinic. 

Other  black  doctors  treated  pa- 
tients as  well  as  they  could  in  their 
offices  or  in  the  patients’  homes.  But 
if  that  wasn’t  adequate,  white  doc- 
tors and  hospitals  were  often  reluc- 
tant to  help,  explains  Dallas  gyne- 
cologist Robert  L.  Prince,  MD, 
whose  black  history  book,  Dallas 
From  a Different  Perspective , was 
recently  published. 

“During  the  depression,  I had  a 
very  severe  ear  infection,  and  Dr 
Pinkston  sent  me  to  Medical  Arts,” 
Dr  Prince  recalled.  “Very  few  white 
doctors  would  even  see  black  pa- 
tients. As  a favor  to  Dr  Pinkston, 
this  otolaryngologist  put  us  in  the 
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utility  room  where  they  kept  all  the 
boxes.  We  sat  there,  my  mother  and 
I,  for  3 hours  until  he’d  seen  all  of 
his  white  patients.” 

Dr  Prince  was  14  years  old  at  the 
time,  and  he  remembers  the  incident 
with  anger.  “He  seemed  like  he  was 
just  doing  us  a hell  of  a favor,  then 
he  charged  my  mother  out  the  eye- 
balls. I swore  I was  going 
to  become  a doctor.” 

Hospitalization  for 
black  patients  often 
meant  haphazard  care 
under  substandard  condi- 
tions. “At  St  Paul  Hospi- 
tal,” said  Dr  Conrad, 

“they  had  a bottom  floor, 
really  a basement,  where 
all  the  black  patients 
were  brought,  no  matter 
what  was  wrong  with 
them.”  Highly  infectious 
patients,  cardiac  patients, 
and  accident  victims  all 
found  themselves  lumped 
together  underneath  ex- 
posed pipes  and  wiring. 

“Baylor  had  it  even 
worse,”  Dr  Conrad  said. 

“They  had  a tin  building 
hooked  onto  their  regu- 
lar building.  That’s 
where  they  put  their  black  patients. 
The  crowning  one  was  Methodist. 
Methodist  had  two  beds  for  black 
patients,  one  on  either  side  of  the 
elevator.” 

Added  Dr  Prince,  “Medical  care 
in  Dallas  and  most  of  the  South  was 
deplorable  for  the  African-Ameri- 
can. My  father  is  blind  from  glauco- 
ma now  because  he  could  not  get 
the  care.” 

Change  comes  to  Dallas 

On  July  3,  1954,  St  Paul  Hospital 
called  in  five  black  doctors,  includ- 
ing Dr  Pinkston.  They  were  relegat- 
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ed  to  the  basement  ward,  along  with 
the  black  patients. 

“What  brought  about  the  change 
was  the  amount  of  goodwill  among 
St  Paul  Hospital’s  staff,”  explained 
Dr  Prince.  “There  were  several 
white  doctors  who  just  really  felt 
bad  over  the  situation  and  prevailed 
with  the  Catholic  Diocese,  and  St 
Paul  took  the  lead  in  the 
integration  of  patients 
and  doctors.” 

But  it  took  more  than 
goodwill  to  continue  inte- 
gration of  the  medical 
community.  The  federal 
government’s  practice  of 
denying  funding  to  segre- 
gated hospitals  spurred 
progress.  “The  Yankee 
penny  did  more  to  deseg- 
regate than  anything  else, 
and  in  most  hospitals 
there  was  only  token  inte- 
gration,” Dr  Prince  said. 
“They  would  have  one 
black  doctor,  and  his  priv- 
ileges were  curtailed.” 

Dr  Prince  remembers 
the  indignities  black 
physicians  suffered  in 
those  early  days.  “It  was 
really  humiliating  that 
when  I came  here,  having  served  a 
full  residency  and  being  board-cer- 
tified, I had  to  be  monitored  for  3 
years.  A white  doctor  had  to  watch 
me  operate,  and  many  of  them 
didn’t  know  some  of  the  procedures 
I knew.” 

Many  in  the  Dallas  medical  com- 
munity credit  Dr  Conrad,  who 
joined  St  Paul  Hospital’s  staff  in 
1955,  with  helping  to  change  the  sit- 
uation. “Dr  Conrad  has  always  been 
an  instrument  of  change,”  said 
Robert  L.  Heath,  executive  officer  of 
the  Dallas  County  Medical  Society. 
“He’s  done  it  not  by  challenging  the 


system,  but  by  becoming  a part  of 
the  system  and  then  creating  that 
change  from  within.” 

Dr  Conrad,  whom  St  Paul  Hospi- 
tal later  made  the  first  black  chief  of 
staff  in  Dallas,  downplays  his  role. 
“Actually,  a lot  of  the  work  had 
been  done,”  he  explained.  “It  wasn’t 
as  fanatic  as  many  people  might 
have  thought.  They  were  about 
ready  for  change  here.” 

But  many  other  hospitals  were 
not.  “Baylor  wouldn’t  send  me  an 
application,  and  Methodist  wouldn’t. 
That  was  kind  of  interesting  because 
I was  very  active  in  the  Methodist 
church,  still  am,  and  they  wouldn’t 
even  talk  to  me.” 

Pushed  into  public  life 

Even  as  he  made  progress  in  private 
practice,  other  inequities  began 
pushing  Dr  Conrad  into  the  public 
life  of  politics.  “The  stores  and 
restaurants  were  segregated,”  he 
told  the  Dallas  Morning  News  in 
1980.  “If  someone  on  the  staff  gave 
a breakfast  at  the  Adolphus,  I 
couldn’t  go.” 

On  Wednesdays,  his  days  off,  he 
and  his  wife,  Eleanor,  picketed 
restaurants  and  rode  in  the  “whites 
only”  sections  of  buses.  They  joined 
various  organizations  to  promote 
equality.  Then,  just  as  the  Conrads’ 
only  daughter,  Cecilia,  reached 
school  age,  the  Dallas  school  board 
built  two  black  schools  in  poor  loca- 
tions — described  by  Dr  Conrad  as 
a “hole”  and  a “stockyard.”  Dr 
Conrad  joined  the  League  for 
Educational  Advancement,  which 
sought  to  unseat  conservative  school 
board  members.  The  group  eventu- 
ally asked  Dr  Conrad  to  run  for  a 
seat  on  the  school  board. 

Dr  Conrad  won  the  1967  school 
board  race,  becoming  the  first  black 
to  win  a citywide  election,  but  the 
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fight  had  been  a hitter  one.  “It  was 
the  usual,”  Eleanor  Conrad  told  the 
Dallas  Morning  News  in  1986. 
“Hate  mail  with  those  mimeo- 
graphed tickets  back  to  Africa  and 
pictures  of  black  people  with  tails.” 

Cecilia  Conrad  was  haunted  by 
nightmares  of  the  Ku  Klux  Klan 
during  her  father’s  campaign.  She 
went  on  to  become  valedictorian  at 
Roosevelt  High  School,  a national 
merit  scholar,  and  Dallas’  first  presi- 
dential scholar. 

Long  after  his  daughter  had  be- 
come a successful  college  professor, 


Dr  Conrad  continued  an  allegiance 
to  Texas  education,  joining  the  State 
Board  of  Education  in  1985. 

H.  Ross  Perot,  who  worked  with 
Dr  Conrad  on  school  board  reform, 
has  said  of  him,  “He  is  interested  in 
the  welfare  of  all  the  children  of 
Texas.  He’s  concerned  about  the 
poor  child,  the  disadvantaged  child. 
He’s  just  as  concerned  about  the 
gifted  and  talented  child.  He’s  as 
good  as  gold.” 

Dr  Conrad  was  reelected  to  the 
state  board  in  November  at  age  69. 
Although  his  days  as  a general  sur- 


geon and  activist  are  reaching  an 
end,  he  feels  some  satisfaction  in 
knowing  his  efforts  as  a physician 
and  a healer  of  racial  tensions  have 
made  a difference. 

“It’s  much  better  now,”  Dr  Con- 
rad said.  “Opportunities  are  much 
wider.”  ★ 


(Editor’s  note:  Dr  Conrad,  who  was 
interviewed  for  this  article  in  Decem- 
ber 1992,  died  on  April  25,  1993.) 


DOES  MANAGING  YOUR 
MEDICAL  PRACTICE  LEAVE 
YOU  FEELING 
LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 

✓ Automatically  fills  out  insurance  claim  forms  / Increases  cash  flow 


✓ Prints  patient  billing  and  statements 

✓ Ask  about  our  $1 ,000  cash  rebate  offer 


/ Decreases  need  for  additional  staff 
/ Analyzes  practice  income  and  expenses 


✓ Tracks  all  insurance  and  patient  / Nearly  $10,000  less  expensive  than  a 

receivables  comparable  system 

Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  Installed  and  ready  to  run.  Prices  start  at  $3495,  or  financing  as  low  as  $169  per  month!  1 1 Price  Includes 
the  FOXMED  PRO  software,  FREE  computer,  one  year  of  FREE  telephone  support,  and  the  world  class  service 
available  only  from  Practice  Management  Innovations.  Call  today  for  a free  Information  packet  and  speak 
with  one  of  our  solutions  experts.  -|  _ QQQ  „ 


<$p 


FOXMED  PRO.  Available  from  Practice  Management  Innovations. 

The  computer  system  the  competition  doesn't  want  you  to  hear  about. 
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Breathing 
New  Life  Into  Your 
Foundation 

Will  Take  Hard 
Work  From  Us  And 
A Few  Injections 
From  You 


The  TMA  Education  and 
Research  Foundation  is  the  charitable 
arm  of  Texas  Medical  Association. 
Our  purpose  is  to  fund  the  health- 
care projects  you  care  about.  And  we 
have  rededicated  ourselves  to  this 
mission. 

We  are  your  non-profit,  health- 
care foundation.  We  are  physician 


directed,  with  good  stewardship, 
strong  leadership  and  a focus  on 
responding  to  the  health-care  needs 
of  today's  Texans.  Our  work  with 
the  statewide  immunization 
coalition  and  commitment  to  child 
and  adolescent  health  programs 
show  our  dedication  to  fund 
projects  that  Texas  doctors  believe 
are  important. 


Although  your  financial  sup- 
port is  important  to  us,  what  we 
value  most  is  your  trust,  because  we 
know  there  are  so  many  other 
organizations  to  which  you  can 
give.  Look  at  us  again  before  you 
give.  Or  call  us  at  (800)  880-1300, 

Ext.  1372  to  learn  how  you  can  play 
a vital  role  in  your  foundation. 


Texas  Medical  Association  Education  And  Research  Foundation 

401  West  15th  Street,  Austin,  Texas  78701-1680  Phone  (512)  370-1372  Fax  (512)  370-1631 


There  is  a lot  of  talk  these  days  about  value  . . . 
Though  we  may  not  all  agree  on  what  value  is, 
We  all  agree  that  value  is  something  we  want. 

Texas  Medical  Liability  Trust  has  its  own 
definition  of  value  for  the  90's.  If 


Competitive  Pricing 
Financial  Strength 
Personal  Service 
Integrity 
Quality 
Stability 
Efficiency 
Commitment 


are  what  you  value  in  a medical  liability  carrier, 
make  the  right  move  now  to 
Texas  Medical  Liability  Trust, 
the  only  health  care  liability  claim  trust 
created  & endorsed  by 

Texas  Medical  Association  and  endorsed  by  the 
Texas  Academy  of  Family  Physicians. 


TEXAS  MEDICAL  LIABILITY  TRUST 

Call  us  at  1-800-580-8658  or  512-454-6781, 
extension  3026  or  3011 

for  a valuable  consultation. 
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MANY  PHYSICIANS  CHOOSE 


GROUP  PRACTICE 

TO  COPE  WITH  CHANGES  IN  MEDICINE 

By  Mark  Richardson,  Associate  Editor , and  Beth  Graddy,  Assistant  Editor 

It’s  Norman  Rockwell’s  image  of  the  American  physician  that  sticks  in  your  mind:  a kind- 
ly, bespectacled  doctor  with  slightly  graying  hair  who  owns  a solo  practice  in  the  neighborhood 
and  knows  all  his  patients  by  name.  He  delivered  many  of  his  patients  and  probably  will  deliver 
their  children  in  a few  more  years. 

He  regularly  visits  your  grandmother  at  her  home  to  check  on  her  arthritis.  Back  at  his  small 
office,  he  lectures  your  adolescent  son  about  the  dangers  of  smoking,  reminds  your  spouse  that 
gardening  can  be  bad  for  the  knees,  and  nags  you  about  losing  10  pounds. 

For  many  physicians,  such  memories  were  among  the  influences  that  led  them  to  choose  careers  in 
medicine.  But  medicine  has  changed  — in  many  ways  for  the  better  — - from  those  simpler  times.  If 
Mr  Rockwell  were  alive  today,  he  would  undoubtedly  paint  a very  different  medical  office  scene  for 
the  next  cover  of  the  Saturday  Evening  Post. 
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The  quaint  office  on 
Main  Street  has 
been  replaced  with  a 
modern,  high-tech- 
nology clinic  on 
Medical  Center  Drive.  The  family 
doctor  has  become  increasingly 
scarce,  with  more  than  two  thirds 
of  all  physicians  now  boarded  in 
medical  specialties. 

And  partly  because  of  govern- 
ment intervention  and  third-party 
hassles,  the  solo  practice  is  more  and 
more  giving  way  to  the  group  prac- 
tice of  medicine.  In  1991,  some 
184,000  physicians  were  affiliated 
with  more  than  16,000  group  prac- 
tices in  the  United  States,  according 
to  statistics  compiled  by  the  Ameri- 
can Medical  Association.  Of  those, 
7,400  physicians  were  practicing  in 
more  than  700  groups  in  Texas. 

Going  it  alone  gets  tough 

While  solo  medical  practitioners 
have  not  yet  met  the  fate  of  the 
American  family  farmer,  they  face 
many  of  the  same  problems  that 
plagued  agriculture  during  the 
1980s. 

Radical  changes  in  government 
policy,  increasing  demands  by 
bankers  and  other  financiers  for 
higher  profit  margins,  and  a surge  in 
outside  competition  made  it  hard  for 
American  farmers  to  stay  afloat  in 
the  1980s.  Thousands  of  families, 
some  of  whom  had  farmed  the  same 
land  for  four  or  five  generations, 
went  out  of  business  across  the 
country.  Large  corporations  moved 
in,  consolidated  the  smaller  plots 
into  massive  operations,  and  — 
through  the  economies  of  scale  — 
produced  a more  profitable  crop. 

In  medicine,  the  cost  of  running  a 
practice  has  been  pushed  up  in  recent 
years  by  the  additional  overhead  and 
staff  needed  to  deal  with  a rash  of 
new  government  regulations,  along 
with  the  paperwork  and  red  tape  re- 
quired by  third-party  payors.  Like 
the  mega-farms,  group  practices  pro- 
vide an  economy  of  scale  that  just 
isn’t  available  in  solo  offices. 

“The  market  forces  are  making 
physicians  rethink  what  practicing 
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medicine  is  going  to  be  like  in  the  fu- 
ture,” said  Reed  Tinsley,  CPA.  Mr 
Tinsley  is  a partner  in  Haynes- 
O’Neal,  an  accounting  and  manage- 
ment consulting  firm  in  Houston  that 
primarily  serves  medical  practices. 

He  said  many  of  the  solo  physi- 
cians he  counsels  about  moving  into 
group  practice  are  “just  plain  tired 
of  running  their  practices.  They’re 
tired  of  RBRVS,  OSHA,  CLIA,  deal- 
ing with  employees,  dealing  with 
managed  care  plans.  You  name  it, 
they’re  tired  of  it.  So  what  they’re 
looking  for  is  a place  to  park  them- 
selves and  let  someone  else  mess 
with  the  administration.” 

Beyond  economics 

According  to  Donald  Fisher,  PhD, 
executive  vice  president  of  the 
American  Group  Practice  Associa- 
tion, group  practice  offers  benefits 
beyond  the  obvious  economic  ones. 

“Certainly,  physicians  see  the  ad- 
vantages of  being  able  to  share  in  the 
expense  side  and  in  the  revenue  side,” 
he  said.  But  when  physicians  join  to- 
gether in  a group  practice,  they  also 
create  a “built-in  peer  review,”  which 
can  improve  the  quality  of  medical 
care  for  their  patients,  he  said. 

The  move  by  major  employers 
into  managed  care  has  also  made 
group  practices  more  appealing  to 
physicians.  Dr  Fisher  says.  “Medicine 
has  become  very  competitive,”  he 
noted.  “We’ve  also  seen  a change  in 
the  way  health  care  is  purchased  in 
this  country.  Employers  make  deci- 
sions on  health  care  for  their  employ- 
ees based  on  trying  to  get  everything 
they  can  with  one-stop  shopping. 
They  don’t  want  to  have  contracts 
with  500  different  physicians  — they 
want  a relationship  with  one  entity 
that  can  deliver  the  services  of 
500  physicians.” 

Fred  Ewing,  vice  president  of  op- 
erations for  PhyCor,  Inc,  a manage- 
ment services  company  located  in 
Nashville,  Tenn,  agrees.  “Currently, 
access  to  patients  and  future  patients 
is  being  controlled  by  the  purchasers 
of  health  care,”  he  said.  “Where 
there  is  more  pooling  of  members 
and  patients  through  health  mainte- 
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nance  organizations  and  other  pre- 
paid health  plans,  independent 
physicians  feel  like  they  may  be  at 
risk  if  they  are  not  in  a group  or 
some  larger  network.” 

Collaboration  among  physicians 
is  more  important  now  than  ever  be- 
fore, according  to  John  Mont- 
gomery, MD,  president  of  Scott  & 
White  Memorial  Hospital  & Clinic 
in  Temple,  which  operates  the  state’s 
largest  group  practice.  (See  box  on 
page  37.) 

“Whether  they  actually  join  [a 
group  practice!  or  not,  there  is  go- 
ing to  be  more  networking  and 
more  associations  of  physicians  in 
the  future,”  he  said.  “Certainly,  in- 
dependent practitioners  will  exist, 
but  they  probably  will  need  to  asso- 
ciate and  network  in  some  form  or 
another  under  a larger  managed 
health-care  system.” 

Growth  by  the  numbers 

Although  the  spread  of  managed  care 
may  accelerate  the  trend,  the  group 
practice  of  medicine  has  been  growing 
steadily  in  Texas  and  across  the  United 
States  during  the  past  25  years. 

According  to  AMA  statistics,  the 
number  of  group  practices  in  the 
United  States  increased  286%  from 
1965  to  1991.  The  number  of  physi- 
cians in  group  practices  jumped 
550%  during  the  same  period,  with 
the  fastest  growth  occurring  in  the 
mid-1980s.  Likewise,  the  ratio  of 
physicians  in  group  practice  to  solo 
practitioners  also  has  risen  dramati- 
cally. In  1965,  only  10.6%  of  all  non- 
federal  physicians  were  in  groups, 
compared  with  32.6%  in  1991. 

Because  Texas  contains  vast  rural 
areas  and  has  moved  more  cautiously 
toward  managed  care  than  many  oth- 
er states,  it  has  something  of  a split 
personality  when  it  comes  to  group 
practice.  In  1991,  Texas  ranked  sixth 
nationally  in  the  number  of  group 
practices,  with  712  groups.  However, 
with  only  24.1%  of  its  30,741  non- 
federal  physicians  practicing  in 
groups,  Texas  ranked  38th  in  its  ratio 
of  group  to  solo  physicians. 

In  1991,  the  lion’s  share  of  group 
practices,  70.7%,  were  single  spe- 
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cialty  groups,  with  22%  in  multispe- 
cialty groups  and  7.3%  in  family 
and  general  practice  groups.  Those 
percentages  have  shifted  significantly 
in  the  last  25  years.  In  1965,  for  ex- 
ample, only  50.4%  of  groups  were 
single  specialty,  34.4%  were  multi- 
specialty, and  15.2%  were  family 
and  general  practice. 

An  unexpected  beginning 

Given  that  group  practices  today 
proliferate  mostly  in  large-  and 
medium-size  cities,  it  is  ironic  that 
the  first  groups  formed  as  a result  of 
the  scarcity  of  physicians  in  remote 
areas. 

In  the  1870s,  the  Homestake 
Mining  Company  helped  establish  a 
group  to  serve  its  employees  in  iso- 
lated South  Dakota  mining  opera- 
tions. In  1883,  the  Northern  Pacific 
Railroad  organized  a group  to  pro- 
vide care  to  the  labor  force  building 
the  transcontinental  railroad. 

Many  people  contend  that  group 
practice  as  we  now  know  it  was 
born  in  1887,  when  the  Mayo 
family  organized  a group  practice  in 
Rochester,  Minn.  The  concept 
spread  as  physicians  from  the  Mid- 
west trained  at  the  Mayo  Clinic  and 
carried  the  idea  home. 

One  of  the  first  group  practices  in 
Texas  is  its  largest:  Scott  &C  White, 
which  opened  its  doors  in  1897.  In 
1949,  Mavis  Kelsey,  MD,  came  to 
Houston  from  the  Mayo  Clinic  and 
founded  Kelsey-Seybold 
Clinic,  also  one  of  the 
state’s  largest  multispe- 
cialty practices. 

Developments  that 
have  contributed  to  the 
growth  of  group  prac- 
tice over  the  years  have 
included: 

• The  rise  of  medical  specialization; 

• Physicians’  growing  needs  to  de- 
vote more  time  to  continuing 
medical  education; 

• The  entrance  of  women  — who 
often  have  different  personal  pri- 
orities than  their  male  counter- 
parts — into  the  field. 

• Sponsorship  of  groups  by  con- 


sumers, labor,  and  industry  (for 
example,  the  Kaiser  Foundation 
Health  Plan); 

• Physicians’  exposure  to  group 
practice  in  the  armed  forces,  par- 
ticularly during  the  world  wars; 
and 

• The  federal  government’s  en- 
trance into  the  health-care  mar- 
ket as  a major  purchaser  and  its 
encouragement  of  group  practice 
as  an  economical  choice. 

How  big  is  best? 

The  average  group  practice  in 
Texas  is  made  up  of  10  to  1 1 physi- 
cians. According  to  Mr  Tinsley  of 
Haynes-O’Neal,  that’s  about  right. 
He  notes  that  the  size  of  a group 
can  make  a big  difference  in  how 
efficiently  it  operates. 

Most  new  group  practices  start 
out  with  three  to  five  members  and 
grow  from  there,  he  says.  “We’ve 
seen  the  best  results  — economically 
and  from  a management  standpoint 
— with  groups  of  five  to  10  doc- 
tors,” he  said.  “When  you  get  higher 
than  that,  you’ve  got  overhead  con- 
cerns, and  management  becomes 
more  acute  because  you’re  managing 
more  people  and  more  resources.” 

Many  physicians  choose  to  join 
established  group  practices  rather 
than  form  new  ones.  There  are  sev- 
eral alternatives  to  consider,  includ- 
ing independent  group  practices; 
groups  or  physician  networks  affili- 
ated with  hospitals;  and  pay- 
or-driven organizations 
such  as  health  maintenance 
organizations,  some  of 
which  have  their  own 
salaried  medical  groups. 
Large  hospital  groups 
offer  physicians  an  auto- 
matic network  of  colleagues 
for  consultation  and  referrals,  ac- 
cording to  Dr  Montgomery  of  Scott 
& White.  “Teamwork  is  our 
strength,”  he  said. 

Mr  Ewing  of  PhyCor,  whose 
firm  manages  multispecialty  group 
practices  in  Texas  and  elsewhere  in 
the  United  States,  says  independent 
group  practices  can  give  physicians 
more  flexibility  than  those  com- 
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pletely  owned  by  hospitals  or  pay- 
ors. “If  a physician  is  wed  to  only 
one  hospital  and  that  hospital  is 
unsuccessful  in  winning  business 
from  a payor,  then  those  options 
are  lost,”  he  said. 

Alphabet  groups:  PAs,  LPs,  LLPs 

A true  group  practice  has  two  basic 
ingredients:  a common  medical 
record  and  a predetermined  income 
distribution  formula.  But  physi- 
cians have  many  options  to  choose 
from  in  organizing  management, 
profit-sharing,  and  tax  status  of  a 
group  practice. 

Kent  McMahan,  JD,  of  Fulbright 
& Jaworski  in  Houston,  says  the 
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Scott  & White  is  the  state’s  oldest, 
largest  group  practice 

f the  axiom  that  things  are  always  bigger  in  the  Lone  Star  State  is 
true,  then  Scott  & White  Memorial  Hospital  &C  Clinic  in  Temple  is 
truly  a Texas-size  group  practice. 

In  its  96th  year  of  operation,  Scott  &c  White  has  more  than  375 
physicians  and  almost  5,000  employees  altogether  in  a 1 million 
square  foot  complex  that  includes  a hospital,  medical  school,  allied  health  fa- 
cilities, a central  multispecialty  clinic,  and  1 1 satellite  clinics  that  deliver  pri- 
mary care  to  surrounding  communities. 

The  practice  was  founded  in  Temple  in  1897  by  Arthur  C.  Scott,  MD,  and 
Raleigh  R.  White,  MD,  to  provide  health  care  for  workers  with  the  then- 
bustling  Santa  Fe  Railroad.  Today,  according  to  John  Montgomery,  MD, 
president  of  Scott  8c  White,  the  clinic  serves  more  than  800,000  patients  a 
year  from  across  Texas  and  around  the  world. 

“In  the  early  days,  we  were  considered  outcasts  by  the  medical  societies 
and  others  because  our  doctors  practiced  together  and  put  themselves  on 
salaries,”  he  said.  “They  didn’t  like  that  because  it  was  not  the  accepted 
norm  for  practice.” 

While  the  group  practice  concept  may  have  received  poor  reviews  in  earli- 
er days,  Dr  Montgomery  says  Scott  8c  White  is  well  positioned  for  the 
health-care  climate  of  the  1990s. 

“As  far  as  moving  toward  being  a vertically  integrated  health-care 
provider,  we  are  pretty  much  there,”  he  said.  “All  doctors  are  anticipating 
networking  in  some  form  or  another  in  the  near  future  under  health-care  re- 
form. More  collaboration  will  be  needed  than  in  the  past,  and  groups  are  the 
place  where  that  happens.” 

Dr  Montgomery  says  about  35%  of  Scott  8c  White’s  practice  comes  from 
its  100,000-member  health  maintenance  organization.  He  predicts  that  multi- 
specialty group  practices  will  continue  to  grow.  “This  is  an  excellent  way  to 
practice  high-quality  medicine,”  he  said. 

In  1975,  Scott  8c  White  became  affiliated  with  the  new  Texas  A8cM  Uni- 
versity Health  Science  Center,  making  it  one  of  the  largest  teaching  facilities 
in  the  state.  The  medical  school  graduated  it  first  class  in  1979,  and  many  of 
its  graduates  have  come  back  to  practice  at  Scott  8c  White. 


primary  factors  to  consider  in  decid- 
ing what  kind  of  legal  entity  a group 
practice  will  become  are  tax  status 
and  assignment  of  liability. 

Keeping  those  in  mind,  physi- 
cians can  choose  to  form  either  a 
partnership  or  a corporation.  Under 
Texas  law,  the  only  kind  of  corpora- 
tion physicians  can  form  is  a profes- 
sional association.  A strong  point 
for  the  corporation  is  that  it  usually 
assumes  liability  for  the  group, 
rather  than  leaving  it  with  the  indi- 
vidual doctors.  Partnerships  have 
the  advantage  in  terms  of  how  heav- 
ily they  are  taxed. 

Physicians  can  form  several  dif- 
ferent kinds  of  partnerships.  In  the 
limited  liability  partnership,  the 
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most  popular  type,  liability  of  the 
partners  for  professional  negligence 
and  medical  malpractice  is  limited  so 
that  each  individual  is  responsible 
only  for  his  or  her  own  acts. 

“There  isn’t  liability  for  what  we 
call  ‘vicarious  negligence,’  which 
means  that  the  actions  of  another 
doctor  could  flow  through  and  be 
held  to  be  the  actions  of  partner 
doctors,”  Mr  McMahan  said. 

In  a general  part- 
nership, all  part- 
ners are  personally 
liable  for  all  ac- 
tions taken  in  the 
operation  of  the 
partnership.  Be- 
cause of  the  in- 
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creasingly  hostile  legal  climate  sur- 
rounding medicine,  general  part- 
nerships have  become  very  rare, 
Mr  McMahan  says. 

In  a limited  partnership,  one  part- 
ner — known  as  the  general  partner 
— actively  manages  the  business  and 
assumes  liability,  while  the  rest  — 
limited  partners  — have  no  personal 
liability.  Not  surprisingly,  the  limited 
partnership  is  uncommon  too. 

An  amendment  to  the  Texas  Lim- 
ited Liability  Company  Act,  which 
goes  into  effect  in  September  1993, 
may  provide  yet  another  option  for 
physician  groups  to  consider  — the 
limited  liability  company.  Texas 
Medicine  will  take  a closer  look  at 
limited  liability  companies  in  a com- 
ing issue. 

Some  who  took  the  leap 

While  many  physicians  who  leave 
solo  practice  to  form  or  join  a group 
do  so  reluctantly,  others  are  glad  to 
trade  the  management  and  paper- 
work hassles  for  steady  work  hours 
and  regular,  if  somewhat  smaller, 
paychecks. 

James  Hoyle,  MD,  of  Houston, 
who  specializes  in  adolescent 
medicine,  joined  Kelsey-Seybold  15 
years  ago  after  leaving  the  Air  Force. 
Dr  Hoyle  says  he  shopped  around 
for  various  types  of  practices  before 
settling  on  a large  group. 

“I  investigated  literally  every 
practice  in  Houston,”  he  said.  “I 
knew  I wanted  to  come  back  this 
way.  I looked  at  small  group  prac- 
tices and  different  size  groups,  and 
even  thought  about  going  into  solo 
practice.  But  all  things  considered, 
I decided  I wanted  to  come  here 
and  work. 

“I  think  there’s  a certain  amount 
of  security  that’s  built 
into  joining  a group,” 
flk  Dr  Hoyle  said.  “Partic- 

W h.  ularly  for  the  young 

\j  ^ jl^r  practitioner,  it’s  the 
thing  to  do.”  He 
noted  that  joining 
Kelsey-Seybold 
also  gave  him  the  op- 
portunity to  pursue  his 
academic  interests. 
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Last  December,  Clifford  Buckley, 
MD,  a vascular  surgeon,  left  a small 
practice  in  San  Antonio  after  14 
years  to  become  chief  of  vascular 
surgery  at  Scott  & White  in  Temple. 
He  says  the  opportunity  to  teach 
was  a major  factor  in  making  the 
move,  but  he  also  has  come  to  ap- 
preciate the  freedom  from  day-to- 
day  management  hassles. 

“I  am  extremely  happy  since  I 
have  come  here  from  private  prac- 
tice. I will  tell  you  that  now,”  he 
said.  “I  just  wish  I had  done  it  5 or 
6 years  earlier.” 

Diana  L.  Fite,  MD,  a Houston 
emergency  medicine  physician  who 
works  with  a small  group  practice, 
says  groups  can  be  particularly  ad- 
vantageous for  young  physicians 
who  are  raising  families.  Many 
women  physicians,  in  particular,  are 
attracted  by  the  flexible  hours  and 
call  coverage  provided  by  a group, 
she  says. 

“There’s  no  question  that  when 
there  are  children  involved,  who 
may  have  emergencies  or  events  that 
parents  need  to  participate  in,  hav- 
ing someone  else  who  can  see  pa- 
tients is  very  helpful,”  she  said. 

John  Updegrove,  MD,  a pulmo- 
nologist who  |oined  the  Medical 
Arts  Clinic  of  Corsicana  2 years 
ago,  says  his  job  combines  the  at- 
tractions of  small-town  life  with 
the  security  and  other  benefits  a 
group  provides. 

“I  didn't  want  to  live  in  the  big 
city  and  deal  with  the  traffic  and  the 
hassles,”  he  said.  “There  are  a lot  of 
advantages  to  group  practice.  Part 
of  it  is  the  camaraderie,  and  part  of 
it  is  sharing  expenses  and  having 
someone  who  can  help  you  learn  the 
system.  Probably  the  biggest  advan- 
tage is  support  — the  fact  that  there 
are  people  there  who  have  started 
their  own  practice  and  built  it  up, 
can  give  you  advice,  and  can  answer 
your  questions.” 


Kelsey-Seybold  has  a noble  heritage 

mong  group  practices,  Kelsey-Seybold  Clinic  is  a blue  blood  of 
sorts,  meaning  that  it  descended  directly  from  the  Mayo  Clinic, 
considered  by  many  to  be  America’s  first  group  practice. 

In  the  late  1940s,  native  Texan  Mavis  Kelsey,  MD, 
returned  to  Houston  from  the  Mayo  Clinic  in  Rochester, 
Minn,  where  he  had  trained  and  served  on  the  faculty. 

“He  had  always  dreamed  of  building  a clinic  in  Houston  along  the  same 
structure,”  said  James  Kemper,  MD,  chairman  of  the  board  at  Kelsey-Seybold. 
“He  opened  his  office  here  in  1949  and  then  just  gradually  began  to  have 
physicians  join  him.  When  I joined  we  were  still  an  internal  medicine  group, 
not  multispecialty.  In  the  early  1960s,  we  began  to  add  other  specialties.” 

With  a total  of  about  170  physicians,  nearly  all  the  medical  specialties  are 
now  represented  at  Kelsey-Seybold.  Dr  Kemper  says  it’s  easier  to  list  the  ones 
that  are  not  represented:  neurosurgery,  plastic  surgery,  open-heart  and  car- 
diovascular surgery,  and  anesthesia.  Kelsey-Seybold’s  proximity  to  the  Hous- 
ton Medical  Center  precludes  the  need  for  some  of  these  specialties.  Dr  Kem- 
per laughed  at  “the  idea  of  us  having  a cardiovascular  surgeon  when  we’re 
sitting  across  the  street  from  Denton  Cooley.” 

Despite  its  pedigree,  the  clinic  evinces  no  reluctance  to  break  with  the 
past.  Innovation  led  to  the  creation  of  the  group  practice,  after  all,  and  inno- 
vation will  see  to  its  progress. 

“Up  until  recently,  we  were  totally  doctor-owned  and  doctor-run,”  Dr 
Kemper  said.  But  that  changed  in  December  1992,  when  Kelsey-Seybold  en- 
tered into  an  affiliation  agreement  with  Caremark  International. 

Under  the  agreement,  Caremark  acquired  the  physical  assets  of  the  clinic, 
while  the  physicians  retained  control  of  the  group  practice.  “The  physician 
group  is  still  run  by  physicians  who  elect  their  own  officers,  but  the  group 
simply  doesn’t  own  any  real  estate  or  equipment,”  Dr  Kemper  said. 

The  physician  group  contracts  with  Caremark  to  provide  medical  services 
in  the  same  way  it  contracts  with  health  maintenance  organizations  and  pre- 
ferred provider  organizations.  “What  has  changed  is  that  we  have  access  to 
capital  for  expansion,”  he  said.  “It  certainly  hasn’t  changed  the  way  we  treat 
our  patients.” 


J.C.  Burns,  MD,  a 
family  practice  physi- 
cian for  29  years  in  the 
rural  town  of  West 
Columbia,  found  a cre- 
ative solution  to  the 
dilemma  of  his  ailing 
solo  practice. 

“With  the  onset  of  new  legisla- 
tion such  as  CLIA  and  OSHA,  the 
differential  taxation  for  businesses, 
and  the  fact  that  Medicare  started 
paying  less  per  visit  because  I’m  a 
rural  physician,  I had  actually  been 
subsidizing  myself  for  8 years  out  of 
what  I had  earned  before,”  he  said. 
“I  had  cut  out  all  my  employees’ 
benefits,  workers’  compensation, 
and  lots  of  other  things  just  trying  to 
stay  in  business.” 


Dr  Burns  sold  his 
practice  to  The  Universi- 
ty of  Texas  Medical 
Branch  at  Galveston  but 
continues  to  operate  the 
practice  as  a rural  outreach 
clinic.  He  says  finding  the  right  buy- 
er was  a matter  of  marketing  himself 
and  his  practice. 

“I  knew  that  we  had  a satellite 
facility  that  someone  would  be  inter- 
ested in,”  Dr  Burns  said.  “I  talked  to 
several  people,  and  finally  found 
some  people  at  UT-Galveston  who 
were  quite  progressive  and  shared 
my  vision  of  a teaching  satellite  in 
the  country  for  medical  students.” 

Dr  Burns  is  very  pleased  with  the 
arrangement  so  far.  “It  allows  me  to 
stay  in  the  town  where  I’ve  lived  and 
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Medical  Arts:  big  clinic  in  a small  town 

he  decision  by  Louis  Gibson,  MD,  to  start  a “country  doctors” 
[group  practice  ironically  grew  out  of  his  experience  training  in 
Houston  with  renowned  surgeons  Michael  DeBakey,  MD,  and 
Denton  Cooley,  MD. 

But  the  inspiration  for  the  Medical  Arts  Clinic  of  Corsi- 
cana arose  not  as  a result  of  an  incident  at  work,  but  because  of  something 
that  happened  at  home  with  his  2-year-old  son,  explains  Dr  Gibson. 

“When  I went  home,  one  of  the  rare  nights  I ever  got  home,  I picked  him 
up  and  he  started  screaming,”  Dr  Gibson  said.  He  asked  his  wife  what  was 
wrong  with  their  child,  and  she  replied,  “There’s  nothing  the  matter  with  that 
kid.  He  just  doesn’t  know  who  you  are.  None  of  these  four  kids  do.  They 
never  see  you.” 

The  next  morning  as  Dr  Gibson  drove  to  work  at  the  Houston  Medical 
Center,  he  decided  it  was  time  to  find  more  balance  between  his  personal  and 
professional  lives,  even  though  it  meant  leaving  Houston  and  an  opportunity 
that  was  the  envy  of  his  peers.  He  recalled  saying  to  himself,  “I’m  going  to 
find  a little  town,  build  a big  clinic,  buy  a ranch,  and  raise  kids.” 

The  Medical  Arts  Clinic  of  Corsicana  opened  in  1952  with  four  physi- 
cians, six  employees,  and  3,900  square  feet  of  space.  “Today  we  have  right  at 
50  doctors,  90,000  square  feet  of  space  in  four  counties,  and  about  300  em- 
ployees,” Dr  Gibson  said. 

The  clinic  primarily  serves  patients  covered  by  Medicare  and  Medicaid, 
and  Dr  Gibson  considers  the  group  on  the  cutting  edge  of  health-care  reform. 
“We’ve  been  anticipating  it  now  for  more  than  15  years,”  he  said.  He’s 
satisfied  that  his  clinic  is  where  it  should  be  to  prepare  for  the  changes  ahead. 

However,  Dr  Gibson  says  those  professional  accomplishments  come  in 
second  to  his  original  goal  — putting  his  family  first.  In  fact,  he  says  his  chil- 
dren have  seen  enough  of  him  not  only  to  know  him,  but  to  follow  in  his 
footsteps.  His  two  sons  are  doctors,  one  daughter  is  a nurse,  and  the  other 
daughter  is  a clinical  speech  therapist. 


to  continue  practicing  where  I’ve 
treated  four  and  five  generations  of 
some  families.”  The  biggest  change 
for  him,  he  says,  is  the  lack  of  ad- 
ministrative hassles.  “I’m  back  to 
practicing  medicine  again.  It’s  fun.” 

One  who  bucked  the  trend 

Not  all  of  the  movement  between 
solo  and  group  practices  is  toward 
groups.  Wynne  Snoots,  MD,  a 59- 
year-old  Dallas  orthopedic  surgeon, 
recently  left  the  group  practice 
where  he  had  spent  most  of  his  ca- 
reer to  go  solo. 

“I  went  to  work  for  the  Car- 
roll  Clinic  in  1968  as  its  fifth 
doctor,”  he  said.  “We  were  all 
general  orthopedists,  and  the 
group  was  somewhat  communis- 
tic — all  the  money  was  put  in 
and  divided  equally.  It  was  as- 


sumed that  everybody  was  working 
hard  and  recognized  the  difficulties 
of  trying  to  figure  out  what  a medi- 
cal product  is  worth.  It  was  kind  of 
a utopian  thing.” 

But  as  the  practice  grew,  more 
partners  were  added,  many  of 
whom  specialized  in  various  areas 
of  orthopedics.  Eventually,  the 
group  was  forced  to  adopt  a new 
payment  system. 

“The  money  differences  began  to 
be  a problem,”  he  said.  “There  was 
a tremendous  difference  in  pay 
among  various  procedures,  and  that 
began  grating  on  me.  There  was 
also  a change  in  the  collegial  at- 
mosphere of  the  practice.” 

Dr  Snoots  says  that  under  the 
group  practice  arrangement, 
his  overhead  was  close  to 
70%  of  his  income. 

“I  can’t  afford  that,  so  I 


of 


have  gone  where  at  least  I can  con- 
trol my  own  destiny.  I have  a closer 
relationship  with  the  employees,  who 
work  for  me  and  not  the  group.”  Dr 
Snoots  says  that  his  relationship  with 
his  former  partners  remains  good 
and  that  he  still  works  closely  with 
many  of  them. 

Despite  his  satisfaction  with  the 
move,  he  says  starting  a solo  practice 
in  1993  is  not  for  the  faint  of  heart. 
“If  you  look  at  the  big  picture  of 
medicine,  it’s  probably  a very  foolish 
thing  to  do  in  today’s  world,”  he 
said.  “I  think  that  my  style 
medicine  — some  people  have 
called  it  a boutique  — wi" 
be  viable  for  the  rest  of 
my  practice  lifetime. 

“In  the  world 
that  pays  on  the 
basis  of  proce- 
dure, and  the  way 
that  you  get  to  do 
the  procedure  is  by 
referral  in  some  sort 
of  closed  system,  you 
would  be  a fool  as  a 
youngster  to  try  to  go 
into  some  kind  of  solo  practice. 


Changes  in  the  marketplace 

While  some  people  attribute  the 
continued  shift  from  solo  to  group 
practice  as  a response  to  the  trans- 
formation anticipated  under  the  fed- 
eral government’s  health-care  reform 
proposals,  the  changes  are  clearly  al- 
ready upon  us. 

“In  the  normal  private  health- 
care marketplace,  a lot  of  these 
changes  are  already  happening,” 
said  PhyCor’s  Mr  Ewing.  “My  sense 
is  that  physicians  need  to  be  looking 
at  their  own  situations  and  making 
their  own  cool,  level-headed  deci- 
sions about  where  they  think  they 
can  secure  their  futures.” 

Mr  Tinsley  of  Haynes-O'Nea I 
concurs.  “Obviously,  a physician 
should  look  to  see  what’s  happening 
in  national  health-care  reform,  but 
the  group  practice  phenomenon  is  not 
completely  driven  by  that  movement. 
Look  here  in  Texas  at  how  much  cap- 
itation we’re  now  seeing,”  Mr  Tinsley 
said.  “The  more  capitation  there  is, 
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the  more  the  opportunities  are  going 
to  shift  to  group  practices.” 

The  Texas  Medical  Association 
realizes  that  more  changes  in 
medicine  are  coming  and  is  working 
to  help  physicians  through  the  tran- 
sition to  a more  group-oriented  sys- 
tem, according  to  TMA  President 
Robert  M.  Tenery,  Jr,  MD.  But  he 
says  that  doesn’t  mean  the  solo 
practitioner  should  be  abandoned. 

“One  of  the  principles 
we  are  working  to  make 
a part  of  health-care  re- 
form and  managed 
competition  is  the 
preservation  of  a mul- 
tiplicity of  health-care 
delivery  systems,”  Dr 
Tenery  said.  “That 
means  we  want  the  en- 
tire spectrum  of 
medicine  — fee  for  ser- 
vice, managed  care,  group  and  solo 
practice  — to  be  included  in  the 
system  so  that  patients  and  physi- 
cians can  make  meaningful  health- 
care choices.”  ★ 


Merging  medical  practices: 
look  before  you  leap 

By  Reed  Tinsley,  CPA* 

With  all  the  changes  currently  evolving  around  physician 

reimbursement  and  government  regulation,  prognosti- 
cators are  predicting  that  the  day  of  the  doctor  in  solo 
practice  is  dead;  the  market  will  force  all  or  many 
physicians  into  some  form  of  group  practice. 

Even  without  taking  into  account  the  current  market  forces,  the 
benefits  of  merging  practices  are  many:  better  overall  manage- 
ment, centralized  and  efficient  billing  and  collection,  group  pur- 
chasing discounts,  overhead  economies  of  scale,  and  practice 
transition. 

Merging  practices  works  for  many,  but  it  can  be  fraught 
with  problems  if  not  executed  properly.  One  critical  concern  is 
to  make  sure  you  are  merging  your  practice  with  the  right 
people.  Before  attempting  to  merge,  all  parties  should  jointly 
assess  whether  or  not  their  practices  are  compatible.  If  they  are 
not,  you  can  bet  the  bank  that  the  merger  will  fail. 

To  begin,  you  should  assess  and  compare  the  finances  of  each  practice. 
Look  at  each  practice’s  history  of  production,  collections,  and  adjustments. 
Analyze  overhead  and  liabilities  as  well.  Careful  scrutiny  of  the  finances  will 
help  you  in  developing  a compensation  formula  for  group  members,  and  also 
tell  you  what  assets  and  liabilities  can  and  should  be  contributed  to  the  group. 

One  area  of  vital  importance  is  Medicare  participation.  Find  out  which 
members  currently  participate  and  which  do  not.  Since  the  group  will  have  to 
make  a new  election,  it’s  important  that  all  physicians  agree  on  this  issue. 

Another  area  of  potential  conflict  concerns  practice  employees.  Find  out 
which  practices  have  retirement  plans  and  which  ones  do  not.  The  group  will 
have  to  make  a decision  on  whether  or  not  to  implement  a new  plan.  Physi- 
cians who  currently  do  not  have  retirement  plans  may  not  want  to  be  forced 
into  making  future  contributions. 

You  must  also  assess  each  practice’s  employees  and  their  salaries.  You  will 
need  to  look  for  duplicate  efforts.  The  new  group  practice  may  need  only  one 
office  manager,  for  example.  Also  see  if  the  salary  structure  of  each  practice  is 
comparable.  A doctor  may  not  want  to  pay  for  the  salary  of  a particular  em- 
ployee if  it  seems  too  far  above  market  rates.  And  make  sure  vacation,  sick 
leave,  and  other  personnel  policies  are  similar.  If  not,  you  may  have  trouble 
developing  a consensus  on  the  group’s  policies. 

As  a last  step,  compare  the  fee  schedules  and  C.PT  coding  of  each  of  the 
practices.  Since  the  group  will  construct  a uniform  fee  schedule,  a practice 
with  high  fees  may  not  want  to  lower  them,  and  a practice  with  low  fees  may 
not  want  to  increase  them.  Use  the  CPT  coding  analysis  to  see  which  prac- 
tices will  benefit  from  better  coding  practices  and  which  may  not.  Also  look 
for  cases  of  abusive  coding  by  any  of  the  practices.  You  may  not  want  to  be 
associated  with  dishonest  practices. 

The  process  of  merging  medical  practices  should  never  be  taken  lightly. 
Forget  about  merging  unless  you  have  assured  yourself  that  all  of  the  physi- 
cians and  their  practices  are  compatible.  For  every  successful  merger  you  hear 
or  read  about,  many  others  have  failed.  But  careful  assessment  of  each  prac- 
tice before  you  merge  will  improve  your  chances  of  success. 


*Mr  Tinsley  is  a partner  in  the  Houston-based  accounting  and  management  consulting  firm  of 
Haynes-O’Neal,  which  specializes  in  working  with  medical  practices. 
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Looking 
for  that 
perfect 
fit? 

You  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  fit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  service  for 
physician  applicants 

★ 

Low-cost  recruitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast , personalized  service 

★ 

Urban  and  rural  placements 

★ 

Texas- based  matching  service 


CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


International  Trust  & 
Executive  Banking 
Services 


Ectc  is  an  experienced,  conservatively 
managed  Bank  & Trust  Company  located 
in  the  Bahamas  and  dedicated  to  the  preser 
vation  and  appreciation  of  the  professional 
client’s  wealth. 


For  a confidential  informative  packet  by 
mail  please  write  or  contact  by  facsimile 
(809)  325-1926. 

Managing  Director, 

Professional  Asset  Management  Group, 
Euro  Canadian  Tmst  Company 
Euro  Canadian  Centre 
P.O.  Box  N-3742 
Nassau,  Bahamas 
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Folk  medicine  artifacts  on  display  in  the  TMA  History  of  Medicine  Museum  through  September 
include  herbs,  potions,  icons,  and  other  paraphernalia. 


Exhibit  chronicles 
history,  mystery 
of  folk  medicine 

odern  physicians  understand 
that  a small  but  important 
part  of  the  curative  powers 
of  any  drug  or  medical  regimen  is  an 
earnest  belief  on  the  part  of  patients 
that  they  will  be  healed.  Whether  it 
is  the  “placebo  effect”  or  something 
in  the  biochemical  healing  power  of 
the  mind,  simple  faith  is  an  undeni- 
able ingredient  of  medicine. 

For  centuries,  a similar  brand  of 
faith  mixed  with  a smattering  of  sci- 
ence, a bit  of  magic,  and  even  a 
touch  of  the  supernatural  has  been 
the  basis  of  folk  medicine  practices 
of  many  cultures. 

A new  exhibit,  titled  “Folk 
Medicine,”  is  on  display  through 
September  in  the  History  of 
Medicine  Museum  on  the  first  floor 
of  the  Texas  Medical  Association 
building  in  Austin.  The  presentation 
examines  a variety  of  folk  medicine 
practices  among  cultures  in  Texas 
and  elsewhere.  The  displays  chroni- 
cle folk  healers’  herbs,  potions,  ritu- 
als, and  icons,  from  foxglove  and 
scented  candles  to  folk  psychiatry 
and  chicken  soup. 

Medical  science  is  showing  a re- 
newed interest  in  folk  remedies,  par- 
ticularly in  the  curative  powers  of 
herbs  and  other  naturally  occurring 
substances.  Such  research  has  led  to 
recent  breakthroughs  such  as  taxol,  a 
cancer  drug  derived  from  the  bark  of 
the  Pacific  yew  tree,  and  the  use  of 
folic  acid  before  the  start  of  a preg- 
nancy to  prevent  some  birth  defects. 

A recent  conference  in  Washing- 
ton, DC,  cosponsored  by  the  Na- 


Mark  Richardson,  associate  editor , writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
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tional  Museum  of  Health  and  Sci- 
ence and  the  National  Wellness 
Coalition,  sought  to  find  common 
ground  between  allopathic  and  al- 
ternative practitioners.  Though  dif- 
ferences remain,  participants  from 
both  disciplines  found  that  some 
new  treatments  are  closing  the  gap 
between  the  two  healing  methods. 

In  fact,  there  has  been  sufficient 
interest  in  so-called  “unconventional 
medicine”  that  the  National  Insti- 
tutes of  Health  has  created  an  Office 
of  Alternative  Medicine,  funded  by  a 
$2  million  grant.  The  office  will 
study  a variety  of  forms  of  alterna- 
tive medicine,  such  as  acupuncture, 


homeopathy,  naturopathy,  and  chi- 
ropractic to  attempt  to  scientifically 
determine  the  risk  and  efficacy  of 
any  or  all  of  their  methods.  Many  of 
the  areas  under  study  are  traditional 
folk  medicine  practices. 

No  appointments,  forms,  or  fees 

The  generally  accepted  definition 
of  folk  medicine  is  “traditional 
medicine,  practiced  nonprofessional- 
ly  by  people  isolated  from  medical 
services.”  Folk  medicine  differs  from 
quackery  and  other  fraudulent  treat- 
ments in  that  it  is  generally  not  done 
for  commercial  gain  and  is  usually 
based  on  an  observed,  though  not 
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documented,  positive  outcome. 

Healers  are  easily  accessible  and 
use  culturally  approved  methods 
that  complement  their  patients’ 
faiths  and  belief  systems.  Generally, 
no  appointments  are  necessary,  no 
forms  are  filled  out,  and  no  fees  are 
charged  for  services. 

The  exhibit  examines 
the  folk  medicine  prac- 
tices among  Native  Amer- 
icans, Mexican  Ameri- 
cans, African  Americans, 
and  Anglos,  including  cu- 
randeros,  shamans,  and 
witch  doctors. 

Heal,  cure,  restore 

Curanderismo  combines 
elements  of  Catholicism 
with  Native  American  rit- 
uals and  herbal  lore,  and 
it  is  still  practiced  by 
many  people  in  South 
Texas  and  other  predomi- 
nantly Hispanic  areas  of 
Texas  and  the  United 
States.  The  term  is  de- 
rived from  the  Spanish 
curar,  meaning  to  heal, 
cure,  or  restore  health. 

The  most  famous  curandero  was 
Don  Pedro  Jamarillo,  or  Don  Pedri- 
to,  as  he  was  known.  Born  in  Mexi- 
co in  1830,  he  came  to  Texas  in 
1881  and  practiced  as  a faith  healer. 
Many  products  associated  with  folk 
healing  carry  Don  Pedrito’s  image. 

Boticas,  or  apothecary  shops, 
carry  a wide  variety  of  herbs  with 
known  medicinal  properties,  though 
owners  rarely  make  claims  about 
their  alleged  medical  powers  for  fear 
of  prosecution.  Some  common  herbs 
sold  in  Texas  boticas  are  tila  (linden 
flower),  te  nervino  (nerve  tea),  yer- 
banis  (marigold  or  calendula),  and 
yerba  buena  (spearmint). 
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Rituals  of  the  medicine  man 

Medicine  among  Native  Americans 
has  always  been  mingled  with  magic 
and  ritual.  The  shaman,  or  medicine 
man,  is  a man  of  importance,  care- 
fully selected  and  trained  to  combine 
the  functions  of  priest  and  healer. 

Before  treating  a pa- 
tient, he  often  puts  on  a 
special  costume  to  per- 
form ritual  dancing 
and  chanting.  Herbs  are 
brewed  for  ceremonial 
drinks  and  sometimes  ap- 
plied to  the  body. 

In  the  past,  Texas  In- 
dians used  sassafras 
to  treat  pleurisy  and 
alder  tree  bark  to  dress 
wounds.  For  toothaches, 
they  chewed  the  wood  of 
the  acacia  tree.  Bleeding 
and  scarification  was  of- 
ten practiced  for  a vari- 
ety of  ailments,  using  an 
arrowhead  or  snake  fang 
to  make  200  to  300  su- 
perficial abrasions  on  the 
arms,  chest,  and  back. 
Native  Americans 
were  also  experts  in  curing  rat- 
tlesnake bites.  After  using  oral  suc- 
tion, they  applied  a poultice  of  vari- 
ous plants,  including  snakeroot  and 
alder  bark. 

Today,  the  medicine  man  still 
plays  a vital  role  in  the  delivery  of 
health  care  to  Native  Americans  in 
the  United  States.  It  is  not  uncom- 
mon for  a physician  in  an  Indian 
community  to  work  side-by-side 
with  the  tribal  medicine  man. 

The  Thomsonian  movement 

In  the  late  18th  century,  Samuel 
Thompson,  a farmer  with  a special 
interest  in  plants  and  their  medicinal 
properties,  developed  a theory  based 
on  the  belief  that  heat  is  the  basis  of 
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life,  and  disease  results  from 
insufficient  heat.  Thus,  his  patented 
medical  treatments  — relying  mostly 
on  roots  and  herbs  — were  designed 
to  restore  natural  body  heat. 

A treatment  often  began  with  a 
steam  bath  to  promote  sweating,  be- 
fore using  red  or  cayenne  pepper 
and  lobelia  to  purge  the  system. 
Touted  as  simpler  and  less  expensive 
than  regular  medicine,  the  remedies 
built  up  quite  a following,  which  be- 
came known  as  the  Thomsonian 
movement.  The  rights  to  use  treat- 
ments were  sold  to  those  who 
wished  to  do  so. 

The  Thomsonian  movement  be- 
came so  popular  in  the  1840s  that 
laws  granting  licenses  to  medical 
doctors  were  repealed  under  pres- 
sure from  the  proponents  of  botani- 
cal medicine,  spurring  an  era  of 
“free  trade”  in  medicine,  when  any- 
one could  practice  regardless  of 
qualifications.  This  movement  led 
directly  to  the  formation  of  the 
American  Medical  Association. 

Homeopathy;  like  cured  by  like 

Christian  Friedrich  Hahnemann, 
MD,  a well-educated  German  physi- 
cian practicing  in  the  late  1700s,  de- 
veloped homeopathy,  the  belief  that 
diseases  can  be  cured  by  substances 
that  produce  the  symptoms  of  the 
diseases  in  healthy  people.  The  word 
homeopathy  is  derived  from  the 
Greek  words  bomeo  (similar)  and 
patbos  (suffering  or  disease). 

Dr  Hahnemann  discovered  that 
some  drugs  causing  disease  symp- 
toms in  a healthy  person  would  al- 
leviate the  symptoms  of  or  cure  a 
sick  person,  and  thus  based  home- 
opathy on  the  doctrine  of  “like  is 
cured  by  like.” 

Dr  Hahnemann  reportedly  per- 
formed an  experiment  on  fever  by 
dosing  himself  with  cinchona,  a 
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FDA  launches  MEDWatch  drug,  product  reporting  program 

The  US  Food  and  Drug  Administration,  with  the  support 
of  the  American  Medical  Association  and  more  than  50  other  health- 
care organizations,  has  begun  a voluntary  program  intended  to  improve 
surveillance  of  drugs,  medical  items,  and  other  regulated  products  after  they 
are  on  the  market. 

Called  MEDWatch,  the  program  is  designed  to  streamline  the  process  of 
reporting  serious  adverse  events  and  product  defects. 

According  to  FDA  Commissioner  David  A.  Kessler,  MD,  “MEDWatch  is 
not  just  a new  FDA  system;  it  is  a way  of  making  the  reporting  of  adverse 
events  and  product  problems  a part  of  the  culture  of  health-care  providers. 
Physicians,  nurses,  and  others  who  care  for  patients  are  the  first  to  know 
when  a drug  or  medical  device  does  not  perform  as  it  should,”  he  said. 

The  FDA  has  developed  a simplified,  one-page  reporting  form  as  part  of 
MEDWatch,  and  it  also  has  added  more  ways  for  physicians  and  others  to 
report  adverse  events.  The  form  can  be  folded  and  mailed  postage-free,  faxed 
to  the  agency  on  a toll-free  number,  or  sent  electronically  by  computer. 

The  agency  also  has  set  up  a toll-free  number  available  at  all  times  for 
physicians  to  get  information  on  adverse  events.  All  numbers  are  printed  on 
the  MEDWatch  form. 

MEDWatch  forms  may  be  ordered  by  calling  (800)  332-1088.  Samples  of 
the  forms  were  printed  in  many  major  medical  and  health-care  journals  in 
June  and  July. 


bark  from  which  quinine  is  derived 
that  was  considered  an  effective 
remedy  for  fever.  He  developed  fever 
while  taking  the  medicine,  but  his 
symptoms  regressed  when  he 
stopped  taking  the  drug,  “proving” 
his  theory  that  any  medicinal  sub- 
stance that  cured  a disease  also 
would  cause  that  disease. 

Homeopathy  continues  to  find  a 
following  today,  more  than  150  years 
after  Dr  Hahnemann’s  first  fever  ex- 
periment, with  homeopathic  reme- 
dies available  from  health  food 
stores,  a few  pharmacies,  and  mail 
order  companies.  US  Food  and  Drug 
Administration  regulations  forbid  the 
use  of  homeopathic  remedies  without 
prescription  for  serious  conditions 
such  as  cancer,  AIDS,  or  any  other 
disease  requiring  diagnosis  and  treat- 
ment by  a licensed  practitioner. 

Contagious  magic  of  witch  doctors 

The  nganga,  or  witch  doctor,  figures 
prominently  in  the  cultures  of  the  in- 
digenous peoples  of  Africa.  The 
nganga' s medical  practice  is  part 
spiritual  and  part  homeopathic, 
combining  herbal  remedies  and  sym- 
bolic magic. 

A strong  faith  on  the  part  of  the 


Information  for  this  article  came  from  re- 
search conducted  by  Susan  Brock,  TMA  li- 
brary director,  and  Patty  Mullins,  exhibit  co- 
ordinator. Artifacts  included  in  the  TMA 
exhibit  “Folk  Medicine”  are  on  loan  from  the 
Briscoe  Library  of  The  University  of  Texas 
Health  Science  Center  at  San  Antonio,  the 
Center  for  American  History  in  Austin,  and 
the  private  collection  of  Dr  and  Mrs  Kurt 
Lekisch  of  Austin.  The  exhibit  is  on  display  in 
the  History  of  Medicine  Museum,  first-floor 
lobby  of  the  TMA  building,  401  W 15th  St  in 
Austin.  Hours  are  8:15  am  to  5:15  pm,  Mon- 
day-Friday,  and  9 am  to  noon  on  Saturday. 
The  building  is  closed  on  major  holidays.  For 
more  information,  contact  Ms  Mullins  at 
(800)  880-1300  or  (512)  370-1543. 


patient  is  required  by  the  nganga , 
whose  methods  lean  much  more 
heavily  on  ritual  than  administering 
medicine  to  his  patients.  Anthropol- 
ogists called  many  of  the  witch  doc- 
tor’s rituals  “sympathetic  and  conta- 
gious magic.” 

Often,  the  nganga  ritual  would 
combine  the  mixing  of  a potion  of 
herbs  with  a mortar  and  pestle  after 
determining  a course  of  treatment  by 
bakata.  A bakata  is  an  assemblage  of 
ceremonial  wood-carved  flat  sticks 
with  symbols  on  both  sides,  which  is 
thrown  at  the  feet  of  the  patient  to 
determine  the  course  of  treatment. 

Some  witch  doctor  practices  came 
to  the  New  World  with  African  slaves, 
but  they  are  not  commonly  practiced 
today  among  African  Americans.  The 
rituals  are  still  performed  among  sev- 
eral tribes  in  Africa. 


Innovative  resource  center 
offers  CME  opportunities 
for  busy  physicians 

Avast  array  of  continuing 
medical  education  (CME) 
courses  is  available  to  physi- 
cians, but  keeping  up  with  what’s 
offered  when  — and  finding  the  time 
to  attend  — can  be  difficult. 

Help  for  busy  physicians  is  just  a 
phone  call  away.  The  Texas  Medical 
Association  Library’s  CME  Re- 
source Center  has  a wealth  of  course 
materials  available  for  TMA  mem- 
bers on  loan,  as  well  as  up-to-date 
information  about  CME  opportuni- 
ties around  the  world. 

Self-paced  materials  — which  al- 
low physicians  to  take  CME  courses 
at  home  or  the  office  — are  available 
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on  loan  in  a variety  of  formats,  in- 
cluding interactive  computer  software 
for  Scientific  American  Medicine's 
DiscoTest,  the  RxDx  series,  and  the 
Basic  Life  Support  Course. 

“This  program  is  something 
unique  among  medical  libraries,” 
according  to  Library  Director  Susan 
Brock.  “To  our  knowledge,  we  are 
the  only  medical  library  in  the  coun- 
try that  has  interactive  computer 
software  available  on  loan  by  mail.” 

More  traditional  formats  include 
videotapes  from  CME-TV  and  the 
Network  for  Continuing  Medical 
Education  and  audiotapes  from  the 
Johns  Hopkins  Medical  Grand 
Rounds  series.  Also  available  is  a 
discounted  subscription  to  the  Au- 
dio-Digest Foundation’s  Tapes-for- 
Loan  program,  which  is  designed 
specifically  for  physicians  to  use  dur- 
ing their  daily  commutes. 

Testing  forms  for  each  CME  pro- 
gram are  provided  when  the  material 
is  checked  out  of  the  library.  Physi- 
cians are  responsible  for  sending  the 
forms  to  the  appropriate  accredita- 
tion agency  to  obtain  CME  credit. 

For  those  who  prefer  to  combine 
education  with  travel,  the  CME  Re- 
source Center  also  has  a course  loca- 
tor service,  a computer  database 
that  can  locate  accredited  CME  op- 
portunities across  the  LJnited  States 
and  around  the  world. 

“We  can  find  listings  in  almost 
any  specialty  to  fit  any  time  sched- 
ule,” Ms  Brock  said.  “This  free  ser- 
vice allows  doctors  to  call  and  get 
listings  of  virtually  any  CME  pro- 
grams being  offered  at  times  and 
places  that  match  their  own  needs.” 

CME  credit  will  take  on  added 
importance  for  Texas  physicians  lat- 
er this  year,  when  a provision  of  the 
state’s  new  Medical  Practice  Act  will 
make  CME  credit  a requirement  of 
renewing  a medical  license. 


Passed  earlier  this  year  by  the 
Texas  Legislature,  the  new  law  di- 
rects the  Texas  State  Board  of  Medi- 
cal Examiners  to  set  the  number  of 
hours  required  for  relicensure,  ac- 
cording to  Homer  Goehrs,  MD,  exec- 
utive director  of  the  board.  Dr 
Goehrs  said  the  board  is  likely  to 
take  up  the  issue  in  September  and, 
following  a comment  period,  institute 
the  new  requirement  in  November 
or  December. 

Ms  Brock  said  the  CME  Resource 
Center  is  continually  adding  new  pro- 
grams to  the  collection.  For  more  in- 
formation, contact  the  center  at  (800) 
880-1300  or  (512)  370-1552.  ★ 


MEETING  IS  A SUCCESSFUL 
MEETING. 


CONVENIENT  LOCATION,  COMFORTABLE 
ACCOMMODATIONS  AND  A FRIENDLY, 
FLEXIBLE  STAFF,  MAKE  MEETINGS 
AT  THE  SHERATON  GRAND  HOTEL 
A GRAND  SUCCESS 

• BUSINESS  CLASS  FLOORS 

• 300  GUEST  ROOMS  AND 

SUITES 

• 25,000  SO  FT  OR  MEETING/ 

FUNCTION  SPACE 

• 24  HOUR  COMPLIMENTARY 

AIRPORT  TRANSFERS 

• NON-SMOKING  ROOMS 

• ASHLEY’S  RESTAURANT  & 

AWARD-WINNING 
WINE  CELLAR 

• GRAND  SPORTS  BAR 

• BUSINESS  CENTER  & 

SERVICES 

• TELECONFERENCING 

CAPABILITIES 

• FITNESS  CENTER/SAUNA 

• EXPRESS  VIDEO  CHECKOUT 

For  information 
and  availability  CALL: 

1-800-345-5251 


Sheraton  Grand 

II  ()  T E L 

AT  DALLAS  FT.  WORTH  AIRPORT 

HIGHWAY  114  & ESTERS  BOULEVARD 
DALLAS/FT  WORTH  AIRPORT,  TX  75261  -9765 
PHONE  (214)  929-8400  FAX  (214)  929-0983 


MEDICARE/MEDICAID 

POSTPAYMENT  AUDITS  AND  INVESTIGATIONS 

Consult  a team  of  health  care  specialists  that  includes 
attorneys , medical  professionals , and  medical  records 
experts  handling  federal  and  state  civil  and  criminal 
matters  involving  health  care. 

LOOPER,  REED,  MARK  & McGRAW, 
Incorporated 

4300  Thanksgiving  Tower  ♦ Dallas,  TX  7520 1 ♦(214)  954-4 1 35 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 


1993  State-of-the-Art  Conference 

Premiers  an  Intensive 

Core  Curriculum  in  Environmental  Medicine 

October  25  to  29  • Dallas 

American  College  of  Occupational  and  Environmental  Medicine 
and  Agency  for  Toxic  Substances  and  Disease  Registry 

Call  or  fax  today  for  an  Advance  Program  and  Registration  Form. 

American  College  of  Occupational  and  Environmental  Medicine 
708*228-6850*Ext. 50/Fax  708*228-1856 
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MEN'S  HEALTH  ISSUES 

September  10-12, 1993 

Faculty  members  from  a variety  of  medical  specialties  will 
provide  the  latest  scientific  developments  that  apply  to  managing 
problems  in  the  male  patient. 


Fee:  $150  Practicing  Physicians 

$50  Residents/P  As 

Credit:  11  Hours,  Category  1,  AMA 

Contact:  UTMB  Continuing  Education 

7106  Sheam  Moody  Plaza 
Galveston,  Texas  77555-1034 
(409)  772-7834  or  1-800-437-7186 
FAX  (409)  772-7806 


Program  Director: 
Durwood  E.  Neal,  Jr.,  M.D. 

Sponsor: 

UTMB 

The  University  of  Texas  Medical  Branch  at  Galveston 


Supported  by  a grant  from: 
Searle  Pharmaceuticals 
Abbott  Pharmaceuticals 
Tap  Pharmaceuticals 
Schering-Plough  Pharmaceuticals 
Merck  Human  Health  Division 


WANT 


it 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


RELIEF? 

Look  to  TMA  for: 

4 Leadership  and  advocacy  on 
health-system  reform 

4 Mini-consultations  on  codins 
and  payment  issues 

4 Dispute  resolution  meetinss 
with  Medicare/Medicaid 


4 Workshops  and  publications  on 
resulatory  compliance 

4 Authoritative  information  on 
manased  care  plans  and 
contracts 

To  learn  more  about  these  and  other 
services,  call  TMA,  (800)  880-1300. 


Duty. 


Calls. 


If  you  have  any 
questions  when  your 
employees  are  called 
for  duty,  you  can 
call  us  for  answers. 

It’s  easy  to  get  answers 
to  questions  about  your 
obligation  to  your  em- 
ployees in  the  National 
Guard  and  Reserve  and 
their  obligation  to  you. 
Just  call  1-800-336-4590, 
and  a national  ombuds- 
man will  be  happy  to  help. 


0+t  the.  Sojjei+f,  CiAc+ui 


And  if  it  does,  every  second 
counts.  Will  you  and  your 
family  know  what  to  do? 

• Practice  an  escape  plan 
from  each  room  in  the 
house.  Feel  your  way  out 
with  your  eyes  closed 

• Teach  your  family  to  stop, 
drop  to  the  ground  and  roll 
if  their  clothes  catch  on  fire. 

• Keep  the  fire  department’s 
number  by  the  phone.  By 
your  bed,  have  a flashlight 
to  help  you  see  and  whistle 
to  alert  your  family. 

• Install  smoke  detectors  on 
every  level  of  your  house. 
Test  them  monthly,  and 
change  the  batteries  at 
least  once  a year. 


(le+ne+nle/i,  hi/i£,  ca+t  Ita^xpe+i 
a+uftune.,  ia  +naJze  fila+vi 
jj/vi  a iuAfi/Uie  oHii. 


A message  from  the  U S Fire  Administration 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  con)unction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  - 3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  3 

How  Supplied:  Oral  tablets  of  YOCON-  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30's 
NOC  53159-001-30 
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YOCON® 

YOHIMBINE  HYDROCHLORlOe 

54  (1/1 2 grain)  per  tabH 

1000  TABLETS 


OOSAGE_  t tablet  3 times 

4aHrec»e<3  by  a physoan.  See  pnxUl 

warahire  »o*  complete  mformaKA 
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>00  tablets 
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Legislative  Affairs 


Senator  Mike  Moncrief  Representative  Nancy 

McDonald 


\\imm 

Cooperative  effort 
not  enough  to  salvage 
self-referral  limits 

WHEN  STATE  REP  RON 
Wilson  (D-Houston)  stepped 
to  the  back  microphone  in 
the  Texas  House  on  May  24  and 
raised  a point  of  order  on  legislation 
to  limit  physician  self-referral,  it 
marked  a frustrating  end  to  months 
of  hard  work  on  the  issue.  The  Texas 
Medical  Association  had  taken  the 
lead  role  in  bringing  a large  number 
of  competing  interests  to  the  negotia- 
tion table  and  hammering  out  com- 
promise legislation. 

Representative  Wilson’s  point  of 
order  had  little  to  do  with  the  merits 
of  the  legislation.  In  fact,  it  was  re- 
taliation for  the  Senate  sponsor’s  op- 
position to  Representative  Wilson’s 
concealed  handgun  bill.  To  further 
complicate  motives,  other  legislators 
stood  in  line  to  raise  similarly  fatal 
points  of  order  for  entirely  different 
reasons  — pro-abortion  and  anti- 
abortion forces  who  were  fighting 
over  a proposed  anti-abortion 
amendment  and,  therefore,  wanted 
to  block  the  bill.  One  legislator  even 
disagreed  with  the  bill’s  premise. 

Despite  the  self-referral  bill’s  ulti- 
mate defeat,  however,  TMA  physi- 
cian leaders  and  lobbyists  say  the 
process  that  led  Senate  Bill  589  to 
within  a House  vote  of  passage  is  a 
textbook  example  of  how  the  leg- 
islative process  works. 

“This  is  one  of  our  more  produc- 
tive legislative  negotiations,  especial- 
ly given  the  number  of  moving  parts 
and  competing  interests,”  said  Kim 
Ross,  TMA  director  of  public  af- 
fairs. “It  probably  had  a higher  level 


Ken  Grtolon,  associate  editor , writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


of  good  faith  among  all  parties  than 
is  usually  the  case.  The  fatal  result 
demonstrates  that  in  Austin,  no 
good  deed  goes  unpunished.” 

Peter  Weston,  MD,  San  Antonio, 
added,  “To  me,  it  was  very  reassur- 
ing how  all  these  people  could  come 
together  for  the  common  good  and 
come  up  with  something  that  I 
thought  complied  fully  with  the 
TMA  House  of  Delegates’  policy 
and  the  recommendations  that  came 
out  of  the  Council  on  Ethical  and 
Judicial  Affairs  of  the  American 
Medical  Association.”  Dr  Weston,  a 
member  of  the  TMA  Council  on 
Legislation,  was  called  on  to  chair 
an  ad  hoc  group  made  up  of  repre- 
sentatives of  nearly  every  medical 
specialty,  as  well  as  representatives 
of  consumer  and  business  groups, 
Gov  Ann  Richards’  office,  and  the 
bill  sponsors. 

Negotiations  on  the  bill  began 
early  in  the  session  and  continued 
even  after  Representative  Wilson’s 
point  of  order  blocked  a House  vote 
on  the  measure.  Senate  Bill  (SB)  589 
was  filed  in  the  Senate  by  Sen  Mike 
Moncrief  (D-Fort  Worth)  on  March 
3.  The  H ouse  sponsor  was  Rep 
Nancy  McDonald  (D-El  Paso). 

“Senator  Moncrief  had  a 
justifiable  cynicism  toward  abuses  in 
the  health-care  delivery  system,  hav- 


ing just  come  off  a lengthy  leg- 
islative subcommittee  investiga- 
tion of  the  private  psychiatric 
hospital  industry,”  Mr  Ross 
said.  “He  was  aware  of  every 
scheme,  every  incestuous  deal, 
every  patient  mill  involving 
physicians,  nonphysicians,  and 
their  facilities.  Yet,  unlike  other 
state  debates  on  this  issue,  he 
never  let  the  issue  disintegrate 
into  name-calling.” 

Physician  support  strong 

Senator  Moncrief’s  interest  in  the  is- 
sue was  paralleled  by  a desire  on  the 
part  of  physicians  to  police  their 
own  profession.  While  TMA’s  1992 
physician  survey  showed  a majority 
of  physicians  believed  that  self-refer- 
ral arrangements  should  be  allowed, 
89%  said  there  should  be  restric- 
tions placed  on  those  arrangements. 
The  TMA  H ouse  of  Delegates 
adopted  a strong  policy  limiting  self- 
referrals in  November  1992. 

Using  that  as  ammunition,  and 
despite  the  risk  of  criticism  from 
some  TMA  members,  Mr  Ross  says 
the  Council  on  Legislation  and  pub- 
lic affairs  staff  set  about  early  in  the 
session  to  take  an  aggressive  stand 
on  policing  the  health-care  profes- 
sions. That  was  evidenced  not  only 
by  the  self-referral  bill,  but  also  by 
the  across-the-board  standards  that 
TMA  recommended  and  pushed 
through  the  legislature  to  make  all 
licensed  health  professions  adhere 
to  the  same  high  standards  of  con- 
duct (see  Texas  Medicine , July 
1993,  p 22). 

“The  ratcheting  down  of  health- 
care economics  across  the  country 
— Medicare  freezes,  the  cannibaliza- 
tion of  the  Medicaid  system,  the 
subsequent  Medicaid-izing  of  the 
workers’  compensation  system,  the 
increasing  ingenuity  and  aggressive- 
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Peter  Weston,  MD 

ness  of  insurance  carriers  in  slow 
paying  — has  fostered  a tremendous 
amount  of  economic  pressures  on  all 
the  health-care  professions  to  look 
for  other  ways  to  sustain  the  same 
bottom  line,”  Mr  Ross  said. 

“This  has  resulted  in  some  hem- 
orrhaging in  the  system  and  preda- 
tory tactics  — the  demonstrable 
abuses  of  the  Board  of  Chiropractic 
Examiners  in  promulgating  rules 
that  were  solely  developed  for  the 
purposes  of  economic  expansion, 
the  fact  that  many  allied  health  pro- 
fessions had  on  their  agendas  a set 
of  issues  that  had  more  to  do  with 
economic  expansion  than  bona  fide 
reform.  TMA  felt  this  was  a waning 
opportunity  to  protect  all  of  the 
professions  from  themselves  on  the 
eve  of  national  health-care  debate,” 
added  Mr  Ross. 

The  first  step  in  the  self-referral 
fight  was  to  convince  the  bill’s  spon- 
sors, the  governor’s  health  policy  ad- 
visers, consumer  groups,  and  the  af- 
fected organizations  that  TMA 
really  wanted  to  address  the  issue. 
Mr  Ross  said,  “Some  of  them  came 
to  us  privately  and  said,  ‘You  guys 
don’t  really  want  to  pass  a bill,  do 
you?’  We  said,  ‘Yes,  we  really  do.’ 
TMA  expended  a tremendous 
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amount  of  resources, 
time,  and  personnel  in 
crafting  a bill,  working 
with  the  bill  sponsors.” 

Added  Dr  Weston, 
“At  first,  there  was  an 
adversarial  feeling  about 
what  was  going  on,  that 
the  senator  and  the  gov- 
ernor wanted  to  force 
something  down  our 
throats  that  would  have 
been  very  unacceptable 
to  the  membership.  But 
once  we  started  talking  and  TMA  was 
able  to  convince  the  senator  that  we 
too  wanted  something  to  pass,  the  ne- 
gotiations became  very  productive.” 

Original  bill  excessive 

TMA  did  believe  the  original  bill, 
however,  was  excessive.  It  essential- 
ly banned  all  physician  ownership 
of  facilities  to  which  they  refer  pa- 
tients. “That  is  really  imposing  a 
burden  that  is  not  applied  any- 
where else  in  the  commercial 
world,”  Dr  Weston  said.  “You 
don’t  say  to  an  automobile  dealer, 
‘You  cannot  have  a service  center.’ 
This  is  somewhat  comparable.” 

It  also  went  beyond  both  TMA 
and  AMA  ethical  policies  on  the  is- 
sue. The  AMA  Council  on  Ethical 
and  Judicial  Affairs  supports  limits 
on  self-referral  only  in  instances 
where  a physician’s  investment  in  a 
facility  is  passive  and  referrals  of  pa- 
tients are  done  purely  for  profit.  Ar- 
rangements that  arise  out  of  patient 
need  or  where  the  services  provided 
are  an  extension  of  a physician’s 
practice  are  ethical  under  the  coun- 
cil’s opinion. 

TMA  lobbyist  and  attorney 
Frank  Santos,  JD,  who  managed  the 
issue  for  TMA  throughout  the  ses- 
sion, says  an  early  proposed  draft  of 
Senator  Moncrief’s  bill,  which 
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resembled  legislation  passed  in  Flori- 
da, was  neither  passable  nor  en- 
forceable. The  problem,  he  says,  was 
the  bill  exempted  only  three  special- 
ties from  the  legislation,  and  lobby- 
ists for  every  other  medical  specialty 
group  were  asking  for  their  special- 
ties to  be  exempted  as  well. 

“We  sat  down  at  the  table  with 
all  the  interested  parties,  and  imme- 
diately the  cardiac  catheter  people 
wanted  an  exemption,  the  renal 
dialysis  people  wanted  an  exemp- 
tion, right  on  down  the  line,”  Mr 
Santos  said.  “The  sponsors  hit  a 
brick  wall  early  on  because  they  re- 
alized they  were  going  to  have  to 
say  who’s  in  and  who’s  out,  decide 
who  can  have  a financial  arrange- 
ment and  who  can’t.” 

At  that  point,  which  was  mid- 
March,  Senator  Moncrief  asked 
TMA  to  draft  a workable  bill,  Mr 
Santos  says.  TMA  public  affairs 
staff  sat  down  with  attorneys  from 
the  general  counsel’s  office  and  legal 
experts  from  the  law  firm  Vinson 
and  Elkins  and  rewrote  the  entire 
bill.  The  new  language  not  only  lim- 
ited self-referral  arrangements,  but 
included  antikickback  provisions  de- 
signed to  capture  health-care 
providers  who  attempted  to  circum- 
vent those  provisions.  And  it  avoid- 
ed the  inherently  discriminatory 
“laundry  list”  approach  to  who 
could  and  could  not  have  self-refer- 
ral arrangements. 

“It  was  very  strict,”  Mr  Santos 
said.  “It  didn’t  allow  for  a lot  of  the 
arrangements  that  are  allowed  in 
Florida  and  other  states.  We  tried  to 
write  a bill  that  was  more  global  in 
approach,  one  under  which  all  enti- 
ties and  all  individuals  would  have 
to  comply  with  the  same  kinds  of 
parameters  and  standards.  They 
were  fair  but  tough  standards.” 
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: TMA  serves  facilitator  role 

: From  there,  it  was  a matter  of  get- 
: ting  all  interested  parties  to  sign  off 
: on  the  new  language.  A series  of 
: meetings  of  the  group  chaired  by  Dr 
! Weston  continued  throughout  the 

• session,  even  while  the  bill  was  mov- 
: ing  through  the  Senate  Health  and 
: Human  Services  Committee  and 
: onto  the  Senate  floor, 
i “We  had  assured  Sen- 
: ator  Moncrief  that  TMA 
: would  help  pass  the  hill 
: out  of  the  Senate  even  if 
i we  weren’t  to  an  agreed- 
j to  bill  yet,”  Mr  Ross 
: said.  “We  didn’t  want  the 
: procedural  barriers  that 
: are  designed  to  kill  legis- 
: lation  to  be  the  reason 
: this  bill  didn’t  pass.  If  it 

• didn’t  pass,  it  would  be 

• because  of  conflicts  on 

• the  merits,  not  because  it 
i got  slow-walked.” 
j Ultimately,  all  interest- 

• ed  parties  thrashed  out 
j the  final  Senate  language 

• in  a meeting  at  the  TMA 

• building.  “Everybody  sat 
j down  in  the  May  Owen 
i Room  with  a computer 
i linked  to  an  overhead 
| projector,  and  things  were 
: typed  in  until  everybody 

• was  happy  or  at  least  con- 

• tent  with  every  single  word  that  went 
j into  the  bill,”  Dr  Weston  said. 

: Lisa  McGiffert,  a health  policy 

: analyst  for  the  Southwest  Regional 

• Office  of  Consumers  Union,  says 
j TMA  was  the  catalyst  that  made  ne- 

• gotiations  possible.  “What  began  in 
j the  Senate  was  the  never-ending  list 
: of  people  who  needed  to  be  excepted 
j because  they  were  different,”  Ms 
: McGiffert  said.  “[TMA]  tried  to  be  a 
] link  between  those  of  us  who  wanted 
: true  straight  prohibitions  and  those 


who  wanted  no  prohibitions.” 

While  Ms  McGiffert  says  some 
exemptions  went  on  that  weakened 
the  bill,  a compromise  was  produced 
that  was  supported  by  Consumers 
Union,  TMA,  and  all  the  other  par- 
ties to  the  negotiations.  That  bill 
easily  passed  the  Senate  on  May  10, 
and  it  cleared  the  House  Committee 
on  Public  Health  despite 
some  initial  opposition  in 
the  committee.  TMA  was 
instrumental  in  convinc- 
ing the  committee  that 
the  bill  should  continue 
to  move  forward,  Mr 
Ross  says. 

Bill  hits  snag  in  House 

The  wheels  didn’t  begin  to 
come  off  until  SB  589 
reached  the  House  Calen- 
dars Committee,  which  is 
responsible  for  setting  the 
schedule  for  bills  to  be  de- 
bated on  the  House  floor. 
“Several  Calendars  mem- 
bers expressed  concerns 
about  the  bill,”  Mr  Ross 
said.  “The  bill  was  clearly 
getting  into  a hostage  sit- 
uation in  the  Calendars 
Committee,  and  if  was 
late  in  the  session.” 

The  issue  in  con- 
tention was  the  use  of 
shared  facilities,  such  as  an  in-office 
laboratory  that  is  shared  by  two  or 
more  physicians  who  have  offices  in 
the  same  building.  Shared  facilities 
usually  do  not  handle  referrals  from 
outside  physicians  and  save  physi- 
cians the  expense  of  setting  up  du- 
plicate facilities.  An  exemption  for 
shared  facilities  had  been  discussed 
earlier  in  the  negotiations,  and  simi- 
lar language  is  included  in  self-refer- 
ral legislation  now  being  debated  by 
the  US  Congress. 


“TMA  TOOK  A 
VERY  PROACTIVE, 
AGGRESSIVE 
STANCE.  WE 
FORCED  A LOT  OF 
COMPETING 
MEDICAL  AND 
HOSPITAL  AND 
PROFESSIONAL 
INTERESTS  TO 
THE  TABLE,  AND 
USED  OUR  MUSCLE 
TO  MOVE  THE 
BILL  ALONG.” 


Even  though  TMA  had  not 
pushed  for  the  amendment,  Mr  Ross 
says  it  became  apparent  the  bill 
could  not  get  out  of  the  Calendars 
Committee  without  it.  Even  if  it  did, 
there  were  indications  that  House 
members  who  supported  the  shared 
facilities  amendment  were  ready  to 
raise  points  of  order  to  kill  the  bill  if 
the  amendment  did  not  go  on. 

“It  didn’t  take  long  for  the  oppo- 
nents to  scrub  the  bill  for  procedural 
flaws  and  find  a valid  point  of  or- 
der,” Mr  Ross  said.  “As  is  usual 
with  just  about  any  piece  of  legisla- 
tion, you  can  almost  always  find  a 
point  of  order  to  raise.” 

In  this  case,  the  House  committee 
had  not  properly  suspended  House 
rules  when  the  bill  was  sent  for  com- 
mittee consideration.  A successful 
point  of  order  would  have  sent  the 
bill  back  to  committee  for  reconsid- 
eration. That  would  have  killed  any 
chance  of  getting  back  on  the  House 
floor  for  debate. 

“We  explained  to  the  House  spon- 
sor, Nancy  McDonald,  that  TMA 
would  live  with  or  without  the  shared 
facilities  language,”  Mr  Ross  said. 
“But  that  was  the  price  to  be  exacted 
for  not  raising  the  points  of  order.” 

Mr  Ross  says  TMA  advised  Rep- 
resentative McDonald  to  take  the 
amendment  and  work  for  a com- 
promise or  deletion  in  conference 
committee.  McDonald  says  she  ac- 
cepted that  approach  “against  my 
better  judgment.” 

However,  all  obstacles  still  had  not 
been  cleared.  When  the  bill  came  up 
for  debate  on  May  24,  abortion  foes 
in  the  House  made  it  clear  they  were 
going  to  propose  an  anti-abortion 
amendment  and  would  raise  the  point 
of  order  themselves  if  the  amendment 
were  not  accepted  by  the  sponsor. 
Naturally,  the  pro-abortion  forces 
stated  they  would  raise  a point  of  or- 
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der  if  the  anti-abortion  amendment 
was  attempted. 

At  that  point.  Representative  Mc- 
Donald says  she  decided  to  let  the  hill 
die.  She  says  she  saw  little  point  in 
making  House  members  go  through 
another  lengthy  debate  and  record 
vote  on  abortion,  similar  to  that  which 
occurred  when  the  same  abortion  foes 
tried  to  amend  the  Medical  Practice 
Act  “sunset”  bill  earlier  in  the  session. 

“And  then  Ron  Wilson  jumped 
up  with  his  little  vendetta  against 
Senator  Moncrief,  and  that  stopped 
the  whole  thing,”  Representative 
McDonald  said.  “And,  I guess  saved 
us  all  some  time.” 

Congressional  action  awaited 

Representative  McDonald  said  she 
preferred  to  see  the  measure  die  than 
to  go  forward  with  the  shared  facili- 
ties language.  “We  are,  frankly,  look- 
ing to  the  federal  government,  which 
has  worked  with  this  issue  over  the 
years,”  she  said. 

The  federal  government  now  has 
laws  in  place  limiting  self-referral 
when  Medicare  patients  are  involved. 
At  least  two  bills  to  expand  limits  to 
cover  all  patients  are  now  pending  in 
Congress.  “We  expect  in  1993  or 
early  ’94  to  have  federal  laws  and 
rules  coming  down  on  this  subject,” 
Representative  McDonald  said. 

Mr  Ross,  however,  says  the  state 
needn’t  have  waited  for  congression- 
al action.  He  says  TMA  wanted  to 
fight  to  keep  a point  of  order  from 
being  raised  and  get  the  bill  to  con- 
ference committee,  where  further  ne- 
gotiations could  have  occurred. 

“We  felt  very  strongly  that  it  was 
a mistake  to  wait  on  the  Congress,” 
he  said.  “For  one  thing,  there’s  the 
opportunity  that  the  state  can  better 
craft  a statute  that  fits  Texas’  cir- 
cumstances. A self-referral  bill  in 
Minnesota  might  look  different  than 
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one  in  Texas.”  Another  factor,  he 
says,  is  the  uncertainty  over  when 
and  if  Congress  will  act  on  the  issue. 

“We  recommended  to  Representa- 
tive McDonald  to  let  the  bill  go  to 
conference  committee,  even  in  unac- 
ceptable form,  so  we  could  continue 
working  on  it,”  Mr  Ross  said.  “Even  if 
the  shared  facilities  language  stayed  in, 
so  what.  You’ve  already  got  a substan- 
tial improvement  and  you’ve  advanced 
the  cause.  On  a scale  of  1 to  10,  if  it’s 
a 7,  that’s  7 more  than  you  had.  If  it’s 
a 5,  that’s  5 more  than  you  had.  It 
could  easily  be  2 years  or  longer  before 
federal  law  addresses  this  area.” 

Mr  Ross  says  TMA  and  Senator 
Moncrief  still  wanted  the  bill.  Two 
other  bills  were  identified  to  which 
the  self-referral  language  could  have 
been  attached.  TMA  was  ready  to 
lobby  for  that,  but  fear  that  those 
bills  also  would  be  subject  to  points 
of  order  ultimately  influenced  every- 
one involved  to  let  the  issue  go. 

That  was  a tough  decision,  consid- 
ering the  amount  of  work  that  had 
been  put  into  the  bill  by  all  the  parties 
involved.  “TMA  took  a very  proac- 
tive, aggressive  stance,”  Mr  Ross  said. 
“We  forced  a lot  of  competing  medi- 
cal and  hospital  and  professional  in- 
terests to  the  table,  and  used  our  mus- 
cle to  move  the  bill  along.” 

Dr  Weston  also  praised  the  staffs 
of  Senator  Moncrief  and  the  governor 
for  their  efforts  in  the  negotiations. 
“The  governor’s  office  and  Senator 
Moncrief’s  office  were  fair  and  tough 
negotiators,”  he  said.  “They  never 
demagogued  or  took  unfair  advan- 
tage of  the  issue,  and  I believe  we 
generated  a superb  legislative  product 
— certainly  superior  to  what  a lot  of 
other  states  have  attempted.” 

Added  Mr  Ross,  “We  kept  all  the 
parties  on  the  reservation.  When  this 
issue  was  debated  in  Florida,  they 
cannibalized  each  other.  All  the 
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health  professions  basically  got  up 
and  fought  among  themselves  — in 
public  view  — over  very  mercenary 
self-interests.  That  simply  didn’t 
happen  here.” 

Coordinated  delivery 
systems  to  earmark 
Clinton  health  reforms 

WHAT  WILL.  THE  HEALTH- 
CARE system  look  like  un- 
der a Clinton  administra- 
tion reform  plan?  That  is  the  ques- 
tion nearly  everyone  wants  to  ask 
but  apparently  no  one  can  answer. 
Even  San  Antonio  physician  Ciro 
Sumaya,  MD,  who  spent  3 months 
in  Washington,  DC,  working  on  the 
plan  as  a member  of  the  health-sys- 
tem reform  task  force  chaired  by 
First  Lady  Hillary  Rodham  Clinton, 
isn’t  sure  of  all  the  measures  that 
will  be  proposed. 

However,  Dr  Sumaya  says  he  an- 
ticipates that  the  final  plan  — now 
expected  to  be  released  in  September 
— will  rely  heavily  on  some  type  of 
managed  care. 

“There  are  recommendations  for 
having  a more  managed,  coordinat- 
ed, integrated  form  of  health  service 
delivery  system,”  said  Dr  Sumaya, 
associate  dean  for  affiliated  pro- 
grams and  continuing  medical  edu- 
cation at  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio. “Going  along  with  that  type  of 
system  is  a much  greater  emphasis 
on  initial  encounters  with  primary 
care  practitioners,  who  then  will 
make  the  decisions  if  their  patients 
need  to  see  specialists.  The  channel- 
ing of  patients  would  be  similar  to 
what  we  see  now  in  managed  care 
or  in  a health  maintenance  organiza- 
tion-type setup.” 
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What  will  be  different  from  the 
current  approaches  to  managed  care 
will  be  the  consolidation  of  the  de- 
livery system,  says  Dr  Sumaya,  the 
only  Texas  physician  to  serve  on  the 
Clinton  task  force. 

Under  a Clinton  plan,  most 
health  insurance  coverage  likely 
would  be  provided  through  “health 
alliances,”  large  groups  of  individu- 
als or  small  companies  that  would 
band  together  to  form  insurance- 
purchasing pools.  These  alliances  — 
set  up  on  a regional  basis  or  perhaps 
even  statewide  — would  negotiate 
to  “secure  good  insurance  at  a good 
price  with  good  quality  of  care,”  Dr 
Sumaya  said. 

Dr  Sumaya  says  three  priorities 
guided  all  of  the  task  force’s  deliber- 
ations: 


• Universal  health  insurance  cover- 
age, 

• Enhancement  of  the  quality  of 
care,  and 

• Cost  containment  in  health  care. 


While  the  proposals  discussed  by 
the  task  force  continued  to  revolve 
around  managed  care,  Dr  Sumaya 
says  the  panel  moved  away  from  the 
original  Clinton  concept  of  managed 
competition. 

“Initially,  that  was  the  promi- 
nent system  being  proposed,”  he 
said.  “As  things  evolved,  and  as 
states  — through  their  governors 
and  others  — started  giving  more 
opinions,  it  seemed  to  veer  some- 
what off  of  that.” 

The  new  concept  would  center 
around  some  single  payor  at  the 
state  level  — possibly  the  health  al- 
liances — that  would  be  the  sole 
payor  for  health-care  services  pro- 
vided by  health  maintenance  organi- 
zations, preferred  provider  organiza- 
tions, or  other  groups,  Dr  Sumaya 


Ciro  Sumaya,  MD,  San  Antonio,  the  only 
Texas  physician  to  serve  on  the  Clinton 
health-system  reform  task  force,  led  a work 
group  on  the  health-care  work  force. 


says.  Private  insurance  companies 
could  exist  to  some  degree,  he  adds. 

Along  with  this  would  be  some 
type  of  cost  containment.  The  mech- 
anism for  that  still  was  undecided 
when  Dr  Sumaya  left  Washington, 
DC,  in  mid-May.  However,  he  says 
some  type  of  global  budget  for  both 
public  and  private  health  expendi- 
tures was  under  discussion. 

“What  I think  the  administration 
is  looking  at  is  having  some  type  of 
leveling  of  cost  for  health  care  that 
will  reduce  or  contain  where  these 
costs  are  heading,”  Dr  Sumaya  said. 
“It  is  likely  that  there  will  be  some 
type  of  total  budget  for  health  costs 
in  the  country.  That  budget  may  then 
be  extended  to  certain  state  levels  of 
health-care  costs  and  also  incorpo- 
rate containment  strategies  to  limit 
the  inflation  rates  of  those  costs.” 

As  with  most  of  the  plan,  how  to 
pay  for  universal  coverage  is  still  un- 
decided. Dr  Sumaya  says  some  of 
the  funding  could  be  captured  from 


wrapping  the  existing  Medicaid  and 
Medicare  programs  into  the  new 
system.  Also,  increasing  the  number 
of  employers  providing  insurance 
coverage  for  workers  will  bring  new 
funding  into  the  system,  he  says. 
The  majority  of  uninsured  people 
are  employed  or  are  dependents  of 
people  who  work,  he  points  out. 

However,  he  admits  additional 
funding  likely  will  have  to  be  raised 
through  new  taxes  or  some  other 
mechanism  yet  to  be  decided  upon. 

Dr  Sumaya  was  called  to  the  na- 
tion’s capital  to  serve  on  Mrs  Clin- 
ton’s task  force  in  late  February  with 
only  a few  days  notice  that  he  might 
be  appointed.  He  lived  in  Washing- 
ton, DC,  during  the  entire  3 months 
of  task  force  deliberations  and 
served  as  a group  leader  for  a work 
group  on  the  health-care  work  force. 
He  also  participated  in  a work 
group  on  academic  health  centers. 

The  task  force  progressed  from  a 
series  of  internal  subcommittee  re- 
ports through  what  Dr  Sumaya 
called  “tollgate”  reports,  which 
were  compiled  from  the  various 
work  groups.  These  were  reviewed 
in  tollgate  sessions,  where  ideas 
were  earmarked  for  additional  con- 
sideration or  discarded.  From  those 
sessions,  the  work  groups  were  giv- 
en new  directions  and  another  series 
of  reports  was  generated. 

Ultimately,  a briefing  book  and 
several  position  papers  were  pre- 
pared for  the  task  force  leadership. 
Dr  Sumaya  says  the  briefing  book 
“comes  closest”  to  being  an  actual 
plan  for  health-system  reform.  How- 
ever, many  of  its  recommendations 
included  multiple  options.  There 
was  no  final  reform  plan  drafted  by 
the  time  the  task  force  disbanded  in 
May,  he  says. 

“Even  as  a number  of  us  were 
leaving,  there  were  still  others  left 
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behind  to  conclude  the  final  writ- 
ing,” Dr  Sumaya  said. 

While  health-system  reform  is 
likely  to  mean  major  changes  in  the 
way  physicians  practice  medicine, 
Dr  Sumaya  believes  the  Clinton  plan 
will  leave  room,  albeit  much  re- 
duced, for  some  traditional  arrange- 
ments such  as  the  solo  practice  or 
small  group  practice  and  traditional 
fee-for-service  medicine. 

“I  think  there  may  still  be  pieces 
of  that  scattered  throughout  the 
country,”  he  said.  “But  even  in  very 
rural  areas,  there  will  be  some  form 
of  coordination  of  services.  If  you 
are  to  provide  health  care  to  an 
area,  you  need  to  have  access  to  a 
critical  mass  of  professionals,  facili- 
ties, and  equipment.  If  you  don’t 
have  it  in  a community,  then  ad- 
vanced technology,  such  as  telecom- 
munications, may  provide  access  to 
specialists,  consultation,  the  reading 
of  x-rays,  and  so  forth  located  in 
larger  urban  areas. 

“What  I see  in  the  future  are  link- 
ages, networking,  and  referral  pat- 
terns that  provide  more  coordinated 
care,  including  prevention,”  he  said. 
“Whatever  funding  mechanism  is  de- 
veloped to  maintain  that  is  sec- 
ondary. I’m  looking  at  more  effec- 
tive, efficient,  caring  health  care.”  ★ 


VHUITY. 
YOU  CAN  Ha 
IT  IN 

YOUR  BONES. 


What  you  can’t  feel,  however,  is 
osteoporosis  — the  bone-thinning 
disease  that  affects  25  million 
Americans,  causing  bones  to 
weaken  and  break. 

When  hip,  spine  or  wrist 
fractures  occur,  osteoporosis  can 
rob  you  of  your  independence  by 
making  even  the  most  routine 
activities  impossible. 

As  many  as  one  out  of  every  two 
women  past  menopause  — and 
one  out  of  every  five  men  — will 
develop  fractures  because  of 
osteoporosis.  While  osteoporosis 
can’t  be  cured,  it  can  often  be 
prevented.  To  learn  more,  speak 
to  your  doctor.  Or  contact  us  at 


1-800-223-9994. 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as 
“ legislative  advertising, " according  to  Tex  Govt  Code  Ann 
§ 305.027 . That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine:  Robert  G. 
Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St, 
Austin,  TX  78701. 


National  Osteoporosis  Foundation. 

We  Have  A Vital  Interest  In  Your  Bones. 

2100  M.  Street,  N.W.,  Suite  602,  Washington,  D.C.  20037-1207 


Paid  Advertisement 

An  Open  Letter  to  our 
Fellow  Health  Care  Providers: 

I am  an  OB/GYN.  Less  than  5 % of 
my  practice  involves  abortions,  but 
since  October,  1 992,  my  wife  and  I 
have  been  the  target  of  anti-abor- 
tion protestors.  On  a daily  basis 
these  individuals  invade  our  privacy, 
slander  my  business  reputation, 
harass,  intimidate,  threaten  and 
stalk  my  family.  With  the  help  of 
my  attorneys,  a well-known  plain- 
tiff's personal  injury  firm,  we  have 
gained  some  relief  from  the  harass- 
ment: 

a temporary  restraining  order 
against  the  protestors  in  our 
neighborhood 

a Dallas  City  ordinance  against 
focused  picketing  in  residential 
neighborhoods 

»-  local  and  national  news  cover- 
age discussing  harassment 
of  doctors 

»-  contempt  of  court  charges 
brought  against  protestors 

My  wife  and  I are  merely  one  of 
the  many  medical  families  that  anti- 
abortion protestors  have  targeted. 
Some  physicians  have  already  been 
coerced  into  submission.  Others  are 
on  the  targeted  list. 

Our  attorneys,  Windle  and  Linda 
Turley,  have  contributed  thousands 
of  free  hours  of  legal  service  to  our 
case.  But  the  case  expenses  (court 
reporters,  expert  witnesses,  investi- 
gators, etc.)  alone  exceed  $50,000. 
We  have  therefore  established  the 
Physicians  Legal  Fund  for  Access  to 
Medical  Care  to  help  pay  our  case 
expenses.  Please  join  with  me  to 
ensure  our  profession's  right  to  pro- 
vide medical  care  to  women  who 
need  it.  Make  your  contributions 
payable  to 

Physicians'  Legal  Fund  for 
Access  to  Medical  Care 

First  National  Bank  of  Park  Cities 
PO  Box  8480 
Dallas,  TX  75205 

Our  purpose  is  to  guarantee  that 
adequate  financial  resources  are 
available  to  physicians  in  their  bat- 
tle against  anti-abortion  forces. 

- Norman  Tompkins,  MD 
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Self-query  and  the 
National  Practitioner 
Data  Bank:  issues  of 
confidentiality 

It’s  called  self-query,  and 
it’s  how  some  organizations  get 
physicians  to  retrieve  information 
about  themselves  from  the  National 
Practitioner  Data  Bank  that  the 
organizations  would  not  be  privy 
to  otherwise. 

Federal  law  authorizes  release  of 
information  stored  in  the  data  hank 
— including  malpractice  claims,  li- 
censure actions,  clinical  privilege  ac- 
tions, and  society  membership  ac- 
tions related  to  professional  conduct 
and  competence  — only  to  entities 
that  provide  health-care  services  and 
engage  in  formal  peer  review. 

Licensing  boards,  professional  so- 
cieties, some  health  maintenance  or- 
ganizations, physicians,  and  hospitals 
fit  that  description.  For  instance,  the 
Health  Care  Quality  Improvement 
Act  of  1986  requires  hospitals  to 
query  the  data  bank  about  every 
physician  they  credential. 

Professional  liability  insurance 
companies,  health  insurers,  and 
some  preferred  provider  organiza- 
tions, however,  do  not  fit  the  defini- 
tion of  those  with  access  to  the  data 
bank.  But  that  doesn’t  stop  them 
from  wanting  the  information  or 
trying  to  get  it.  The  most  effective 
way  has  been  to  force  doctors  to 
self-query  and  turn  the  information 
over  to  them  in  order  to  be  consid- 
ered for  enrollment  in  their  plans. 

“It  is  not  illegal  to  require  the 
physician  to  self-query  and  turn  the 
information  over,”  said  Hugh  M. 
Barton,  JD,  assistant  general  counsel 


Beth  Graddy,  assistant  editor,  writes  and  edits  the 
Law  section  of  Texas  Medicine. 


SAMPLE  LETTER  IN  RESPONSE 
TO  SELF-QUERY  REQUESTS 

Because  of  concerns  about  confidentiality  regarding  physician  self-query 
of  the  National  Practitioner  Data  Bank , the  American  Medical  Associa- 
tion prepared  the  following  sample  letter  for  physicians  to  use  in  pro- 
tecting themselves. 

Dear : 

You  have  requested  that  I “self-query”  the  National  Practitioner  Data 
Bank  and  provide  a copy  of  my  data  bank  report  to  you.  You  are  no  doubt 
aware  that  the  information  contained  in  the  data  bank  is  confidential  and 
is  intended  for  use  only  by  those  entities  that  are  authorized  under  the  fed- 
eral Health  Care  Quality  Improvement  Act  of  1986,  the  law  that  created 
the  data  bank.  The  federal  law  defines  authorized  entities  as  health-care  en- 
tities that  provide  health-care  services  and  engage  in  formal  peer  review. 

It  is  presently  unclear  whether  the  confidentiality  provisions  of  the  federal 
law  and  the  accompanying  regulations  continue  to  apply  to  data  bank  re- 
ports that  are  disseminated  by  a physician  to  an  unauthorized  entity.  Be- 
cause of  the  highly  sensitive  nature  of  the  information  contained  in  the 
data  bank,  I will  require,  prior  to  submitting  any  information  to  you, 
written  documentation  from  your  organization  that  responds  to  each  and 
every  one  of  the  following  issues: 

1.  That  the  requirement  that  I self-query  the  data  bank  and  disclose  the 
information  to  you  is  in  compliance  with  the  intent  and  statutory  pro- 
tections of  the  Health  Care  Quality  Improvement  Act  of  1986. 

2.  That  the  information  disclosed  to  you  will  be  protected  from  further 
disclosure  under  the  relevant  state  peer  review  immunity  statute(s). 

3.  That  the  information  will  be  used  only  for  and  maintained  only  for 
those  purposes,  such  as  quality  assurance  activities,  that  are  protected 
under  the  relevant  state  peer  review  immunity  statute(s). 

4.  That  your  organization  will  protect  the  confidentiality  of  the  informa- 
tion to  the  fullest  extent  permitted  by  both  state  law  and  the  Health 
Care  Quality  Improvement  Act. 

Unless  your  organization  can  comply  with  these  requests,  please  be  advised 
that  I cannot  submit  any  information  received  by  the  data  bank  to  you. 

Very  truly  yours, 
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for  the  Texas  Medical  Association. 
“The  real  concern  is  what  the  orga- 
nizations can  do  with  the  results  and 
with  whom  they  can  share  them.” 

Rocky  Wilcox,  JD,  TMA  general 
counsel,  added,  “If  the  unauthorized 
entities  truly  don’t  have  peer  review 
committees,  then  they  are  going  to  be 
processing  information  that  is  subject 
to  discovery  by  plaintiff  attorneys  or 
others.  The  data  bank  information 
could  surely  be  part  of  that.” 

As  AMA  Executive  Vice  Presi- 
dent James  S.  Todd,  MD,  wrote  in  a 
May  13  memo  to  state,  county,  and 
national  medical  specialty  societies, 
“It  is  presently  unclear  whether,  un- 
der federal  law,  data  bank  reports 
that  are  ‘redisclosed’  by  physicians 
to  unauthorized  entities  maintain 
confidentiality  under  the  law;  this  is- 
sue is  crucial  because  of  the  highly 
sensitive  nature  of  information  con- 
tained in  the  data  bank.” 

In  other  words,  if  an  organiza- 
tion isn’t  authorized  to  query  the 
data  bank,  then  the  organization 
doesn’t  seem  clearly  prohibited  from 
redisclosing  the  information. 

In  his  memo.  Dr  Todd  said  that 
physicians  should  submit  data  bank 
reports  only  to  entities  that  are  pro- 
hibited, usually  under  state  peer  re- 
view laws,  from  further  redisclosing 
the  information.  The  AMA  also  re- 
leased a sample  letter  that  physicians 
might  use  to  help  safeguard  them- 
selves against  the  hazards  of  self- 
query. (See  box  on  facing  page.) 


Legal  articles  in  Texas  Medicine  are  intend- 
ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek  as- 
sistance from  their  attorneys. 
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HIV  and  hepatitis  testing 
raise  complex  questions 
for  physicians 

By  Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 


Controversial  and  complex,  the  is- 
sue of  HIV  and  hepatitis  testing 
continues  to  present  doctors  with 
difficult  questions  in  their  efforts  to 
preserve  their  patients’  rights  while 
safeguarding  their  own  and  their 
staff’s  health. 

Q:  Should  all  patients  be  routinely  tested 
for  HIV  or  hepatitis?  Can  a physician  pick 
and  choose  which  patients  to  test? 

A:  Some  health-care  facilities  and 
physicians  have  adopted  policies  of 
routine  HIV  and  hepatitis  testing  for 
all  patients.  Such  routine  testing  is 
often  conducted  as  a matter  of  poli- 
cy, regardless  of  each  patient’s  risk 
status.  Some  physicians  and  facilities 
choose  to  perform  routine  testing 
because  of  the  shifting  balance  be- 
tween costs  and  benefits  of  testing  or 
because  of  increased  awareness  of 
the  risk  of  patients  transmitting  HIV 
or  hepatitis  to  health-care  workers. 

The  American  Medical  Associa- 
tion endorses  routine  testing  based 
on  local  considerations  such  as  sero- 
prevalence  in  the  geographic  area, 
procedures  commonly  performed, 
and  regional  attitudes  (1).  However, 
knowledge  of  a patient’s  sero-status 
cannot  and  should  not  substitute  for 
universal  observance  of  infection 
control  practices.  Further,  the  suc- 
cess and  fairness  of  any  routine  test- 
ing policy  hinge  on  careful  obser- 
vance of  patient  confidentiality  (2). 

Q:  When  can  physicians  require  that  pa- 
tients be  tested  for  HIV? 

A:  Texas  law  allows  a physician  to 
require  that  patients  have  an  HIV 
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test  if  a medical  procedure  is  to  be 
performed  on  the  patient  that,  ac- 
cording to  Texas  Department  of 
Health  (TDH)  guidelines,  could  ex- 
pose health-care  personnel  to  AIDS 
or  HIV  infection,  and  if  there  is 
sufficient  time  to  receive  the  test  re- 
sult before  the  procedure  is  con- 
ducted (3). 

TDH  administrative  rules  define 
such  procedures  as  those  in  which 
any  body  fluid  or  tissue  of  the  pa- 
tient (other  than  the  patient’s  intact 
skin)  is  in  contact  with  health-care 
personnel’s  mucous  membranes  or 
skin,  and  the  procedures  are  inva- 
sive, involving  surgical  entry  into  tis- 
sues, cavities,  or  organs,  or  repair  of 
major  traumatic  injuries.  Angio- 
graphic, bronchoscopic,  endoscopic, 
and  obstetrical  procedures  are 
specifically  included  (4). 

Q:  Does  this  mean  that  the  test  can  be 
performed  without  patient  consent? 

A:  While  some  people  have  interpret- 
ed the  word  “require”  to  mean  that  a 
physician  may  perform  the  test  with- 
out the  patient’s  consent,  the  better 
view  is  that  the  physician  may  re- 
quire the  HIV  test  as  a condition  of 
performing  the  procedures  identified 
by  TDH.  In  other  words,  a physician 
can  decline  to  perform  an  angiogram 
unless  he  or  she  knows  the  patient’s 
sero-status  (except  in  an  emergency). 

Q:  Is  it  permissible  to  ask  for  HIV  tests  in 
cases  other  than  those  listed  above? 

A:  Yes.  However,  before  performing 
the  test,  the  physician  must  obtain 
the  patient’s  consent  to  the  testing. 

Q:  Should  patients  sign  consent  forms 
stating  they  have  been  advised  of  the  HIV 
or  hepatitis  testing  to  be  performed? 

A:  Yes.  Texas  law  prohibits  the  per- 
formance of  an  HIV  test  without  ob- 
taining the  informed  consent  of  the 
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person  to  be  tested.  However,  con- 
sent does  not  have  to  be  written  if 
there  is  documentation  in  the  medi- 
cal record  that  the  test  has  been  ex- 
plained and  the  consent  has  been 
obtained.  Therefore,  although  in- 
formed consent  is  required,  a special 
consent  form  is  unnecessary  so  long 
as  consent  is  properly  doc- 
umented (5). 

Q:  Should  patients  pay  for  HIV 
and  hepatitis  tests?  If  patients 
need  additional  tests  to 
confirm  the  diagnosis,  who 
pays  for  the  additional  tests? 

A:  Physicians  are  not  hound 
to  offer  HIV  or  hepatitis 
tests  free  of  charge,  even 
when  additional  confirma- 
tory testing  is  required. 

Q:  Is  it  necessary  to  test  all  pa- 
tients for  hepatitis? 

A:  This  is  not  really  a 
legal  question.  Physicians 
should  seek  out  epidemio- 
logic data  about  the  preva- 
lence of  hepatitis  in  their 
areas  in  deciding  what 
tests  to  order. 

Q:  Should  physicians  manage 
patients  being  tested  for  hep- 
atitis the  same  way  they  would  manage 
patients  being  tested  for  HIV? 

A:  While  Texas  law  does  not  specify 
that  patients  being  tested  for  hepati- 
tis receive  the  same  management  as 
patients  being  tested  for  HIV  (such 
as  informed  consent  and  face-to-face 
consultation  on  positive  results),  a 
physician  should  get  consent  for  the 
testing  and  explain  all  test  results. 
The  Medical  Practice  Act  makes 
hepatitis  test  results  confidential  and 
privileged  (6). 


Q:  Should  all  physicians  and  staff  be  test- 
ed routinely,  such  as  every  6 months  or 
yearly,  for  both  HIV  and  hepatitis? 

A:  The  rules  for  hepatitis  and  HIV  are 
different.  For  hepatitis,  the  OSHA 
Bloodborne  Pathogen  Standard  re- 
quires that  employers  provide  hepati- 
tis B vaccine  and  vaccination  series  to 
all  employees  with  occupa- 
tional exposure  within  10 
working  days  of  initial  as- 
signment (7).  According  to 
Texas  law,  “health-care 
workers  who  perform  ex- 
posure-prone procedures 
and  who  do  not  have  sero- 
logic evidence  of  immunity 
to  HBV  from  vaccination 
or  from  previous  infection 
should  know  their  HBsAg 
status,  and  if  that  is  posi- 
tive, should  also  know  their 
HBeAg  status”  (8).  These 
guidelines  are  drawn  direct- 
ly from  July  1991  Centers 
for  Disease  Control  (CDC) 
guidelines. 

As  for  HIV,  state  law 
provides  that  “health-care 
workers  who  perform  ex- 
posure-prone procedures 
should  know  their  HIV  an- 
tibody status”  (9). 


Q:  Do  patients  have  the  right  to  ask 
about  a physician’s  HIV  status  or  inspect 
the  hepatitis  vaccination  records  of  office 
staff? 

A:  A patient  always  has  the  right  to 
ask  a physician  or  health-care  work- 
er about  health  status,  but  there  is 
no  duty  to  make  that  information 
available  unless  the  physician  or 
health-care  worker  is  HIV  or  HBeAg 
positive  and  is  going  to  perform  an 
exposure-prone  procedure,  in  which 
case  disclosure  of  that  positive  status 
must  be  made  in  obtaining  the  pa- 
tient’s consent  (10). 


TREATING  A 
PATIENT’S 
LABORATORY 
SPECIMENS 
DIFFERENTLY 
BECAUSE  OF 
A PERCEIVED 
RISK  OR 
KNOWLEDGE 
OF  SERO- 
POSITIVITY 
COULD 
VIOLATE 
OSHA  RULES. 
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Q:  If  a patient  claims  to  be  HIV  or  hepati- 
tis positive,  should  a physician  still  test? 

A:  It  may  be  advisable  to  ask  the  pa- 
tient to  undergo  additional  con- 
firmatory testing  if  the  original  test 
results  cannot  be  verified.  However, 
keep  in  mind  that  CDC  guidelines 
and  OSHA  rules  require  physicians 
to  act  as  if  all  patients  are  HIV  and 
hepatitis  positive.  Treating  a pa- 
tient’s laboratory  specimens  differ- 
ently because  of  a perceived  risk  or 
knowledge  of  sero-positivity  could 
violate  OSHA  rules  (11). 

Q:  When  an  HIV  test  comes  back  positive, 
must  a physician  tell  the  patient  face  to 
face? 

A:  Positive  HIV  test  results  may  not 
be  revealed  to  the  patient  without 
giving  that  patient  the  immediate 
opportunity  for  individual,  face-to- 
face  counseling  about  the  meaning 
of  the  test  results,  the  possible  need 
for  additional  testing,  measures  to 
prevent  transmission  of  HIV,  the 
availability  of  appropriate  health- 
care services,  the  benefits  of  partner 
notification,  and  the  availability  of 
partner  notification  programs  (12). 
A physician  should  be  prepared  to 
counsel  the  patient  personally  or 
have  a qualified  person  available  to 
do  so. 

Q:  Must  a physician  fill  out  and  sign  cer- 
tain forms  when  a patient  is  advised  of 
positive  HIV  test  results? 

A:  No  particular  form  is  required, 
but  complete  documentation  is  ad- 
visable. 

Q:  Can  a physician  advise  a patient’s 
partner  of  the  patient’s  positive  HIV  test 
result? 

A:  That  depends  on  what  is  meant 
by  “partner.”  Texas  law  allows,  but 
does  not  require,  notification  of  a 
spouse  (13).  If  the  partner  is  not  a 
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spouse,  there  is  no  exception  to 
confidentiality  regarding  disclosure. 

A physician  is  prohibited  from  mak- 
ing disclosure  without  the  patient’s 
express  written  consent.  Texas  law 
arguably  negates  any  common  law 
duty  you  might  otherwise  have  to 
inform  the  partner  of  the  danger 
posed  by  the  patient. 

Q:  Can  a physician  advise  a patient’s 
partner  of  a positive  hepatitis  test? 

A:  Not  without  the  patient’s  consent. 
Because  there  is  no  specific  law  regu- 
lating hepatitis  testing  in  Texas, 
there  is  no  specific  provision  that  al- 
lows a physician  to  advise  the 
spouse  or  partner  of  a hepatitis  pa- 
tient without  the  patient’s  consent. 

Q:  Are  physicians  required  to  keep  HIV 
test  records  for  a certain  period  of  time? 

A:  The  rules  for  retention  of  HIV  test 
records  of  patients  are  no  different 
than  retention  of  any  other  types  of 
medical  records. 

Q:  May  a physician  advise  operating  room 
personnel  of  a patient’s  HIV  test  results 
before  surgery?  Must  a physician  do  so? 

A:  An  HIV  test  result  may  be  re- 
leased to  physicians,  nurses,  or  other 
health-care  personnel  who  have  “a 
legitimate  need  to  know  the  test  re- 
sult in  order  to  provide  for  their 
protection  and  to  provide  for  the  pa- 
tient’s health  and  welfare”  (14).  A 
physician  should  check  with  the  hos- 
pital for  its  policies  on  this  matter. 

Q:  If  another  physician’s  office  requests  a 
patient’s  medical  record,  should  I send 
the  results  of  the  HIV  test? 

A:  As  in  the  previous  answer,  Texas 
law  allows  HIV  test  results  to  be  re- 
leased to  physicians,  nurses,  or  other 
health-care  personnel  who  have  a 
“legitimate  need  to  know”  (15).  This 
exception  seems  to  contemplate  re- 
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lease  to  other  physicians’  offices  for 
purposes  of  treatment.  If  the'  physi- 
cian who  ordered  the  HIV  test  will 
not  continue  to  treat  and  the  patient 
is  being  referred  to  another  physician 
for  treatment,  then  consent  to  release 
the  test  result  is  advised. 

Q:  Isn’t  HIV  testing  without 
patients’  knowledge  the 
best  way  for  physicians  to 
protect  themselves? 

A:  While  some  physicians 
and  hospitals  routinely  test 
for  HIV  without  patients’ 
knowledge  or  consent,  this 
practice  is  indefensible. 

Physicians  have  ethical  and 
legal  duties  to  inform  pa- 
tients of  tests  to  be  per- 
formed and  to  inform 
them  of  the  results  of  all 
tests.  According  to  Opin- 
ion 8.12  of  the  AMA 
Council  on  Ethical  and  Ju- 
dicial Affairs,  “the  physi- 
cian must  properly  inform 
the  patient  of  the  diagnosis 
and  of  the  nature  of  the 
treatment  undertaken  or 
prescribed.  The  physician 
may  not  refuse  to  so  in- 
form the  patient.” 

If  a physician  performs 
an  HIV  test  on  the  patient  without 
the  patient’s  knowledge  and  the  re- 
sult is  positive,  the  physician  is  then 
in  the  uncomfortable  position  of  be- 
ing required  to  tell  the  patient  the  re- 
sults of  a test  the  patient  did  not 
know  was  being  ordered  in  the  first 
place.  Not  only  would  the  patient 
have  a claim  for  having  been  sub- 
jected to  an  unauthorized  HIV  test, 
but  also  a possible  claim  for  inflic- 
tion of  mental  anguish  ( 16). 

From  a professional  liability 
standpoint,  a physician’s  failure  to 
diagnose  and  inform  is  as  actionable 
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as  acting  affirmatively  to  produce 
the  injury  (17).  In  the  worst  case,  a 
crime  may  have  been  committed. 
Texas  law  provides  that  any  person 
who  requires  an  HIV  test  when  not 
specifically  permitted  to  do  so  com- 
mits a Class  A misdemeanor  (18). 

Q:  Must  parents  who  ask  to 
see  the  HIV  test  results  of 
their  minor  children  be  al- 
lowed to  do  so? 

A:  As  a child’s  guardian,  a 
parent  has  access  to  all 
medical  records,  includ- 
ing HIV  test  results,  until 
the  child  is  18  years  old. 
This  access  to  informa- 
tion is  part  of  the  parent’s 
legal  duty  to  provide  for 
the  child’s  medical  care. 

Q:  Must  a physician  send  HIV 
test  results  to  insurance  com- 
panies that  request  them? 

A:  Texas  law  makes  all 
HIV  test  results  confiden- 
tial. No  one  may  release 
or  disclose  the  test  results 
except  as  provided  by  law 
(19).  With  a few  excep- 
tions, such  as  informing  a 
spouse,  there  must  be 
written  authorization  for 
release  of  HIV  test  results,  stating 
the  person  or  class  of  persons  to 
whom  the  results  may  be  released  or 
disclosed  (20).  Insurance  companies 
are  given  no  special  consideration  in 
the  AIDS  laws.  Thus,  a physician 
should  not  release  HIV  test  results 
to  insurance  companies  or  any  other 
third  parties  without  the  patient’s 
express  written  consent. 

Q:  Are  there  guidelines  for  additional 
follow-up  for  patients  with  positive  test 
results? 

A:  The  Texas  Medical  Association 
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has  published  “Managing  the  HIV 
Infected/AIDS  Patient.”  To  obtain  a 
copy,  contact  Catherine  Edwards, 
PhD,  director  of  TMA’s  Public 
Health  and  Scientific  Affairs  Depart- 
ment, at  (800)  880-1300  or  (512) 
370-1460. 
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n 1992,  two  new  tests  were 
added  to  those  performed  on 
donor  blood  for  transfusion. 


Please  be  alert  to: 

"Second-Generation"  test  for 
the  hepatitis  C antibody.  The 
hepatitis  C virus  causes  most 
cases  of  non-A,  non-B  hepatitis. 

Combination  test  for  the 
antibodies  to  the  HIV-1  and 
HTV-2  viruses.  The  new  test 
for  HTV-2  antibody  detects 
another  AIDS  virus  which  has 
not  yet  significantly  spread  to 
the  United  States.  Significant 
numbers  have  been  reported 
in  Africa  and  Europe.  Since 
these  tests  are  very  sensitive, 
false-positive  tests  may  be  seen, 
particularly  when  performed 
on  a low-risk  population  such 
as  blood  donors. 

For  further  information, 
contact  the  Medical  Director 
at  your  regional  blood  center 
or  hospital  transfusion  service. 
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Percutaneous  aortic  and  mitral 
valvuloplasty  are  recognized  as  alter- 
native interventions  in  cases  of  severe 
symptomatic  aortic  and  mitral  steno- 
sis. We  describe  the  acute  hemody- 
namic results,  immediate  clinical  out- 
comes, and  complications  in  27 
patients  treated  consecutively  at  Her- 
mann Hospital  with  either  percuta- 
neous balloon  aortic  or  mitral  valvu- 
loplasty. We  review  the  possible 
mechanisms  of  action  of  balloon 
valvulotomy  and  the  current  indica- 
tions for  either  procedure.  Balloon 
aortic  valvuloplasty  is  indicated  in 
elderly  patients  with  severe  aortic 
stenosis  in  whom  open-heart  surgery 
is  contraindicated  or  carries  exces- 
sive mortality.  All  patients  with 
symptomatic  mitral  stenosis  are  po- 
tential candidates  for  balloon  mitral 
valvulotomy.  In  centers  with  an  ex- 
perienced interventional  team  in 
transseptal  catheterization  and  an  ac- 
tive surgical  program,  balloon  valvu- 
lotomy is  the  initial  procedure  of 
choice  for  significant  mitral  stenosis 
with  mobile  leaflets  and  minimal 
chordal  thickening. 


From  the  Division  of  Cardiovascular  Medicine, 
The  University  of  Texas  Health  Science  Center 
and  Hermann  Hospital,  Houston,  Tex.  Send 
reprint  requests  to  Richard  W.  Smalling,  MD, 
PhD,  Division  of  Cardiovascular  Medicine, 

The  University  of  Texas  Health  Science  Center, 
PO  Box  20708,  Houston,  TX  77225. 
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Percutaneous  transluminal  balloon  aortic  and 
mitral  valvuloplasty  in  27  patients  treated  at 
Hermann  Hospital 


Oscar  R.  Rosales,  MD 
Mary  J.  Hess,  RN 

PERCUTANEOUS  BALLOON 
valvuloplasty  is  a relatively 
new  catheterization  technique 
that  involves  dilating  stenotic  cardiac 
valves  in  patients  with  advanced 
symptoms.  Although  surgical  inter- 
vention with  either  commissurotomy 
or  prosthetic  valve  replacement  has 
proved  effective,  the  higher  risk  of 
open-heart  surgery  in  certain  popula- 
tions has  provided  an  ongoing  impe- 
tus for  the  development  of  catheteri- 
zation-based methods  of  relieving 
valvular  stenosis.  Since  Inoue  (1)  and 
Cribier  (2)  first  reported  their  suc- 
cessful experiences  with  percuta- 
neous mitral  and  aortic  valvuloplasty 
in  adults,  subsequent  publications, 
including  multicenter  registries,  have 
demonstrated  the  short-  and  long- 
term effectiveness  and  limitations  of 
these  procedures  (3-6). 

We  studied  and  report  here  the 
acute  hemodynamic  results,  immedi- 
ate clinical  outcomes,  and  complica- 
tions in  27  patients  treated  consecu- 
tively at  Hermann  Hospital  with 
either  percutaneous  balloon  mitral 
(PMV)  or  aortic  valvuloplasty  (PAV) 
from  September  1987  to  March 
1992.  We  review  the  possible  mech- 
anisms of  action  of  balloon  valvulo- 
tomy and  the  current  indications  for 
aortic  and  mitral  valvuloplasty. 

METHODS:  PATIENT  SELECTION 
Aortic 

This  series  includes  14  elderly  pa- 
tients with  severe  aortic  stenosis 
treated  with  PAV  and  2 young  pa- 
tients, 17  and  35  years  old,  referred 
for  subaortic  membranoplasties.  The 
mean  age  of  the  elderly  group  was 
73.7  + 3.8  years  (range  67  to  86). 
Seven  out  of  16  were  older  than  80 
years.  All  14  elderly  patients  had  se- 
vere clinical  impairment;  they  had 
New  York  Heart  Association  func- 

TEXAS  MEDICINE  / THE  JOURNAL 


Jacques  Heibig,  MD 

Richard  W.  Smalling,  MD,  PhD 

tional  class  III  or  class  IV  dyspnea 
due  to  heart  failure.  In  this  group,  6 
patients  had  also  syncopal  attacks 
and  3 had  severe  angina  pectoris  oc- 
curring on  minimal  activity  in  the 
preceding  3 months.  Each  of  4 pa- 
tients experienced  an  episode  of  pul- 
monary edema  in  the  previous  2 
weeks.  In  review  of  their  advanced 
age,  high  degree  of  heart  failure,  and 
poor  clinical  condition,  none  of  these 
patients  could  be  considered  for  valve 
replacement.  Although  the  2 patients 
who  underwent  subaortic  membra- 
noplasty  had  moderate  symptoms, 
they  had  clinical  signs  of  tight  aortic 
stenosis.  Patients  with  moderate  or 
severe  aortic  regurgitation  and  fresh 
left  ventricular  thrombus  were  ex- 
cluded from  this  protocol. 

The  clinical  diagnosis  of  aortic 
valve  stenosis  was  confirmed  with 
echocardiography  and  cardiac 
catheterization  prior  to  PAV.  The 
study  protocol  was  approved  by  the 
committee  on  clinical  investigation 
of  The  University  of  Texas  Health 
Science  Center  at  Houston.  In- 
formed consent  was  obtained  from 
each  patient. 

Mitral 

Eleven  patients  underwent  PMV. 
The  mean  age  was  43  ± 5 years 
(range  21  to  63).  All  patients  had  se- 
vere exertional  dyspnea  and  3 had 
experienced  an  episode  of  pul- 
monary edema  in  the  preceding  2 
months;  all  had  classic  clinical  mani- 
festations of  moderate  or  severe  mi- 
tral stenosis.  The  clinical  diagnosis 
of  mitral  valve  stenosis  was 
confirmed  with  echocardiography 
and  cardiac  catheterization  prior  to 
PMV.  Patients  with  evidence  of  mi- 
tral regurgitation,  active  rheumatic 
heart  disease,  extensive  subvalvular 
disease  (as  determined  by  echocar- 
diography), mitral  calcification,  or 
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Figure  1.  Double-balloon  aortic  valvulotomy.  Correct  position  of  20-  and  15-mm  balloons 
across  the  stenotic  aortic  valve  during  inflation. 


left  atrial  thrombus  were  excluded 
from  the  study.  Nine  out  of  11  pa- 
tients had  an  echocardiographic 
score  <8.  Two  patients  had  scores  of 
9 and  10,  respectively.  This  score  is 
the  sum  of  four  components  graded 
from  0 (least)  to  4 (most)  and  in- 
cludes the  degree  of  valve  rigidity, 
thickening,  calcification,  and  sub- 
valvular fibrosis  (7).  None  of  the  pa- 
tients had  previously  undergone  an 
operation.  Informed  consent  was 
obtained  from  each  patient. 

PROCEDURE 

Aortic 

All  patients  underwent  retrograde 
PAV  by  way  of  the  femoral  artery  as 
described  by  Cribier  et  al  (2).  The 
procedure  was  begun  after  intra- 
venous injection  of  100  IlJ/kg  hep- 
arin. A Swan-Ganz  thermodilution 
catheter  was  inserted  into  the  pul- 
monary artery  through  the  right 
femoral  vein  to  record  pressures  in 
the  right  heart  and  lungs  and  to 
measure  the  cardiac  output.  A pig- 
tail catheter  was  inserted  into  the 
left  femoral  artery  and  advanced  to 
the  aortic  arch  to  monitor  the  aortic 
blood  pressure.  Left  heart  catheteri- 


zation was  done  by  the  right  femoral 
route  in  all  cases  using  a 14  Fr  arte- 
rial sheath.  The  aortic  orifice  was 
crossed  with  a 7 Fr  right  Judkins  or 
Amplatz  catheter  advanced  over  a 
flexible  straight  0.89-cm  (0.035-in) 
guide  wire.  Left  ventricular  and  aor- 
tic pressures  were  recorded  simulta- 
neously to  measure  the  peak-to-peak 
and  mean  systolic  gradient.  The  left 
ventricular  catheter  was  exchanged 
for  the  first  dilation  catheter  over  an 
Amplatz  guide  wire  (Cook),  270  cm 
long  and  0.89  cm  (0.035  in)  or  0.97 
cm  (0.038  in)  in  diameter.  We  used  9 
Fr  balloon  catheters;  the  balloons 
were  30  mm  long  and  had  inflated 
diameters  of  10,  12,  15,  18,  or  20 
mm.  The  duration  of  inflation  varied 
from  20  to  60  seconds.  The  soft- 
tipped  270-cm  guide  wire  was 
curved  to  avoid  myocardial  perfora- 
tion and  was  left  in  the  ventricular 
cavity  during  inflation  to  stabilize 
the  balloon  in  its  transvalvular  posi- 
tion. Four  patients  underwent  the 
procedure  with  a double  balloon 
technique  (both  retrograde),  each 
with  a combination  of  20-  and  15- 
mm  balloons  (Fig  1).  Ventricular 
and  aortic  pressures  were  recorded 
simultaneously  after  each  inflation 


series  to  assess  the  residual 
transvalvular  gradient. 

As  soon  as  the  procedure  was 
completed,  we  repeated  all  hemody- 
namic measurements.  A supravalvu- 
lar aortic  angiogram  was  obtained 
to  assess  aortic  regurgitation  and 
valve  motion.  Valve  area  was  calcu- 
lated using  the  Gorlin  formula  (8). 

Mitral 

All  patients  underwent  PMV  as  de- 
scribed by  Lock  et  al  (9).  After  ad- 
ministration of  a local  anesthetic,  6 
Fr  and  8 Fr  vascular  sheaths  were 
placed  in  the  left  femoral  artery  and 
the  left  and  right  femoral  veins,  re- 
spectively. A 6 Fr  pigtail  catheter 
was  introduced  via  the  left  femoral 
artery  and  placed  in  the  posterior 
cusp  of  the  aortic  valve  to  guide  the 
transseptal  puncture.  Transseptal 
catheterization  was  accomplished  by 
standard  technique  using  an  8 Fr 
Mullins  (USCI)  transseptal  sheath 
and  dilator  and  Brockenbrough  nee- 
dle. After  entry  into  the  left  atrium, 
the  needle  and  dilator  were  removed 
and  a balloon-tipped  end-hole 
catheter  that  can  accommodate  a 
0.97-cm  guide  wire  (Critikon)  was 
advanced  from  the  sheath  into  the 
left  atrium.  Next,  a right  heart 
catheterization  was  performed  from 
the  left  femoral  vein.  Left  heart  pres- 
sures and  the  transvalvular  pressure 
gradient  were  measured,  and  100 
IU/kg  heparin  was  given  intra- 
venously. The  7 Fr  balloon  catheter 
was  advanced  through  the  mitral 
valve  into  the  left  ventricle,  followed 
by  insertion  of  a Teflon-coated  ex- 
change wire,  300  cm  long  and  0.97 
cm  in  diameter,  into  the  flow  direct- 
ed catheter.  The  sheath  and  the  bal- 
loon catheter  were  then  removed, 
leaving  only  the  guide  wire  in  place. 
An  8 Fr  angioplasty  catheter  with  an 
8-mm  balloon  was  advanced  over 
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Figure  2.  Double-balloon  transseptal  mitral  valvuloplasty.  Balloons,  20  and  18  mm,  are  inflated 
across  the  stenotic  mitral  valve.  Indentation  from  the  calcified  stenotic  valve  is  clearly  noticed. 
Transesophageal  echocardiography  probe  is  seen  in  the  background. 


the  wire  to  the  level  of  the  interatrial 
septum  and  was  inflated  to  dilate  the 
septal  opening.  After  removal  of  this 
catheter,  a 9 Fr  valvuloplasty  bal- 
loon dilatation  catheter  with  either 
18-,  20-,  or  25-mm  balloons  was  ad- 
vanced across  the  septum  to  the  left 
atrium  and  then  to  the  position  of 
the  mitral  annulus.  Under  fluoro- 
scopic control,  the  balloon  was 
inflated  subsequently  for  10  to  15 
seconds  with  a mixture  of  saline  and 
radiographic  contrast  medium.  Re- 
peat inflations  with  upgraded  bal- 
loons were  made  until  the  waist  in 
the  balloon  disappeared.  In  patients 
who  did  not  have  sufficient  reduc- 
tion with  a single-balloon  technique, 
a double  balloon  approach  was  used 
(Fig  2).  A second  guide  wire  was 
similarly  placed  using  a 7 Fr  multi- 
purpose coronary  angioplasty 
catheter,  which  can  accommodate 
two  guide  wires. 

Immediately  after  the  commis- 
surotomy, we  repeated  all  hemody- 
namic measurements.  Left  ventricu- 
lography was  obtained  to  assess  the 
degree  of  mitral  regurgitation,  and  a 
complete  right  heart  oximetry  series 
was  performed  to  look  for  evidence 
of  an  atrial  shunt  from  left  to  right. 
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Unpaired-two  tail  t-tests  were 
used  to  assess  the  significance  of 
changes  in  mitral  and  aortic  valve 
pressure  gradients  and  areas,  and  in 
cardiac  output.  Data  are  reported  as 
mean  ± standard  error  of  the  mean 
(SE).  We  considered  P < 0.05  statis- 
tically significant. 

RESULTS 

Aortic 

The  PAV  was  accomplished  in  all  16 
patients  in  which  it  was  attempted. 
Table  1 summarizes  the  hemody- 
namic results  before  and  after  valvu- 
loplasty. In  the  elderly  group,  PAV 
decreased  the  left  ventricle-aortic 
gradient  from  60.9  to  37.4  mmHg 
(P=0.004)  immediately  after  the  di- 
latation (Fig  3).  Associated  with  this 
gradient  reduction  was  an  increase 
in  the  aortic  valve  area  from  0.51  to 
0.86  cm2  (0.31  to  0.51  cm/m2; 
P= 0.03)  and  a decrease  in  left  ven- 
tricular end  diastolic  pressure  (25.5 
to  16.6  mmHg;  P= 0.02)  (Table  1). 
The  gain  in  cardiac  index  was  not 
significant,  consistent  with  previous 
reports  (3,10).  Because  there  was  no 
significant  difference  between  car- 
diac output  values  determined  by 


the  thermodilution  and  the  Pick 
methods,  cardiac  output  used  in  cal- 
culations were  those  determined  by 
thermodilution.  Likewise,  in  the  2 
patients  subjected  to  subaortic  mem- 
branoplasty,  the  left  ventricle-aortic 
gradient  decreased  from  54.5  to  18 
mmHg  and  the  aortic  valve  area  in- 
creased from  0.98  to  1.54  cm2  (0.56 
to  0.88  cm/m2).  One  patient  with 
end-stage  heart  failure  and  cardio- 
genic shock  with  an  aortic  valve  area 
of  0.17  cm/m2  and  a cardiac  index 
of  1.2  L/min/per  meter  squared  died 
during  balloon  commissurotomy.  An 
elderly  patient  with  severe  heart  fail- 
ure and  peripheral  vascular  disease 
died  24  hours  after  a successful  PAV 
as  a result  of  massive  retroperitoneal 
bleeding  and  hemorrhagic  shock. 
Three  patients  developed  trace-to- 
mild  aortic  regurgitation  by  Doppler 
analysis  and  supravalvular  aor- 
togram;  however,  no  patient  ac- 
quired an  audible  murmur  of  aortic 
insufficiency.  One  patient  experi- 
enced a seizure  during  balloon 
inflation  but  had  no  subsequent  neu- 
rologic sequelae. 

Dyspnea  was  dramatically  less- 
ened in  all  14  patients  who  success- 
fully tolerated  PAV.  At  the  time  of 
discharge,  1 1 patients  were  in  func- 
tional class  I to  class  II,  enabling 
them  to  resume  more  active  physical 
programs  for  their  ages.  No  patient 
complained  of  angina  during 
walking  before  discharge.  Syncope 
did  not  recur. 

Mitral 

The  PMV  was  successful  in  10  of  11 
patients.  In  the  first  patient  of  our 
series,  PMV  was  not  accomplished 
because  of  a particularly  rigid  atrial 
septum.  The  commissurotomy  de- 
creased the  end  diastolic  gradient 
(from  19.3  mmHg  to  6.4  mmHg; 
P=0.0001)  (Fig  4)  and  the  mean  pul- 
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Table  I.  Hemodynamic  results  of  balloon  aortic  valvuloplasty  in  14  elderly  patients  with  valvular  aortic  stenosis  and  2 patients  with  subaortic 
membranes. 


Age,  yr 

BSA, 

m2 

Predilatation 

Postdilatation 

LVEDP, 

mmHg 

LV-Ao, 

mmHg 

Cl, 

L/m2 

AVA, 
cm/m  2 

LVEDP, 

mmHg 

LV-Ao, 

mmHg 

Cl, 

L/m  2 

AVA, 
cm/m  2 

Valvuloplasty 

77 

1.8 

23 

80 

2.0 

0.22 

17 

50 

2.3 

0.33 

76 

1.6 

10 

43 

3.2 

0.49 

10 

30 

3.1 

0.56 

83 

1.7 

10 

44 

2.3 

0.41 

5 

29 

2.4 

0.50 

85 

1.9 

18 

75 

2.3 

0.28 

14 

45 

3.2 

0.48 

72 

1.6 

40 

86 

2.2 

0.21 

24 

76 

2.5 

0.32 

83 

1.8 

20 

63 

1.8 

0.34 

16 

40 

1.9 

0.45 

86 

1.7 

22 

80 

1.6 

0.18 

16 

55 

1.7 

0.36 

76 

1.7 

33 

80 

1.2 

0.17 

* 

75 

1.8 

24 

47 

3.7 

0.53 

18 

28 

4.1 

0.77 

88 

1.4 

16 

51 

1.8 

0.35, 

14 

32 

2.0 

0.57 

82 

1.4 

26 

52 

2.0 

0.29 

20 

30 

2.5 

0.71 

84 

1.6 

30 

50 

1.9 

0.30 

26 

26 

1.9 

0.43 

76 

1.8 

25 

44 

2.1 

0.28 

18 

20 

2.2 

0.48 

67 

1.8 

26 

58 

2.4 

0.35 

18 

26 

2.2 

0.43 

Mean 

73.7 

1.67 

25.5 

60.9 

2.2 

0.31 

1 6.6  f 

37.4J: 

2.53 

0.5 1 § 

SE 

3.8 

0.04 

2.2 

4.5 

0.2 

0.02 

1.39 

4.12 

0.2 

0.03 

Membranoplasty 

17 

1.4 

10 

85 

4.3 

0.57 

11 

25 

4.4 

1.01 

35 

2.1 

35 

24 

2.0 

0.56 

22 

11 

2.3 

0.76 

Mean 

26.0 

1.75 

22.5 

54.5 

3.1 

0.56 

16.5 

18.0 

3.35 

0.88 

BSA  denotes  body-surface  area;  LVEDP,  left  ventricular  end-diastolic  pressure;  LV-Ao,  peak  systolic  left  ventricular-aortic  pressure  gradient;  Cl,  car- 
diac index;  AVA,  indexed  aortic-valve  area;  SE,  standard  error  of  the  mean. 


*Died  during  percutaneous  aortic  valvuloplasty. 

fP=0.02 

tP=0.004 

§P=0.03 


Figure  3.  Example  of  simultaneous  recording  of  left  ventricular  (LV)  and  aortic  (Ao)  pressures 
before  (A)  and  immediately  after  (B)  balloon  dilatation.  Transvalvular  mean  systolic  gradient  de- 
creased from  52  to  28  mmHg.  Notice  presence  of  pulsus  alternans,  a sign  of  severe  LV  failure. 
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Table  2.  Hemodynamic  results  of  balloon  mitral  valvulotomy  in  10  patients. 


Predilitation  Postdilatation 


Age, 

yr 

BSA, 

m2 

PA, 

mmHg 

LA-LV, 

mmHg 

Cl, 

L/m2 

MVA, 
cm/m  2 

PA, 

mmHg 

LA-LV, 

mmHg 

Cl, 

L/m  2 

MVA, 
cm/m  2 

25 

1.6 

33 

28 

1.8 

0.35 

20 

10 

2.9 

0.60 

33 

1.8 

29 

17 

1.9 

0.46 

18 

7 

2.8 

0.94 

43 

1 .6 

36 

25 

3.1 

0.61 

28 

19 

4.4 

0.85 

33 

1.4 

33 

14 

3.3 

1.28 

20 

6 

4.2 

1 .66 

69 

1.7 

31 

14 

2.7 

0.58 

16 

3 

3.7 

1.23 

52 

1.9 

38 

25 

2.3 

0.36 

19 

6 

3.2 

1.10 

59 

2.1 

32 

26 

2.8 

0.45 

18 

1 

3.1 

1.15 

32 

2.2 

41 

21 

2.4 

0.63 

32 

5 

2.5 

1.30 

21 

1.7 

30 

14 

3.7 

0.62 

14 

3 

3.7 

1.24 

63 

1.3 

24 

9 

2.0 

0.76 

13 

4 

2.1 

1.53 

Mean 

43.0 

SE 

1.72 

32.7 

19.3 

2.60 

0.61 

19.8s' 

6.4 

3.26 

1.16 

5.3 

0.09 

1.52 

2.06 

0.20 

0.09 

1.88 

1.60 

0.23 

0.09 

BSA  denotes  body-surface  area;  PA,  mean  pulmonary  arterial  pressure;  LA-LV,  end-diastolic  left 
atrial/left  ventricular  pressure  gradient;  Cl,  cardiac  index;  MVA,  indexed  mitral-valve  area;  SE, 
standard  error  of  the  mean. 


*P=0.0001 
fP=0.001 
tP=0.04 
§P= 0.01 

monary  arterial  pressure  (32.7  to 
19.8  mmHg;  P=0.001)  in  all  10  pa- 
tients immediately  after  dilatation. 
The  PMV  increased  the  cardiac  in- 
dex from  2.6  to  3.2  L/min/per  meter 
squared  (P  = 0.04)  and  the  mitral 
valve  area  from  1.04  to  1.99  cm2 
(0.61  to  1.16  cm/m2  [P  = 0.01]) 
(Table  2). 

Despite  the  transient  occlusion  of 
the  mitral  valve  and  the  catheter  ma- 
nipulation in  the  left  side  of  the 
heart,  no  patient  had  hemoptysis, 
pulmonary  edema,  or  evidence  of 
thromboembolic  events.  Mild  mitral 
regurgitation  was  documented  by 
transesophageal  echocardiography 
and  left  ventriculography  in  three 
patients  (Fig  5).  Although  a de- 
tectable atrial  septal  defect  in  each 
of  two  patients  was  documented  by 
transesophageal  echocardiography, 
no  significant  step-up  in  oxygen  sat- 
uration was  demonstrated  in  any  of 
our  cases. 

Exertional  dyspnea  was  im- 
proved in  all  nine  patients  who  suc- 
cessfully tolerated  mitral  valvulo- 
plasty. At  the  time  of  discharge,  they 
were  in  functional  class  I to  class  II. 
The  diastolic  thrill  decreased  in  four 
patients.  Neither  congestive  heart 
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failure  nor  pulmonary  edema  re- 
curred. 

DISCUSSION 

The  three  main  types  of  aortic  steno- 
sis in  adults  are  congenital  bicuspid, 
rheumatic,  and  degenerative  calcific. 
The  effect  of  balloon  dilatation  of  a 
stenotic  aortic  valve  is  influenced  by 
the  underlying  pathology  of  the 
stenosis,  which  explains  the  variable 
results  of  PAV  in  some  populations 
of  patients.  Inflation  of  the  balloon 
probably  acts  on  the  valve  through 
three  primary  mechanisms  (11,12): 
fracture  of  the  calcium  deposits  in 
the  leaflets,  separation  of  fused  com- 
missures, and  stretching  of  the 
leaflet  tissue.  If  commissural  fusion 
is  present  and  contributes  to  the 
stenosis,  as  is  the  case  in  patients 
with  rheumatic  aortic  stenosis  and 
occasionally  in  those  with  congenital 
bicuspid  stenosis,  PAV  has  the  po- 
tential of  increasing  leaflet  mobility 
by  commissural  splitting  with  or 
without  cuspal  cracks.  This  subset 
of  patients  seems  to  experience  the 
lowest  evidence  of  restenosis  at  fol- 
low-up Doppler  study  (13). 

In  contrast,  in  valves  with  little 
or  no  commissural  fusion  (most  con- 


genital bicuspid  and  degenerative 
calcific  stenoses),  PAV  increases 
leaflet  mobility  through  cuspal 
cracking  and  stretching  of  the  leaflet 
tissue  and  aortic  wall  at  nonfused 
commissural  sites  (14-16).  The  role 
of  cuspal  cracking  and  aortic  wall 
stretching  on  long-term  outcome  has 
been  questioned  by  several  investiga- 
tors (13,17).  Stretching  is  probably 
transient  because  of  intrinsic  aortic 
wall  recoil  and  may  explain  the  high 
restenosis  rate  seen  early  after  PAV 
in  many  patients,  particularly  those 
with  degenerative  aortic  calcific 
stenosis  (11,13). 

The  overall  6-month  restenosis 
rate  after  PAV  varies  between  44% 
and  56%  (2,18,19).  Although  this  is 
an  important  factor  limiting  the 
widespread  use  of  PAV  for  the  treat- 
ment of  aortic  stenosis,  PAV  still  re- 
mains an  attractive  alternative  treat- 
ment for  elderly  patients  with 
symptomatic  calcific  aortic  stenosis 
because  it  may  affect  the  natural  his- 
tory of  this  disease.  O’Keefe  et  al 
(20)  reported  recently  that  43%  of 
elderly  patients  with  severe  aortic 
stenosis  treated  only  with  medical 
therapy  died  within  12  months.  This 
was  similar  to  that  of  patients  with 
post-PAV  aortic  valve  area  of  0.7 
cm2  or  less.  In  contrast,  patients 
who  achieved  post-PAV  aortic  valve 
areas  greater  than  0.7  cm2  experi- 
enced a significant  decrease  in  mor- 
tality. The  28%  mortality  in  this 
group  indicates  that  PAV  may  suc- 
cessfully affect  the  long-term  sur- 
vival of  elderly  patients  with  severe 
aortic  stenosis.  Other  studies  have 
shown  similar  data  (18,21). 

Patients  subjected  to  PAV  have  a 
higher  immediate  mortality  and 
morbidity  than  those  treated  with 
PMV.  Advanced  age,  senility,  severe 
comorbid  processes,  and  intractable 
heart  failure  account  for  the  poor 
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Figure  4.  Simultaneous  recording  of  left  atrial  (LA)  and  left  ventricular  (LV)  end-diastolic  pres- 
sure before  (A)  and  immediately  after  (B)  balloon  dilatation.  Transvalvular  mean  diastolic  gradi- 
ent decreased  from  25  to  6 mmHg. 


Figure  5.  Two-dimensional  transthoracic  echocardiography  of  a stenotic  mitral  valve  before 
(top)  and  immediately  after  (bottom)  balloon  valvulotomy.  Mitral  valve  area  increased  from 
0.9  to  1.8  cm2. 


immediate  outcome  in  some  pa- 
tients. In  this  paper,  we  report  a 
12.5%  immediate  mortality  with 
PAV.  One  patient  with  unresponsive 
cardiogenic  shock  died  during  the 
procedure,  whereas  the  second  fatal- 
ity was  related  to  massive  retroperi- 


toneal bleeding  secondary  to  vascu- 
lar injury  in  an  elderly  patient  with 
severe  peripheral  vascular  disease. 

Although  we  have  no  reports  of 
prospective  randomized  trials  com- 
paring the  immediate  and  long-term 
outcomes  of  patients  subjected  to  ei- 
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ther  valve  replacement 
or  PAV,  some  studies 
have  compared  the 
benefits  and  limita- 
tions of  both  surgical 
and  percutaneous 
treatments.  Acar  et  al 
(22)  from  France  re- 
ported recently  an  im- 
mediate mortality  of 
7. 1 % in  addition  to 
non  fatal  complica- 
tions such  as  cardiac  tamponade, 
myocardial  infarction,  vascular  trau- 
ma, and  cerebrovascular  accidents  in 
a series  of  52  elderly  patients  treated 
with  PAV.  The  mortality  for  symp- 
tomatic aortic  stenosis  in  the  same 
institution  was  4%  in  patients  treat- 
ed surgically  from  1983  to  1988. 
The  5-year  actuarial  survival  in  el- 
derly surgical  patients  was  77%, 
whereas  28%  of  patients  treated 
with  PAV  died  in  the  first  5 months 
after  PAV.  Surgical  mortality  for  aor- 
tic stenosis  was  higher  in  octogenari- 
ans. Azariades  and  Starr  (23)  report- 
ed an  immediate  mortality  of  16% 
in  88  patients  older  than  80  years 
who  underwent  aortic  valve  replace- 
ment. Frnergency  surgery,  isolated 
valve  replacement  in  patients  with 
concomitant  coronary  artery  dis- 
ease, advanced  perioperative  func- 
tional class,  and  female  gender  car- 
ried a higher  surgical  mortality. 
Nonetheless,  the  5-year  survival  rate 
was  64%.  These  findings  corrobo- 
rate that  surgery  is  the  procedure  of 
choice  whenever  possible  in  patients 
with  symptomatic  aortic  stenosis, 
even  in  the  elderly. 

There  are  four  groups  of  patients 
that  benefit  from  PAV.  The  first  in- 
cludes patients  who  are  not  surgical 
candidates  and  are  incapacitated  by 
symptoms  of  aortic  stenosis.  Exam- 
ples are  patients  who  are  extremely 
frail  or  senile  or  who  have  another 
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important  disease,  such  as  chronic 
lung  disease  or  uremia.  Percuta- 
neous aortic  valvuloplasty  should 
not  he  performed  in  patients  who 
are  candidates  for  surgical  aortic 
valve  replacement.  However,  PAV 
may  be  indicated  for  relief  of  symp- 
toms in  patients  who  are  not  surgi- 
cal candidates. 

The  second  indication  pertains  to 
patients  with  calcific  aortic  stenosis 
who  require  urgent  surgical  inter- 
vention for  other  organ  dysfunction. 
In  these  patients,  PAV  serves  as  a 
temporizing  procedure  that  im- 
proves acutely  their  hemodynamics 
and,  therefore,  the  safety  of  their  ur- 
gent surgical  procedure  (10). 

The  third  indication  is  seen  in  pa- 
tients with  severe  heart  failure  or 
cardiogenic  shock  due  to  aortic 
stenosis.  Stabilization  of  hemody- 
namic status  may  follow  PAV,  and 
the  improvement  in  respiratory  and 
hemodynamic  status  may  make  sub- 
sequent aortic  valve  replacement 
more  controlled  and  safer  (24). 

The  fourth  group  includes  pa- 
tients with  poor  left  ventricular 
function,  low  cardiac  output,  and 
small  aortic  valve  gradient;  their 
aortic  valve  areas  calculated  by  the 
Gorlin  formula  are  small.  In  these 
patients,  aortic  valve  replacement  is 
indicated  if  aortic  stenosis  is  present. 
However,  if  the  valve  is  not  stenotic 
but  the  low  flow  state  results  in  a 
falsely  low  calculated  aortic  valve 
area,  surgery  will  not  be  beneficial. 
Percutaneous  aortic  valvuloplasty 
can  be  useful  in  solving  this  clinical 
dilemma.  Lack  of  improvement  in 
left  ventricular  function  after  PAV 
indicates  either  that  PAV  was  not 
successful  or  that  the  patient  was  in- 
stead suffering  from  an  underlying 
cardiomyopathy.  In  the  latter  case, 
the  patient  should  be  treated  medi- 
cally and  not  by  aortic  valve  replace- 
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ment.  On  the  other  hand,  improve- 
ment in  left  ventricular  function  in- 
dicates that  aortic  stenosis  was  pre- 
sent and  was  relieved  by  PAV. 
Although  only  a small  number  of 
patients  fall  into  this  category,  such 
patients  should  receive  aortic  valve 
replacement. 

Like  surgical  commissurotomy, 
mitral  balloon  valvulotomy  relieves 
mitral  stenosis  by  splitting  fused 
commissures.  This  mechanism  has 
been  demonstrated  in  pathologic 
specimens  of  intraoperative  balloon 
dilatation  (1,25,26).  Two-dimen- 
sional echocardiography  also  has 
demonstrated  cleavage  of  the  mitral 
valve  along  the  commissures  after 
PMV  (7).  Commissural  cleavage 
helps  to  explain  some  of  the  undesir- 
able outcomes  of  PMV,  such  as 
leaflet  tears,  ruptured  chordae,  rup- 
tured papillary  muscle,  and  mitral 
regurgitation  (27).  Other  potential 
complications  are  cardiac  perfora- 
tion and  tamponade,  atrial  septal 
defects,  accidental  puncture  and 
cannulation  of  the  aortic  root  during 
transseptal  catheterization,  and  vas- 
cular injury.  These  procedures 
should  be  performed  by  interven- 
tional teams  experienced  in 
transseptal  catheterization,  emergen- 
cy pericardiocentesis,  and  insertion 
of  cardiopulmonary  support  devices. 
Active  participation  of  the  surgical 
team  in  the  decision-making  process 
is  strongly  encouraged  and  surgical 
standby  should  be  available  during 
PAV  and  PMV. 

The  selection  of  patients  for 
PMV  is  simpler.  All  patients  with 
symptomatic  mitral  stenosis  are  po- 
tential candidates  for  PMV,  and  bal- 
loon valvulotomy  is  the  initial  pro- 
cedure of  choice  for  significant 
mitral  stenosis  with  mobile  leaflets 
and  minimal  chordal  thickening 
(28).  The  two-dimensional  and 


Doppler  echocardiographic  exami- 
nation is  the  most  important  test  to 
identify  which  patients  should  have 
this  procedure.  An  echocardiograph- 
ic score  (7)  has  been  developed  in 
which  valve  rigidity,  valve  thicken- 
ing, valve  calcification,  and  sub- 
valvular fibrosis  are  graded  from  0 
(least)  to  4 (most).  The  sum  of  the 
four  components  then  gives  an 
echocardiographic  score.  If  the  cu- 
mulative score  is  <8,  the  patient  is 
generally  a good  candidate  for  PMV. 
If  the  score  is  >9  but  <12,  the  results 
are  variable  though  patients  can  still 
be  considered  candidates  for  the 
procedure.  If  the  score  >12,  the 
PMV  procedure  should  only  be  un- 
dertaken if  mitral  valve  replacement 
is  contraindicated.  The  results  of 
PMV  in  patients  with  severe  valve 
thickening,  rigidity,  calcification, 
and  severe  subvalvular  fibrosis  are 
not  satisfactory  (29).  Patients  with 
favorable  valvular  morphology  and 
mitral  restenosis  after  surgical  com- 
missurotomy are  also  candidates  for 
balloon  mitral  valvuloplasty  (30). 

Evidence  of  left  atrial  thrombus, 
a recent  embolic  event,  severe  mitral 
valve  calcification,  or  severe  sub- 
valvular thickening  and  fibrosis  is  a 
contraindication  for  PMV.  The  pres- 
ence of  left  ventricular  thrombus  in 
an  area  of  an  old  myocardial  infarc- 
tion is  also  a contraindication  be- 
cause the  thrombus  can  be  dislodged 
by  passage  of  the  guide  wires  or  the 
dilating  balloons  into  the  left  ventri- 
cle. Since  atrial  fibrillation  increases 
the  likelihood  of  left  atrial  throm- 
bus, patients  with  atrial  fibrillation 
should  ideally  receive  anticoagula- 
tion therapy  for  2 to  3 months  be- 
fore PMV.  Echocardiography  should 
also  show  no  evidence  of  left  atrial 
thrombus  before  the  procedure  is 
undertaken,  and  a transesophageal 
echocardiogram  should  be  consid- 
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ered  in  all  patients  with  atrial  fibril- 
lation to  exclude  the  presence  of 
thrombus  in  the  left  atrial  ap- 
pendage. Surgical  commissurotomy 
or  mitral  valve  replacement  repre- 
sent more  appropriate  choices  in  pa- 
tients with  leaflet  calcification,  sub- 
valvular disease,  or  persistent  left 
atrial  thrombus  (31,32). 

Careful  selection  of  patients  in  ex- 
perienced centers  minimizes  the 
periprocedural  risks  inherent  in 
PMV.  Although  we  had  no  fatality  in 
our  small  series,  serious  complica- 
tions, including  death,  have  been  re- 
ported by  other  investigators  (5).  In 
738  patients  in  the  mitral  balloon 
valvuloplasty  registry  sponsored  by 
the  National  Institutes  of  Health, 
death  in  the  catheterization  laborato- 
ry occurred  in  8 (1%)  patients  and 
severe  complications  in  87  (12%)  pa- 
tients. Within  30  days  there  were  24 
(3%)  cumulative  deaths,  18  cardiac 
and  6 noncardiac.  Univariate  analysis 
revealed  that  older  age,  a history  of 
cardiac  arrest,  cerebrovascular  dis- 
ease, dementia,  cachexia,  renal  in- 
sufficiency, class  IV  congestive  heart 
failure,  use  of  intra-aortic  balloon 
pump,  use  of  sympathomimetic 
amines,  and  a high  echocardiograph- 
ic  score  (>13)  were  associated  with 
early  death.  Multivariate  analysis 
identified  a higher  echocardiographic 
score  and  a smaller  valve  area  (<  0.7 
cm2)  before  the  procedure  as  the 
strongest  predictors  of  early  death. 
Furthermore,  centers  that  performed 
more  than  25  procedures  had  lower 
complication  rates  (5). 

Percutaneous  mitral  valvuloplasty 
produces  immediate  hemodynamic 
and  clinical  improvement  in  most  pa- 
tients with  mitral  stenosis.  In  the 
NIH  multicenter  registry,  a gain  in 
mitral  valve  area  averaging  from  0.9 
to  2.0  cm2  was  reported  when  the 
double-balloon  technique  was  used. 


The  overall  condition  of  83%  of  the 
patients  improved  at  30-day  follow- 
up (5).  Martuscelh  et  at  (32)  com- 
pared the  intraoperative  effects  of 
percutaneous  double-balloon  mitral 
valvuloplasty  and  open-chest  com- 
missurotomy of  patients  with  severe 
pure  mitral  stenosis  and  an  echocar- 
diographic score  <8.  All  patients  un- 
derwent double-balloon  dilatation 
and  subsequent  surgical  open  com- 
missurotomy during  cardiopul- 
monary bypass.  Mitral  valve  area, 
determined  by  passage  of  rigid  dila- 
tors, increased  from  1.51  cm2  to  3.28 
cm2  after  double-balloon  valvuloplas- 
ty and  to  5.2  cm2  after  the  surgical 
procedure.  No  damage  to  the  valvu- 
lar apparatus  was  evident  after  bal- 
loon valvulotomy.  In  other  series, 
PMV  increased  the  mitral  valve  area 
in  all  patients,  but  the  results  were 
not  uniform.  A good  hemodynamic 
outcome,  which  was  defined  as  a mi- 
tral valve  area  >1.5  cm2,  was 
achieved  in  77%  of  the  patients  treat- 
ed at  the  Massachusetts  General  Hos- 
pital (29).  The  most  important  fac- 
tors that  determined  a successful 
immediate  outcome  were  a pre-PMV 
echocardiographic  score  <8  and  the 
double-balloon  technique. 

In  contrast  to  PAV,  balloon  mitral 
valvulotomy  resulted  in  marked 
long-term  functional  improvement 
in  most  patients.  The  symptomatic 
and  hemodynamic  improvement 
produced  by  PMV  persisted  for 
more  than  2 years  (29).  The  best 
long-term  functional,  echocardio- 
graphic, and  hemodynamic  results 
were  seen  in  patients  with  echocar- 
diographic scores  <8.  In  contrast, 
patients  with  echocardiographic 
scores  >8  and  good  immediate  re- 
sults from  PMV  frequently  demon- 
strated restenosis  at  follow-up  (6).  In 
patients  with  an  echocardiographic 
score  >12,  the  PMV  was  unlikely  to 

AUGUST  1993 


produce  a good  immediate  or  long- 
term result.  Open-heart  surgery 
would  be  preferable  for  these  pa- 
tients. However,  PMV  could  still  be 
performed  in  these  patients  if  they 
are  high-risk  surgical  candidates. 

In  conclusion,  PAV  is  indicated 
only  in  elderly  patients  with  severe 
aortic  stenosis  in  whom  open-heart 
surgery  is  contraindicated  or  carries 
excessive  mortality.  All  patients 
with  symptomatic  mitral  stenosis 
are  potential  candidates  for  PMV. 
Balloon  valvulotomy  is  the  initial 
procedure  of  choice  for  patients 
who  have  significant  mitral  stenosis 
with  mobile  leaflets  and  minimal 
chordal  thickening. 
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Dwain  G.  Fuller,  MD 


Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 
Bradley  F.  Jost,  MD 
David  Callanan,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas.  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122  or  1-800-638-0114 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Blerner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson.  MD,  FACS 
Richard  E.  Jones.  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III.  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal.  MD 
R.  Craig  Saunders.  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard.  #540.  Irving.  TX  75061,  214-254-8000 

Robert  E.  Bayless.  MD  Mark  S.  Greenberg.  MD 

Charles  E.  Cook.  MD  Marvin  E.  Van  Hal.  MD 

Bruce  M.  Faust,  MD 

4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton.  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD  Robert  Lilo,  MD 

9 Medical  Parkway.  Plaza  IV-Suite  308.  Farmers  Branch,  TX  75234.  214-241-5446 


Craig  W.  Goodhart.  MD  Glenn  S.  Wheeless.  MD 

Phillip  M.  Graehl,  MD  Robert  Lilo,  MD 


9209  Elam  Road.  #120,  Dallas,  TX  75217,  214-391-9765 


Charles  Mitchell,  MD  L.  T.  Johnson,  MD 


1010  N Belt  Line  Road,  Suite  101.  Mesquite.  TX  75149.  214-288-4429 
Cary  Tanamachi.  MD  Terry  M.  Sobey.  MD 

1305  Airport  Freeway.  Suite  406.  Bedford,  TX  76201.  817-267-4492 
R.  Craig  Saunders.  MD 


Rheumatology 

DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  214  823-4151 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months'  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are: 


Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Brain  Injury  (The  Challenge  Program) 
Outpatient  Services 


Pediatric  (Inpatient/Day  Hospital) 
Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 


Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 
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OPPORTUNITIES 

AVAILABLE 

Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 


Texas,  Gilmer:  This  family-oriented  community  embraces 
its  medical  community  with  support  and  appreciation. 
Brand  new  management  working  hard  to  maintain  excel- 
lent care  at  this  modern  facility  with  7,100  ED  visits 
per  year.  Superior  back-up.  Remuneration  from 
$110,800.  If  an  opportunity  in  this  environment  inter- 
ests you,  please  call  Cheryl  Grimm  at  1-800-745-5402 
or  send  your  CV  to  3010  LBJ  Freeway,  Suite  500,  Lock 
Box  #43,  Dept.  SAU,  Dallas,  TX  75234-2709. 


f'  Colorado  Springs,  Colorado 

Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part-time 
BC/BE  MED’s  to  come  enjoy  the  good  life.  Four 
days  per  week  - NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan.  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr.,  Colorado  Springs,  CO  80918  or  call 
Susie  Pearce 

^ 719/527-2959,  or  719/594-0046.  J} 


percentage  of  collections,  and  we  provide  professional 
liability  insurance  with  limits  of  $1M/$3M.  Please  send 
C.V.  to  Teri  Medlar,  Sterling  Healthcare,  Inc.,  8700 
Crownhill,  Suite  600,  San  Antonio,  TX  78209,  or  call  1- 
800-999-3728  or  210-822-9811. 

Discover  the  adventure  of  West  Texas  with  Coastal  oppor- 
tunities in  the  panhandle.  Enjoy  the  flexibility  of  emer- 
gency medicine  in  the  tranquility  of  four  charming  towns 
near  Amarillo.  Competitive  remuneration  and  excellent 
back-up  at  each  facility.  Please  contact  Cheryl  Grimm  at 
1-800-745-5402  for  additional  information. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

RIO  GRANDE  VALLEY:  MEDICAL  DIRECTOR,  FULLTIME  PO 
SITIONS,  Immediate  opportunity  for  experienced  emer- 
gency physicians  who  are  BC  Primary  Care  or  BC/BE 
Emergency  Medicine.  This  180  bed,  Level  II  facility  has 
a volume  of  20,000  with  double-coverage.  Have  suc- 
cessful 10  year  contract  with  hospital.  Hourly  guarantee 
along  with  professional  liability  coverage  of  $1M/$3M. 
Pleasant  place  to  live  with  its  warm  climate  and  popular 
South  Padre  Island  nearby.  Please  send  C.V.  to  Mike 
Bragg,  Sterling  Healthcare,  Inc.,  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209  or  call  1-800-999-3728. 

Carthage:  45-bed  facility  with  all  new,  state-of-the-art  ED 
and  an  annual  volume  of  9,000.  Tree-lined  roads  lead 
to  this  peaceful  community.  Remuneration  $90,000  to 
start.  Supportive  staff  physicians  provide  excellent 
back-up.  For  details,  call  Cheryl  Grimm  at  1-800-745- 
5402  or  send  your  CV  to  Coastal  Emergency  Services 
of  Dallas,  PA,  3010  LBJ  Freeway,  Suite  500,  Lock  Box 
#43,  Dept.  SAU,  Dallas,  TX  75234-2709. 

Family/General  Practice 


INTERNISTS/FAMILY 
PRACTITIONERS  NEEDED 

for  practices)  closely  affiliated  with 
major  tertiary  care  hospital  in 
Dallas,  Texas.  Teaching  opportuni- 
ties also  available  at  facility  located 
adjacent  to  The  University  of  Texas 
Southwestern  Medical  School. 

For  more  information  about  various 
opportunities,  contact  Kathleen 
Smith  at  1-800-638-6632. 


Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibili- 
ties optional.  $110,000+  per  year  including  salary  and 
benefits.  Please  send  CV  to  Gregg  Barfield,  12600  Bis- 
sonnet,  Ste  E,  Houston,  TX  77842,  or  call  (713)  568- 
4888  for  more  information. 


Needed:  Emergency  physicians  — North  Central  Texas  area, 
full-  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle.  Suite  107,  Fort  Worth,  TX  76107. 

ARLINGTON;  MEDICAL  DIRECTOR  — Outstanding  opportu- 
nity for  experienced  E.D.  physician  who  is  BC/BP  in 
Emergency  Medicine.  This  level  II  hospital  has  22,000 
annual  visits  with  double  coverage  and  fast  track.  Very 
stable  16  year  contract  with  hospital  provides  for  maxi- 
mum job  security.  Minimum  hourly  guarantee  plus  a 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc,  a feder- 
ally funded  community  health  center,  located  at  3 10 
W.  Oaklawn,  Pleasanton,  T exas,  30  miles  south  cf  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  210-569-2527. 


Family  Practice/Northeast  Texas  — 
Expanding  five  physician  group.  Excellent 
sub-specialty  support.  Priority  on  quality 
patient  care  coupled  with  a steady  volume. 
Call  coverage  1:6.  First  year  salary  between 
$100,000-$120,000,  plus  Bonus  and  benefits. 
New  office  complete  with  equipment  and 
support  staff.  Low  overhead,  desirable 
payor  mix.  Enjoy  living  in  the  Sunbelt  in 
this  dty  of  1.3  million  people.  Historical, 
cultural  and  recreational  amenities. 
Numerous  lakes  30  minutes  or  less  away. 
Country  dub  homes,  acreage  and  restored 
historical  housing  available.  Call  Chris 
Mileger  at  800-677-7987  ext  3157,  or  fax  CV 
to  214-518-2676.  AD  responses  confidential. 

Family  Practice  with  Obstetrics/Southwest 
Texas  — Three  practice  options:  Solo  with 
coverage;  employee  of  rural  health  clinic;  or 
assodation  with  existing  physidan.  OB  cov- 
erage with  three  other  physidans,  induding 
C-sections  performed  by  General  Surgeon. 
Hospital  averages  20-25  deliveries  per 
month.  Existing  physidans  have  full  prac- 
tices and  support  the  recruitment. 
Guarantee  of  $200,000.  Desirable  payor  mix. 
Enjoy  the  Sunbelt,  living  in  this  Southwest 
Texas  community.  Great  place  to  raise  a 
family.  Good  people!  Big  Bend  National 
Park  within  driving  distance.  CaU  Chris 
Mileger  at  800-677-7987  ext  3149,  or  fax  CV 
to  214-518-2676.  AD  responses  confidential. 

1320  Greenway  Dr.,  #480 
DaDas,  Texas 
800-677-7987 
FAX  214-518-2676 


Physician  with  Texas  license  needed  to  practice  general 
medicine  at  Student  Health  Center.  Two-three  years 
practice  experience.  Forty-hour  week,  Monday-Friday. 
Minimal  call  duty.  Fringe  benefits.  Contact  Sheila  Mey- 
er, Director,  University  of  North  Texas  Health  Center, 
P.0.  Box  5158,  Denton,  TX  76203,  817-565-2786. 
Equal  Opportunity/Affirmative  Action  Employer. 


HOUSTON 

PHYSICIANS— FULL  TIME  AND  PART  TIME 


Positions  now  available  for  BC/BE 
Physidans  (Int.  Med.,  F.P.,  PEDS)  in  large 
managed  care  pradice.  We  are  a rapidly 
expanding  network  of  health  centers  locat- 
ed throughout  the  greater  Houston  area. 
Flexible  hours  with  highly  competitive 
compensation  and  liberal  benefits.  A nice 
place  to  work.  All  Residents  welcome. 
Evenings/ Weekends  available. 

Call  Joni  Taylor  at  1-800-633-2373,  ext  283, 
to  arrange  for  an  immediate  interview. 
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THE  DEPARTMENT  OF  FAMILY  PRACTICE  AND 
COMMUNITY  MEDICINE  AT  THE  UNIVERSITY  OF  TEXAS 
MEDICAL  SCHOOL  AT  HOUSTON, 

a dynamic,  diverse  and  growing  department  needs  several  family  board  certified  or 
board  eligible  physicians  for  faculty  positions. 

Two  openings  involve  a broad  range  of  family  medicine  activities,  with  the  focus 
on  teaching  and  clinical  care.  Obstetrics  is  required.  Desire  for  involvement  in 
medical  student  teaching  and  research  is  welcomed.  The  residency  program  is  in  its 
third  year  of  operation  and  will  grow  to  a 14-14-14  complement.  A satellite  residency 
center  is  located  in  a well-established  community  health  clinic. 

We  have  another  opening  which  will  involve  clinical,  scholarly,  and  teaching 
responsibilities.  There  will  be  a focus  on  predoctoral  activities  and  predoctoral 
involvement  in  the  medical  school  curriculum. 

A full-time,  senior  faculty  member  at  the  Assistant  or  Associate  Professor  level  is 
also  being  sought.  This  individual  would  coordinate  curricular  aspects  of  the 
department  in  the  school.  This  would  include  all  four  years  of  student  involvement, 
entailing  incorporation  of  problem-based  learning  and  standardized  patient  concepts. 
The  individual  would  participate  in  clinical  and  administrative  activities.  Tenure 
track  desire  preferred. 

All  salaries  are  very  competitive.  Be  part  of  an  exciting  family  practice  endeavor. 
For  inquiries,  contact:  Roland  A.  Goertz,  M.D.,  Chair 

Department  of  Family  Practice  and  Community  Medicine 
P.O.  Box  20708,  Houston,  Texas  77225  or  call  (713)  792-5862. 

The  University  of  Texas  is  an  equal  opportunity  employer. 

Women  and  minorities  are  encouraged  to  apply. 


AUSTIN  — The  perfect  opportunity  for  a BE/BC  Family 
Practitioner.  Very  competitive  salary  and  benefits  pack- 
age. Name  your  schedule,  inpatient  & call  only  if  you 
desire.  Available  Summer  1993.  Call  Liz  Ann  (collect) 
512-892-4820  work  or  512-261-3330  home. 

Crockett:  Group  of  4 BC  FP's  looking  for  a BC/BE  FP  in- 
terested in  a complete  practice  including  obstetrics.  Lo- 
cated midway  between  Dallas  and  Flouston  in  beautiful 
East  Texas.  Please  inquire  at  409/544-2157. 


Montgomery,  Texas  - established  family 
medical  practice  available  near  Lake  Conroe 
resort  Good  location  in  fast  growing  area. 
The  former  practitioner  has  returned  to  the 
academic  field.  Call  Nancy  regarding  facilities 
available,  including  possible  X-ray  equipment 
and  possible  seller  finance.  409-582-1088. 


PRIMARY  CARE  PHYSICIANS  & PSYCHIATRISTS.  Consider  an 
alternative  to  private  practice:  ANNASHAE  CORPORATION,  a 
leader  in  physician  staffing,  offers  multi-state  challeng- 
ing opportunities.  Competitive  remuneration.  Malpractice 
covered.  Contact  in  confidence:  (800)  245-2662. 


TEXAS  --  Modern  minor  emergency/ambulatory 
care  centers  seeking  well-rounded  practitioner 
tor  expansion  in  Central  and  Northeast  Texas. 
Generous  modified  tee-for-service  income  package 
with  superior  professional  liability  insurance 
included.  Must  have  good  experience  in  family 
medicine.  Industrial  medicine  experience  helpful. 
Send  C V or  call  Keith  D.  Williams,  M.D., 

3305  North  Third,  Ste  304,  Abilene,  TX  79603, 
(915)676-3023.  


Your  option:  Single  specialty  group  or  solo  with  choice  of 
office  space.  Share  in  call  rotation  1:6.  Affiliate  with 
medically  sophisticated  hospital  with  24-hour  staffed 
ER.  $140,000  net  income  guarantee,  benefits  and  fed- 
eral loan  reimbursement  up  to  $75,000  for  education 
related  debt.  Contact  Valerie  Bailer  at  1-800-374-4425. 
FAX:  404-390-3804. 


STAFF  PHYSICIAN, 

UNIVERSITY  OF  OKLAHOMA 
GODDARD  HEALTH  CENTER,  NORMAN,  OK. 

Oklahoma  University  Student  Health  Center  is  recruit- 
ing a Board  Certified  Pediatrician,  Board  Certified  Family 
Practitioner  and/or  Internist.  40  hour  week  Modern 
facility  serves  20,999  students,  faculty,  Staff- 
Competitive  salary,  excellent  benefits,  paid  malpractice 
insurance,  retirement.  Send  C.V.  to  Robert  F. 
Redmond,  M.D.,  Goddard  Health  Center,  620  Elm, 
Norman,  Oklahoma  73069.  (405)325-4611 
An  equal  opportunity  employer 


PRIMARY  CARE  PHYSICIANS  WANTED  by  Baylor  College  of 
Medicine,  Department  of  Community  Medicine,  to  staff 
community  health  centers  in  the  Greater  Houston  area. 
BE/BC  family  practice  or  internal  medicine.  Full-time  or 
p/t  positions,  some  flexible  hours  available.  An  EEO/AA 
employer.  Spanish  proficiency  a plus.  Call  Mr.  Granville 
Collins  at  (713)  798-4491. 


Fort  Worth,  Texas 

Adding  10th  IM  to  Fort  Worth  Texas  13  MD 
Downtown  Group — All  Expenses  Paid — No 
Management  Headaches — Excellent  Call 
Rotation — Contact:  Leon  Schroeder, 
Administrator,  The  Fort  Worth  Clinic  PA, 
1221  West  Lancaster,  Fort  Worth,  TX  76102. 
817-336-7191. 


Sunbelt  Metroplex  Family  Practice: 
$120,000  Salary  plus  production  bonus  and 
exceptional  benefits  (security).  Take  over 
existing  practice  with  1:5  call. 
Recreational /resort  metroplex  suburb, 
plenty  of  fishing,  skiing,  shopping  and 
spectacular  golf  - Year-Round  no  less! 
Need  and  income  potential  high: 
Impending  physician  vacancy  plus  group 
turning  away  100  patients/ wk.  Have  a 
friend?  We'll  take  two.  No  state  income 
tax  - Sun  and  fun.  Fax  CV  confidentially  to 
Sunbelt  Opportunities,  Attn:  David  M. 
Reeves,  at  214-518-2676  or  call  me  at  800- 
677-7987  Ext.  3-156.  Personally,  I live  in 
this  community. 

Hospital-Run  Family  Practice  Needs 
Physician!  Call  1:6,  $100K  plus  net  income, 
4 1/2  year  new  hospital  with  24  hour  ER 
physicians.  This  community  has:  resort 
lakes  (3),  schools  in  top  10%,  clean  indus- 
try...booming.  No  state  income  tax.  Azalea 
Festival,  Autumn  Festival,  yes,  it's  pretty!  I 
know,  I've  placed  three  physicians  in  this 
community.  If  you're  sick  of  specialty  poli- 
tics - it  doesn't  exist  here!  Contact  me  con- 
fidentially by  fax,  Attn:  David  M.  Reeves, 
at  214-518-2676  or  phone  at  800-677-7987 
Ext  2-225. 

1 320  Greenway  Dr.,  #480 
Dallas,  Texas 
V5  800-677-7987 

FAX  214-518-2676 

MEDICAL  SEAROI  OINSItTANTS 


Internal  Medicine 

San  Antonio  + Lucrative  Practice  = Excellent  Lifestyle. 
Progressive,  growing  multi-specialty  group,  guaranteed 
salary,  bonus,  full  benefits.  Contact  Chuck  Negas  at  1 
800-374-4425  or  fax  C.V.  to  my  attention  at  404-390- 
3804.  Physician  Sourcing  & Search,  1100  Ashwood 
Pkwy,  #200,  Atlanta,  GA  30338. 

EAST  TEXAS.  Enjoy  1:7  call,  generous  net  income  guar- 
antee plus  benefits,  and  easy  access  to  Dallas/Ft. 
Worth.  Modern  clinic  attached  to  150-bed  regional  med- 
ical center  with  service  area  of  80,000.  For  details, 
contact  Mark  Dupay  at  1-800-477-8863.  Or  fax  C.V.  to 
404-390-3804.  Physician  Sourcing  & Search,  1100 
Ashwood  Pkwy,  #200,  Atlanta,  GA  30338. 

Dallas/Fort  Worth  — Busy  internal  medicine  practice 
seeks  third  partner  for  attractive  suburban  community 
in  rapidly  growing  "mid-cities"  area.  Full  range  of  adult 
care.  Modern,  235-bed  hospital.  15  miles  from  down- 
town Dallas/Fort  Worth.  Competitive  compensation 
package.  Contact  Michael  Krier  at  1-800-272-2777. 
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Classified  Directory 


INTERNIST,  M.D. 

SAN  ANTONIO  STATE  CHEST  HOSPITAL/TDH 


INTERNIST,  M.D , Board  Certified,  Licensed  to 
practice  medicine  in  Texas.  SASCH  is  a 150- 
bed  hospital  which  offers  a broad  spectrum  of 
patients  dramatically  different  from  that  found  in 
private  practice  and  offering  a challenge  of  sig- 
nificant dimension.  An  interest  in  research  and 
management  of  clinical  data  is  preferred.  We 
offer  a regular  work  schedule,  limited  call  and  a 
liberal  benefits  package. 

For  additional  information,  contact  Lawrence  S. 
Higgins,  M.D.,  FACP  or  Louis  L.  Hinojosa,  Jr.,  Dir.  H.R. 

210/534-8857  x 255 

EEO/ADA  Employer 


West  Texas.  Join  established,  lucrative  10-year-old  prac- 
tice and  associate  with  Board  Certified  Internist.  Affili- 
ate with  medically  sophisticated  hospital  and  cohesive 
medical  team.  Relaxed  lifestyle,  excellent  cost  of  living, 
within  30  minutes  from  university.  Enjoy  $140,000  net 
income  guarantee,  benefits,  and  federal  loan  reim- 
bursement up  to  $75,000  for  education  related  debt. 
Contact  Valerie  Bailer  at  1-800-374-4425.  FAX:  404- 
390-3804. 

Locum  Tenens 


PHYSICIANS 

K^nnluThiLod 


Gl/i/e  have  the  locum  tenens  physicians 
you  need  when  you  need  them. 


Or h, 


en  you  need  assistance  with 
temporary  physicians  staffing  while  you 
recruit  or  to  cover  weekends,  vacations, 
illness  or  CME,  call  Physicians 
Unlimited.  We  have  a staff  of  thoroughly 
credentialed  radiologists  and  family 
practitioners  with  the  qualifications  you 
need  to  keep  your  practice  open  and 
operating  smoothly. 


hysicians  Unlimited  is  based  in 
Houston  and  focused  on  fulfilling  the 
need  for  temporary  physician  staffing 
throughout  Texas. 


or  more  information  on  how  we  can 
help  with  your  staffing  needs  call  Chuck 
Crandell  at  1.800.227.0316,  ext.  9018. 


"Ron's  Rule  — I give  myself  one  week 
to  meet  new  people  and  start  having 
tun  on  a locum  tenens  assignment. 

It  hasn  ’t  failed  me  yet.  " 

Ron  Richmond,  MD,  joined  the 
CompHealth  locum  tenens  medical 
stall  when  he  completed  his 
residency.  He  wanted  to  travel.  He 
loves  to  meet  people.  A little  time 
oil  sounded  really  good.  And  he 
thinks  being  exposed  to  different 
types  ol  medical  practice  will  serve 
him  well  when  he  returns  to  his 
hometown  to  establish  a 
community  health  center. 

A singer.  A board-certified 
lamily  practitioner.  A soft- 
spoken  New  Yorker. 

Ron  Richmond  knows... 


It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  T enens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


"YOUR  FREE 
CATALOG  KNOCKED 
MY  SOCKS  OFF" 

Our  free  Catalog  of  free  and  low-cost 
government  booklets  will  very  likely 
knock  your  socks  off,  too  But  first  you 
have  to  get  it.  Just  send  your  name  and 
address  to: 

Consumer  Information  Center 
Department  KO 
Pueblo,  Colorado  81 009 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 

ISSUE  DEADLINE 

September  1 993 July  30,  1993 

October  1993.~~~ — ...September  1, 1993 
November  1993.~~.~.~.....October  1, 1993 
December  1993..„.„~.~.November  1, 1993 
January  1994~~......... — December  1, 1993 
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More  Outstanding  Opportunities 
from  The  TEXAS  Specialists ... 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical 
building  designed  to  accommodate  two 
dermatologists.  Current  physician  plans  early 
retirement  and  offers  practice  for  sale.  Building 
available  for  sale  or  lease. 

Contact:  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


FORT  WORTH 

Physician  needed  to  deliver  basic  primary  care  in 
"fast  track”  unit  of  busy  emergency  department.  The 
regular  hours  of  this  position  will  allow  you  to  enjoy  a 
nice  lifestyle  in  a city  with  tremendous  amenities. 
Also  need  physicians  for  traditional  ER  (12  or  13  12- 
hour  shift  equivalents  per  month).  Both  positions  offer 
base  salary  plus  great  benefits  package!  Call  us  for 
details.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 
Popular  location,  recreational  paradise!  Need  two 
more  FPs  to  offer  full  range  of  family  medicine  in  town 
of  21,000;  easy  access  to  Dallas/Fort  Worth.  OB 
optional.  Ultra-modern,  200-bed  hospital.  Excellent 
referral  base  and  backup.  Generous  incentive 
package.  This  opportunity  has  it  all! 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 
Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 
Additional  family  physicians  needed  for  community  of 
14.000  in  strategic  location  (within  one  hour  of 
Dallas/Fort  Worth).  Modern,  88-bed  hospital;  OB 
optional.  Four-way  call  sharing.  Incentive  package, 
nice  opportunity!  Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great 
life  style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous 
incentive  package  from  community  hospital  to 
qualified  doctor.  Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 


EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing 
and  coverage  is  available  from  other  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca;  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Barry  Strittmatter. 

FORT  WORTH 

Hassle-free  practice!  Large  family  practice  group 
seeks  Spanish-speaking  physicians  for  office  based 
practice  in  community  clinic.  Forty-hour  work  week; 
no  evenings  or  weekend  call.  Excellent  salary  and 
generous  benefits.  Call  for  details. 

Contact:  Vicki  Truitt. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  additional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundant  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more. 

Contact:  Jim  Truitt. 

SOUTH  CENTRAL  TEXAS 
Within  one  hour  of  San  Antonio  - South  Central 
Texas  hospital  seeks  additional  BE/BC  family 
practitioner  for  service  area  of  20,000.  OB  is 
available,  but  not  required.  Hunting  and  fishing 
(fresh  and  salt  water)  and  other  recreational  activities 
abound.  Generous  incentive  package  to  qualified 
candidate.  Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in 
El  Paso  (population  approximately  500,000),  wishes 
to  retire.  He  and  the  hospital  with  whom  he  is 
associated  seek  a board  certified  (or  board  eligible 
pursuing  certification)  family  physician  to  join  him  and 
begin  to  assume  his  large  practice.  Competitive 
benefit  package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 
Fifth  internist  needed  to  accommodate  heavy  patient 
demand  in  popular  community  of  21,000  (primary 
service  area  of  95,000+);  easy  access  to  Dallas/Fort 
Worth.  Routine,  five-way  call  sharing;  extraordinary, 
200-bed  hospital  facilities  and  services;  outstanding 
backup  from  other  specialties.  Pretty  area; 
recreational  opportunities  abound.  Nice  place  to 
practice;  generous  incentive  package. 

Contact:  Vicki  Truitt. 

FORT  WORTH 

Internist  or  family  physician  needed  for  correctional 
health  services  opportunity.  Work  with  specialized 
health  care  team  (including  two  other  full  time 
physicians  and  a host  of  other  professionals)  in  new, 
fully-equipped  comprehensive  medical  unit.  High 
incidence  of  diabetes  and  hypertension.  Regular 
hours,  limited  call;  excellent  income  and  benefits. 
Contact:  Vicki  Truitt. 


P lease  call  for  additional  listings. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  medical  and  four  radiation 
oncologists  seek  fifth  medical  oncologist  for  group 
practice.  Salary,  plus  bonus  and  excellent  benefits. 
Practice  with  a top-notch  group  and  enjoy  a life  style 
in  a city  offering  an  abundance  of  outstanding 
amenities.  Call  for  more  specific  details. 

Contact:  Jim  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  1994 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  four  other  OB/GYNs).  Construction  of  New 
Women's  Center  underway.  Progressive,  family 
oriented  community  with  strong,  diversified  economy; 
excellent  schools.  Many  social  and  recreational 
opportunities.  Comprehensive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 
Additional  OB/GYN  needed  for  community  of  14,000 
in  strategic  location  (within  one  hour  of  Dallas/Fort 
Worth).  Modern,  88-bed  hospital.  Share  call  with 
recently  trained  obstetrician.  Incentive  package 
offered  by  hospital.  Contact:  Vicki  Truitt. 


OTOLARYNGOLOGY 


NORTH  EAST  TEXAS 

ENT  needed  for  community  of  27,000  (referral  area 
200,000).  Pretty  town;  good  schools;  lots  of  social 
and  recreational  amenities.  Good  hospitals;  share 
call  with  recently  trained,  BC  ENT.  Competitive 
incentive  package  offered  to  qualified  physician. 
Contact:  Vicki  Truitt. 


PEDIATRICS 


We  have  more  pediatric  opportunities  than  we  can 
list.  East  Texas,  Northeast  Texas,  North  Central 
Texas,  Dallas/Fort  Worth  - you  want  it,  we  have  it! 
Please  call  us  for  specific  information  about  these 
outstanding  opportunities.  Contact:  Vicki  or  Jim  Truitt. 


■ Physician  Search  & Placement 

■ Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


1-800-525-6055/(817)431-9679  ' 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


1 


Endorsed  by  the  T exas  Medical  Association 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 . Chicago 

2.  DENVER 

3.  Oakland 

4.  Ventura 

5.  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atlanta 

10  Service 


Since  1979,  we’ve  approached  the 
locum  tenens  assignment  of  physicians 
quite  differently  from  the  competition.  Our 
nationwide  network  of  offices  offers 
assignments/ree  from  any  hassles  to 
qualified  pLiysicians...we  do  the  homework 
- we  investigate  assignment  locations, 
interview  personnel  with  whom  you  11  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  you  a “true  picture”  of  where  you're 
going  and  what  to  expect. 

And  to  accompany  you  on  your  journey, 
we  provide  malpractice  insurance  on  an 
"occurrence"  basis. 

FOR  MORE  INFORMATION  CALL:  1 -800-531  -1 1 22 

Inf  ^im 

P HYS1CIANS 


Copyright  1993,  Interim  Services,  Inc 
An  H&R  BLOCK §>  Company 


OBGYN 

SAN  ANTONIO  — BC/BE  OB/GYN  needed  for  new  wom- 
en’s and  children's  center.  Call  1:3,  no  administrative 
hassles.  Guarantee,  comprehensive  benefits.  Bilingual 
preferred,  not  essential.  Call  Jane  Vogt,  1-800-765- 
3055,  222  S.  Central,  Suite  700,  St.  Louis,  MO  63105. 

SOUTH  DALLAS  — BC/BE  OB/GYN  needed  for  well-es- 
tablished multi-specialty  clinic.  Call  of  1:3.  Mid-sized 
community  with  access  to  Dallas.  Above  average  guar- 
antee and  excellent  benefits.  Call  Michelle  Seagraves, 
1-800-678-7858,  222  S.  Central,  Suite  400,  St.  Louis, 
MO  63105. 


EAST  TEXAS  — BE/BC  OBG  needed.  First  year  guarantee 
$200,000.  Call  of  1 in  6.  New  office  facilities.  300-bed 
hospital.  Safe,  quiet  community  with  top  notch  schools. 
Call  Patience  Schock,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105. 

Pediatrics 

Immediate  opening  for  Pediatrician  in  South  Central 
Texas.  Busy  practice  needs  associate.  Lucrative  salary 
and  benefit  package  for  the  right  person.  Send  C.V.  to: 
Garrahy  & Associates,  2427  Canyon  Rim,  San  Antonio, 
TX  78232. 

EAST  TEXAS.  Excellent  location  is  experiencing  11% 
growth  in  the  pediatric  population,  and  offers  easy  ac- 
cess to  Dallas/Ft.  Worth.  Modern  clinic  attached  to 
150-bed  regional  medical  center.  Two  year  net  income 
guarantee  plus  benefits.  For  details,  contact  Mark  Du 
pay  at  1-800-477-8863.  Or  fax  C.V.  to  404-390-3804. 
Physician  Sourcing  & Search,  1100  Ashwood  Pkwy, 
#200.  Atlanta,  GA  30338. 

Radiology 


Seco»it>  opinion? 


its* 

H 

Time  For  R4R 

800  523-9955 

LADIOLOGY 

[RE  SOM RTF 

g 

Locum  Tenons  • Permanent  Recruitment  Spn  ialist 


CENTRAL  TEXAS  — Female  OB/GYN  seeks  associate. 
2,500  sq.  ft.  office  located  on  hospital  campus.  Level 
III  Nursery.  Low  overhead  and  unparalleled  income  po- 
tential. Weekend  call  of  1:5.  Major  university  town  set- 
ting. Call  Michelle  Seagraves,  1-800-678-7858,  222  S. 
Central,  Suite  400,  St.  Louis,  MO  63105. 


EMERGENCY/DOUBLE-READING  SERVICE.  When  your 
locums  fails,  massive  back-logs  pile  up.  or  double-read- 
ings are  needed  for  Medicare  inspection,  mail  us  your 
films.  Reports  fax-returned  overnight.  QIP  analyses, 
published,  academic  experience,  knowledgeable  about 
ACR  department  certification.  806-799-2323. 


HOUSTON  AREA  — Highly  successful  Obstetrician  looking 
for  associate.  First  year  guarantee  $225,000  plus  in- 
centives. Excellent  long-term  potential.  Candidate  must 
be  board  eligible.  Call  Jack  Goggin,  1-800-765-3055, 
222  S.  Central,  Suite  700,  St.  Louis,  MO  63105. 


PHYSICIANS  UNLIMITED 


Physicians  Unlimited  is  offering  unique  opportuni- 
ties for  Texas  licensed  radiologists.  Are  you  inter- 
ested in  a little  travel  and  a lot  of  flexibility? 
Would  you  enjoy  more  control  over  your  schedule 
while  earning  the  most  generous  compensation  of- 
fered to  locum  tenens  radiologists?  If  so,  it  is  time 
to  consider  Physicians  Unlimited.  You  will  earn 
what  you  deserve,  and  your  malpractice  insurance, 
housing,  and  travel  expenses  will  be  paid  as  well. 

Call  Ann  Christante  at  (800)  227-0316,  exL  9045. 


Urology 

EAST  TEXAS.  Easy  access  to  Dallas/Ft.  Worth.  Modern 
clinic  attached  to  150-bed  regional  medical  center  with 
80,000  service  area.  Generous  net  income  guarantee 
plus  benefits.  For  more  details,  contact  Mark  Dupay  at 
1-800-477-8863.  Or  fax  C.V.  to  404-390-3804.  Physi- 
cian Sourcing  & Search,  1100  Ashwood  Pkwy,  #200, 
Atlanta,  GA  30338. 

Other  Opportunities 


CORPUS  CHRISTI,  TEXAS 

Doctors  Regional  Medical  Center  of  Corpus  Christi,  Texas 
is  currently  seeking  B.E./B.C.  physicians  interested  in 
joining  established  physician  practices.  Interested 
candidates  in  the  following  areas: 

♦ Family  Practice  ♦ OB/GYN  ♦ Internal  Medicine 

Should  contact  or  send  C.V.  to:  Linda  Biediger 
Doctors  Regional  Medical  Center 
3315  South  Alameda  Corpus  Christi,  TX  7841  1 (512)  857-1501 


Full  or  part  time  Texas  licensed  doctors  needed  immedi- 
ately for  walk-in  clinics  serving  military  beneficiaries. 
Clinics  open  365  days  a year.  Set  your  own  hours.  Lo- 
cated one  hour  from  Austin.  Call  Jerry  Lewis,  The  Lewis 
Group:  1-800-666-1377. 


76 


TEXAS  MEDICINE 


VOLUME  89  NO.  8 


AUGUST  1993 


YOU 


FOR  SALE  OR  LEASE 

Office  Space 

For  rent  or  lease  in  Amarillo,  Tex  — Medical  office  2000+ 
square  feet.  Six  exam  rooms,  lots  of  storage,  and  tele- 
phone system.  Next  to  established  pharmacy  — very 
reasonable.  Contact  Phil  Durham  or  Ray  Doherty  at 
806-383-3377. 

Practices 


DALLAS/FT.  WORTH 


Well-established  General  Surgery  practice  in  mid-cities  suburb 
is  now  available.  Collections  in  excess  of  $300,000  for  1992. 
Prestigiously  located  office  is  fully  computerized.  Thorough 
and  generous  introduction  will  be  offered.  Courteous  and  effi- 
cient staff  will  stay,  if  desired.  Owner  financing  for  the  appro- 
priate physician  will  be  made  available. 

For  information,  contact 
Mr.  Harrison  at  (800)  933-0911. 


HOUSTON  — Family  practice  with  small  surgery  compo- 
nent. Located  in  a professional  office  building.  Doctor 
deceased.  Staff  remaining.  Realistically  priced.  Contact 
Business  & Professional  Associates  (713)  782-8888. 
TMH-1469. 

OB-GYN  PRACTICE  FOR  SALE:  Well  established;  near 
downtown  Baptist  Hospital.  Half  interest  in  fully  occu- 
pied medical  building  and  surrounding  lots.  San  Anto- 
nio, Texas.  Terms  available.  (210)  223-5517. 

Fully  equipped,  established,  busy  general  medicine  office 
available  in  Fort  Worth  due  to  retirement  of  present 
owner.  Ideal  for  bilingual  physician.  Negotiable  terms. 
Respond  c/o  Texas  Medicine,  Ad  Box  812,  401  W. 
15th  Street,  Austin,  TX.  78701. 


Property 

Waterfront  lot,  Lake  Travis,  1V2  acres,  deep  water,  gen- 
tle slope,  cleared,  level  building  site  above  750  feet, 
boathouse/dock  rights.  Point  Venture  benefits.  Owner 
financing;  10%  interest  with  20%  down.  Call  owner 
(512)  749-7142. 


Other 

^ Correctional  Healthcare  ^ 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P hysi- 
cian  student  repayment  program.  Inquiries:  TDJC. 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
yor  contact  Glynda  Baker,  (409)  291-4020.  , 


THE  BANANA  PEEL.  A business  management  newsletter 
containing  inside  information  drawn  from  physician's 
experiences.  Call  1-800-SLIPUPS,  or  write  The  Banana 
Peel,  2177  Barry  Drive,  Fort  Myers,  Florida  33907  for 
your  complimentary  copy. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

PO  Box  423  14 

Houston,  TX  77242-23 1 4 Bronstein 
FAX  713-784-9260  & Associates 


CONTINUING 
MEDICAL  EDUCATION 


CARIBBEAN  MEDICAL  MEETINGS 

Nov.  13-20,  1993  Peter  Island,  BVI 
Feb.  5-12,  1994  Bonaire,  Dutch  Caribbean 


24  Cat.  1 CME  Credits  - Scuba  Diving  Program 


OA  fedical  Q&em/nars,  C&nc. 

1-800-733-1660 


BUSINESS  AND 
FINANCIAL  SERVICES 


Ann  BU  LATO  RY  S U RG ICA  L 
Center  Consultants 


T earn  of  physician,  architect  and  medical  consultant 
will  help  you  develop  your  own  Medicare  approved 
Ambulatory  Surgical  or  Specialty  Facility. 

Contact  Connie  Burk  817-335-5421. 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser- 
vice Association,  Atlanta.  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 


$$  MONEY  FOR  DOCTORS  $$ 
•RESIDENTS* 

If  you  are  in  your  2nd  year  or  above,  you 
qualify  and  can  borrow  up  to  $35,000  now 
for  any  purpose.  Contact:  R.B.  Davis 
Medical,  Inc.  — Fax  (214)  394-4185  with 
your  area  code,  fax  number,  and  loan 
amount 

•ESTABLISHED  DOCTORS* 

To  obtain  your  loan  for  any  purpose,  call 
(214)  492-8095,  ext  1234#  (24  hrs.)  or  Fax 
your  request 


TAX  CREDITS:  Cuts  taxes  $7,750/yr  x 10  yrs.  $1,80 
Credits  for  $1.00  Invested.  IRS  Approved  (Sec  42). 
Roger  P.  Holland,  MD,  Ph/D  (903)  534-9652  (Recorded 
Message). 

Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an.  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  (or 
the  closest  business  day)  preceding  publication.  Send 
copy  to  Denise  Kotson,  Classified  Manager,  TEXAS 
MEDICINE,  401  West  15th,  Austin,  Texas  78701. 


DON’T  HAVE 
TO  STAND  UP 


COUNTED. 


Whether  it’s  voting, 
volunteering,  or  just  voicing  an 
opinion  to  be  heard,  everybody 
has  something  to  contribute 
To  learn  how  you  can  get  involved, 
contact  the  Easter  Seal  Society 
in  your  community. 

All  of  us  have  the  ability 
to  make  a difference. 


u* 
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Courses 


SEPTEMBER 

General  Medicine 

Sep  24, 1993 

Multiple  Sclerosis  Update  Series.  Houston. 
Contact  The  University  of  Texas  Medical 
School  at  Houston,  Office  of  CME,  1100 
Holcombe  Blvd,  HMB  15.1509,  Houston, 
TX  77030  (713)  792-5346 

Infectious  Diseases 

Sep  1 1-12,  1993 

Pulmonary  & Infectious  Diseases  Seminar. 
Sedona,  Ariz.  Contact  Mayo  Clinic  Scotts- 
dale, 13400  E Shea  Blvd,  Scottsdale,  AZ 
85259 (602) 391-7447 

Sep  23-24,  1993 

Advances  in  Ob-Gyn:  Midwifery.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Internal  Medicine 

Sep  7-12,  1993 

Intensive  Review  of  Internal  Medicine. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Obstetrics  and  Gynecology 

Sep  17-18,  1993 

Laparoscopic  Assisted  Vaginal  Hysterecto- 
my. Dallas.  Contact  Presbyterian  Health- 
care System,  Office  of  CME,  8160  Walnut 
Hill  Ln,  Dallas,  TX  75231  (214)  891-2323 

Sep  24-25,  1993 

Seminar  in  Ob-Gyn.  Lubbock.  Contact 
Office  of  CME,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Oncology 

Sep  27-Oct  1,  1993 

Medical  Oncology  Board  Review  Course. 
Houston.  Contact  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Conference 
Services,  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

Sep  10,  1993 

Cataract  1993.  Dallas.  Contact  Presbyteri- 


an Healthcare  System,  Office  of  CME, 
8160  Walnut  Hill  Ln,  Dallas,  TX  75231 
(214)  891-2323 

Pathology 

Sep  24-15,  1993 

Progress  in  Clinical  Pathology.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Pediatrics 

Sep  24-25,  1993 

Perinatal  Seminar.  Temple.  Contact  Scott 
& White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Psychiatry 

Sep  18,  1993 

Suicide.  St  Louis.  Contact  Washington  Uni- 
versity School  of  Medicine,  Campus  Box 
8063,  660  Euclid  Ave,  St  Louis,  MO 
63110-1093  (800)  325-9862 

Risk  Management 

Sep  11,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  Austin.  Con- 
tact TMA  Office  of  Risk  Management, 
401  W 15th  St,  Austin,  Tx  78701  (800) 
880-1300 

Sep  1 1-12,  1993 

Beyond  the  Basics:  Advanced  Case  Studies 
in  Medical  Risk  Management.  Harlingen. 
Contact  Medical  Risk  Management,  Inc, 
2500  City  West  Blvd,  Ste  300,  Houston, 
TX  77042  (713)  789-6518 

Sep  18-19,  1993 

Beyond  the  Basics:  Advanced  Case  Studies 
in  Medical  Risk  Management.  El  Paso. 
Contact  Medical  Risk  Management,  Inc, 
2500  City  West  Blvd,  Ste  300,  Houston, 
TX  77042  (713)  789-6518 

Sep  23,  1993 

TMA  1993  Risk  Management  Course: 
Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims.  El  Paso  and  S 
Padre  Island.  Contact  TMA  Office  of  Risk 
Management,  401  W 15th  St,  Austin,  Tx 
78701 (800)  880-1300 


Surgery 

Sep  10-12,  1993 

Frontiers  in  Endosurgery.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  63110-1093  (800)  325-9862 

OCTOBER 

Cardiology 

Oct  1-3,  1993 

Future  Directions  in  Interventional  Cardi- 
ology. Santa  Barbara,  Calif.  Contact  Amer- 
ican College  of  Cardiology,  Extramural 
Programs,  PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Oct  7-8,  1993 

Interventional  Cardiology:  Aspirations  for 
1993  and  Beyond.  Boston.  Contact  Ameri- 
can College  of  Cardiology,  Extramural 
Programs,  PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Oct  7-9,  1993 

Colloquium  on  Cardiovascular  Therapy. 
Santa  Fe,  NM.  Contact  American  College 
of  Cardiology,  Extramural  Programs,  PO 
Box  79231,  Baltimore,  MD  21279-0231 
(800) 257-4739 

Oct  21-23,  1993 

New  Techniques  & Concepts  in  Cardiolo- 
gy. Washington,  DC.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Computer  Applications 

Oct  9,  1993 

Cancer  Information:  PDQ!  (&  More). 
Austin.  Contact  Texas  Medical  Association 
Library,  401  W 15th  St,  Austin,  TX  78701 
(512)  370-1552  or  (800)  880-1300,  ext 
1552 

Oct  23,  1993 

GRATEFUL  MED:  Computer  Access  To 
Information.  Austin.  Contact  Texas  Medi- 
cal Association  Library,  401  W 15th  St, 
Austin,  TX  78701  (512)  370-1552  or 
(800) 880-1300,  ext  1552 

General  Medicine 

Oct  29-30,  1993 

Hematology  & Oncology  for  Primary  Care 
Physicians.  Scottsdale,  Ariz.  Contact  Mayo 
Clinic  Scottsdale,  13400  E Shea  Blvd, 
Scottsdale,  AZ  85259  (602)  391-7447 
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Geriatrics 

Oct  8-9,  1993 

Clinical  Approach  to  Common  Problems 
in  the  Mature  Adult.  San  Antonio.  Contact 
Scott  & White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Infectious  Diseases 

Oct  29,  1993 

Practical  Update  in  Infectious  Disease  I. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Internal  Medicine 

Oct  9-13,  1993 

Gastroenterology  Board  Review  Course. 
Arlington,  Va.  Contact  George  Washington 
University  Medical  Center,  2300  K St,  NW, 
Washington,  DC  20037  (202)  994-4285 

Medical  Ethics 

Oct  29-30,  1993 

Techniques  of  Patient-Oriented  Research. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Obstetrics  and  Gynecology 

Oct  8-9,  1993 

'Women’s  Health  Care.  College  Station. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Oct  19-23,  1993 

Contemporary  Issues  & Practices  in  Ob- 
Gyn.  Dallas.  Contact  The  University  of 
Texas  Southwestern  Medical  Center,  Office 
of  CME,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Oncology 

Oct  3-5,  1993 

Pharmacy  Symposium  on  Cancer  Chemo- 
therapy. Houston.  Contact  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2222 

Oct  9-10,  1993 

Annual  Cancer  Care  Update.  Dallas.  Con- 
tact Presbyterian  Healthcare  System,  Office 
of  CME,  8160  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214) 891-2323 

TEXAS  MEDICINE  VOLUME  89  NO.  8 


Oct  9-13,  1993 

Medical  Oncology  Board  Review  Course. 
Pentagon  City,  Va.  Contact  George  Wash- 
ington University  Medical  Center,  2300  K 
St,  NW,  Washington,  DC  20037  (202) 
994-4285 

Pediatrics 

Oct  22-23,  1993 

Annual  Pediatric  Postgraduate  Conference. 
Lubbock.  Contact  Office  of  CME,  Texas 
Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)  743-2929 

Radiology 

Oct  22-24,  1993 

Diagnostic  Radiology  Update.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Risk  Management 

Oct  1 1-12,  1993 

Beyond  the  Basics:  Advanced  Case  Studies 
in  Medical  Risk  Management.  Dallas/Ft 
Worth.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 

NOVEMBER 

Anesthesiology 

Nov  11-14,  1993 

Anesthesiology  and  the  Geriatric  Patient. 
St  Louis.  Contact  Washington  University 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  63 1 10-1093 
(800) 325-9862 

Computer  Applications 

Nov  6,  1993 

Basics  of  Searching  MEDLINE.  Austin. 
Contact  Texas  Medical  Association  Library, 
401  W 15th  St,  Austin,  TX  78701  (512) 
370-1552  or  (800)  880-1300,  ext  1552 

Gastroenterology 

Nov  19-20,  1993 

Gastroenterology  Update.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 


AUGUST  1993 


General  Medicine 

Nov  20,  1993 

Hypercholesterolemia.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  63 110-1093  (800)  325-9862 

Gynecology 

Nov  1 1-13,  1993 

Techniques  in  Gynecologic  Surgery.  Scotts- 
dale, Ariz.  Contact  Mayo  Clinic  Scotts- 
dale, 13400  E Shea  Blvd,  Scottsdale,  AZ 
85259  (602) 391-7447 

Infectious  Diseases 

Nov  5-6,  1993 

Update  in  Sexually  Transmitted  Diseases. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Nov  12,  1993 

Update  in  Infectious  Diseases  II.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Neurology 

Nov  5-6,  1993 

Movement  Disorders  for  the  Practitioner. 
Phoenix.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Nov  12,  1993 

Therapy  of  Movement  Disorders.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Oncology 

Nov  4-7,  1993 

Advances  in  the  Biology  & Therapy  of 
Colorectal  Cancer.  Houston.  Contact  The 
University  of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Otolaryngology 

Nov  4-6,  1993 

Otology,  Neurotology,  & Skull  Base 
Surgery.  San  Francisco.  Contact  University 
of  California  at  San  Francisco,  Extended 
Programs  in  Medical  Education,  Rm  LS- 
105,  San  Francisco,  CA  94143-0742  (415) 
476-4251 
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For  assistance  in  locating  CME  opportunities 
offered  elsewhere  or  for  self-paced  home 
study  materials,  contact  the  Texas  Medical 
Association  CME  Resource  Center  at  (800) 
880-1300,  ext  1552,  or  (512)  370-1552. 


Pediatrics 

Nov  5-6,  1993 

Pediatrics  Update  for  the  Practitioner.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Thoracic  Surgery 

Nov  17-19,  1993 

Contemporary  Cardiothoracic  Surgery.  St 
Louis.  Contact  Washington  University 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  631 10-1093 
(800) 325-9862 

Risk  Management  Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  through  its 
Risk  Management  Office.  For  further  in- 
formation, contact  the  TMA  Risk  Manage- 
ment Office,  401  W 15th  St,  Austin,  TX 
78701  (800)  880-1300. 

August-December  1993 

Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims 
Aug  26,  Fort  Worth  and  Lubbock 
Sep  11,  Austin 

Sep  23,  El  Paso  and  S Padre  Island 

Oct  7,  Beaumont  and  Galveston 

Oct  14,  Dallas 

Oct  28,  Temple 

Nov  4,  Houston 

Nov  18,  San  Antonio 

Dec  2,  College  Station 

Calendar  of  Meetings 


•Denotes  Texas  meeting 

October 

Oct  13-17,  1993,  Washington,  DC 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  ASIM,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808  (202)  835-2746,  ext  266 

Oct  28-30,  1993,  New  Orleans 
Southern  Medical  Association  Annual  Sci- 
entific Assembly 

Contact  SMA  Registration  Dept,  35 
Lakeshore  Dr,  Birmingham,  AL  35219- 
0088  (800)  423-4992 


November 

Nov  14-18,  1993,  Chicago 

American  Academy  of  Ophthalmology 

Annual  Meeting 

Contact  AAO,  655  Beach  St,  San  Francis- 
co, CA  94109-1 336  (415)  561-8500 

Nov  18-21,  1993,  Houston 
•American  Association  for  Cancer  Educa- 
tion 

Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 


Advertising  Directory 


Aberdeen  Medical  Insurance 

Services,  Inc.  80 
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Publication  of  an  advertisement  in  Texas 
Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  As- 
sociation of  the  product  or  service  involved. 


Malpractice  Insurance 


You  Need  to  Call  Us. 

If  you  are  presently  insured  with  the 
JUA  and  want  out—  or  if  you  are 
having  trouble  obtaining  reasonably 
priced  malpractice  insurance,  call  us. 


Aberdeen  Medical  Insurance  Services,  Inc. 


We  offer: 


I A.M.  Best  Rated  Companies 
I The  Objectivity  of  Being  Independent 
I Premium  Financing 


For  a no  obligation  consultation , contact 


Forrest  S.  Pullen 

Executive  Director 


(800)  622-9296 
(713)  622-9296  in  Houston 


Medical  Insurance  Services 


5251  Westheimer  • Suite  800 
Houston,  Texas  77056 


Who’s  afraid  of  the 

big  bad  CHANGE? 

Learn  to  care  for  yourself  today 
to  meet  the  challenges  of  health 
care  tomorrow. 

Being  Well: 

Adapting  to  Professional 
& Personal  Change 

October  28-31, 1993 
San  Antonio,  Texas 

Co-sponsors: 

Society  for  Professional  Well- 
Being  and  The  University  of 
Texas  Health  Science  Center 
at  San  Antonio. 

16.5  hrs.  CME  Credit  available. 

Begin  to  heal  thyself. 
Call  now.  1-800-473-5880 
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All 


the 
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Excitement  by  Autoflex  Leasina. 
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. Endorsement  bvJMA: ' 


Behind  the  wheel, 

this  car  makes  me  feel  like  I'm  flying. 
Excitement  on  the  highway, 
now  everything  is  moving  my  way. 
The  car  of  my  dreams  was  waiting  for  me 
at  Autoflex  Leasing! 


When  you  call  Autoflex  Leasing, 
you're  in  touch  with  the  exclusive 
"Flexlease",  a lease  designed  with 


convenience  in  mind. 

With  just  a phone  call  today, 
you  can  be  driving  your  new  car, 
truck  or  van  tomorrow  and  you  will  have 
no  down  payment,  no  deposit 
free  rent  cars,  and  much  more! 
Volume  leasing  means  the  best  price 
on  the  best  car 
delivered  right  to  your 
home  or  office. 


The  TMA  and  Autoflex  Leasing 
have  joined  forces  to  offer  you  the  best 
auto  lease  available. 

It  was  designed  for  convenience, 
it  was  endorsed  for  quality. 


For  more  information 
Contact  one  of  these  specialists: 
Louis  Murad  or 
John  Welch 


212  W.  Spring  Valley  Richardson,  Tx  75081 
214  00/1  -100/1 
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A new  group  insurance 
program  for  clinics  of 


TMA1T  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TM AIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Tenn  Disability,  and  Dental. 


15  or  more  physicians 
and  employees.  From 
the  only  life  and  health 
insurance  program 


Benefits 

1 . No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 


created  and  endorsed 
by  the  Texas  Medical 
Association. 


2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


5.  TMA  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 

PO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 
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Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for  24 
years  (1969—  1993) 


Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 
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“I  don’t  think 
the  average  TMA 
member  really  knew 
how  much  was  on 
the  line  in  this  session 
or  how  well  it  went.  ” 

— Fred  F. 
Castrow  II,  MD 


Cover  illustration  by  Darrel  Kolosta. 
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Intense  planning  and  a “soft  sell ” strategy 
produced  major  successes  for  Texas  physicians 
and  their  patients  in  the  most  important 
legislative  session  in  more  than  a decade. 

BY  KEN  ORTOLON 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/a  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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^ • All  leasing  companies  are  not  created  equal.  Apple  Medical  Leasing  is  the 
only  TMA  endorsed  auto  leasing  company  exclusively  serving  physicians.  Compare.  Not  only  do  you  get  the 
vehicle  of  your  choice,  domestic  or  import,  but  you'll  carry  our  exclusive  AutoLease™  Card  that  provides 
special  terms  and  services  beyond  comparison. 


# Lower  monthly  payments 

# No  downpayment  or  security  deposit 

# 24  hour  roadside  assistance 

# Free  local  rent  car  when  needed 


# Free  delivery 

# GAPP  insurance 

# Trade-in's  are  welcome 

# Cash-back  dividends 


APPLE 

Medical  Leasing 
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Call  us. 

You  deserve  it. 

1-800-827-7528 
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Ever  wonder  if  your  medical  liability  carrier  would 
be  there  for  you  if  you  should  need  them  in  the  years 
to  come? 

TMLT  has  been  there  for  Texas  physicians  and  their 
practices  since  1979.  From  tailor-made  risk  manage- 
ment programs  to  help  you  reduce  the  chance  of  a 
lawsuit  to  our  outstanding  claims  service  should  it  be 
needed.  TMLT  works  hard  to  make  practicing  medi- 
cine in  the  90's  a little  easier.  And,  of  course,  we 
never  settle  a claim  without  a policyholder’s  written 
consent  to  do  so. 

Master  Group  Policy 
Claims-made  c£  Occurrence 

Occurrence  Plus 

• 

Tailor-made 

Loss  Prevention  Programs 

• 

Discount  Opportunities 


Over  the  years,  TMLT  has  grown  steadily  in 
strength  and  numbers  through  sound  business  man- 
agement and  by  being  pro-active  with  ideas  designed 
for  the  Texas  physician.  TMLT  is  your  Trust  and  we 
never  forget  that  we  are  here  to  serve  you.  We  trust 
you  to  do  your  job  well.  Trust  us  to  do  ours. 

Questions?  Cali  us  at 
800-580-8658  or  512-454-6781 
extension  301 1 or  3026. 


mum 

Texas  Medical  Liability  Trust 

“The  only  health  care  liability  claim  trust 
created  & endorsed  by  Texas  Medical  Association  ” 

Endorsed  by  the  Texas  Academy  of  Family  Physicians 

P.O.  Box  14746  • Austin,  Texas  • 78761-4746 
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HMO  tactics  hurt  solo 
specialist’s  practice 

PCA  Health  Plans  and, 
to  varying  degrees,  other 
HMOs  have  saturated  televi- 
sion, newspapers,  and  radio  with 
their  advertisements.  As  a result, 
their  affiliated  doctors  are  experienc- 
ing an  influx  of  patients  that  they 
never  would  have  achieved  by  pa- 
tient-to-patient  and  doctor-to-doctor 
referral  lines  of  the  past. 

At  the  same  time,  certain  special- 
ty groups  have,  through  private  ne- 
gotiations, achieved  what  amounts 
to  exclusive  area  rights  for  their 
groups  and  fee  schedules  and  ex- 
cluded other  private  doctors  in  their 
fields  from  being  accepted  into  cer- 
tain HMOs. 

I have  been  especially  hurt  be- 
cause of  my  desire  to  remain  a solo 
specialist.  In  the  past  year  and  a 
half,  I have  had  a 60%  loss  in  in- 
come and  a concomitant  reduction 
in  procedures. 

PCA  has  yearly  refused  my  appli- 
cation. I have  now  been  given  a 
notification  by  Travelers  of  termina- 
tion within  3 months  without  reason 
(allowable  by  contract).  PCA  recent- 
ly has  contracted  to  care  for  Medi- 
caid patients,  which  excludes  me 
from  another  group  of  patients  that 
I have  been  treating.  This  situation 
has  come  about  through  big  busi- 
ness and  must  be  remedied  through 
the  medical  society.  The  only  other 
recourse  is  to  address  the  courts. 

Alfred  M.  Magill,  MD 

711  W 38  th  St,  Suite  B-5W 
Austin,  TX  78705 


TEXAS  MEDICINE  VOLUME  89  NO.  9 


Letters 


Lawsuit  abuse  continues  to 
plague  Valley  physicians 

I READ  WITH  INTEREST  THE  j 
recent  letter  by  Jose  Lozano,  MD,  j 
of  Beaumont  about  the  impact 
malpractice  litigation  has  had  on 
physicians  (Texas  Medicine , July 
1993,  pp  7-8).  I identify  very  much 
with  him  because  I also  practice  in 
an  area  plagued  by  liability  prob- 
lems. Here  in  the  Rio  Grande  Valley, 
our  own  statistics  show  that  67%  of 
the  physicians  have  already  been 
sued,  and  30%  of  them  have  been 
sued  more  than  four  times. 

The  Rio  Grande  Valley  probably 
has  the  highest  unemployment  rate 
in  the  state.  The  many  poor,  unedu- 
cated people  here  are  easy  targets  for 
the  abundant  personal  injury 
lawyers  that  pollute  our  area.  Out-  1 
of-town  firms  advertise  freely  in  the 
newspapers  and  Yellow  Pages  and 
on  television  and  billboards  with  ap- 
parently good  success. 

We  don’t  have  county  hospitals, 
so  we  take  care  of  everybody  in  the 
same  settings,  rich  or  poor.  Eighty- 
two  percent  of  our  physicians  take 
Medicaid  assignment,  and  75%  ac- 
cept Medicare.  We  are  doing  our 
share  to  help  people  with  financial 
problems.  We  are  not  subsidized, 
and  our  reimbursement  rates  are  be- 
low average.  It  is  estimated  that  the 
physicians  in  Hidalgo  and  Starr 
counties  alone  provide  about  $16 
million  of  free  care  each  year,  in  ad- 
dition to  accepting  discounted  rates 
from  Medicaid  and  Medicare. 

Recently,  a group  of  physicians 
from  Starr  County  made  public  their 
intentions  of  quitting  obstetrical 
practice.  It  also  is  very  difficult  to 
obtain  specialized  pediatric  care  lo- 
cally. Many  children  have  to  travel 
to  Corpus  Christi  or  San  Antonio 
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solely  for  liability  reasons. 

The  insurance  companies  that 
underwrite  our  policies  are  getting 
very  nervous,  and  some  policies  are 
not  being  renewed.  This  situation 
doesn’t  help  our  state  of  mind. 

The  73rd  Texas  Legislature  gave  us 
a lollipop  with  some  liability  reforms. 
This  is  a small  accomplishment  con- 
sidering the  magnitude  of  the  prob- 
lem, but  at  least  it  is  a beginning. 

It  has  been  recommended  to 
physicians  in  the  Valley  that  they  pre- 
cipitate a crisis  as  the  only  way  to  get 
the  attention  of  politicians.  Any 
strikes  or  emergency  room  closings 
will  only  hurt  our  patients  and  won’t 
accomplish  anything  other  than  to 
give  ammunition  to  our  enemies. 

No  reasonable  health-care  reform 
can  be  carried  out  without  consider- 
ing the  tremendous  financial  impact 
of  defensive  medicine,  which  is 
about  20%  in  the  Valley,  and  prod- 
uct liability.  Of  all  problems  facing 
the  medical  profession,  medical  lia- 
bility is  second  only  to  excessive 
governmental  rules  and  regulations 
in  the  opinion  of  Valley  physicians. 

The  Texas  Medical  Association 
has  the  obligation  to  continue  ef- 
forts with  the  next  legislature  to  ob- 
tain more  significant  changes  in  tort 
legislation.  We  all  have  the  obliga- 
tion to  open  the  eyes  of  our  local 
politicians  and  the  general  public  to 
see  that  if  the  situation  continues  as 
it  is,  there  may  not  be  anyone  to 
take  care  of  them  when  they  need  it. 

Carlos  de  Juana,  MD 

President-Elect,  Hidalgo-Starr 
County  Medical  Society 
1 10  E Savannah,  Bldg  C-101 
McAllen,  TX  78503 


Letters 


Review  of  occupational 
health  study  clarified 

WE  WOULD  LIKE  TO  CLARIFY 
a statement  made  in  your 
review  of  our  study,  “Occu- 
pational Injury  and  Illness  in  Texas” 
(Texas  Medicine,  June  1993,  pp 
21-22).  You  stated  that  Hispanics 
experience  more  injuries  and  illness- 
es than  other  racial  or  ethnic  groups 
in  Texas.  There  are  no  data  from 
our  report  or  anywhere  to  support 
this  statement. 

One  of  the  limitations  of  the 
fragmented  occupational  health 
surveillance  systems  in  Texas  and 
the  United  States  has  been  the  lack 
of  even  demographic  detail  about 
nonfatal  work-related  injuries  and 
illnesses.  Work-related  mortality 
data  do  not  support  an  overall  ex- 
cess among  Hispanic  workers. 

However,  we  did  note  several 
special  studies  conducted  by  the 
Texas  Department  of  Health  that  in- 
dicated a disproportionate  number 
of  Hispanic  workers  (eg,  excavation 
cave-ins  and  silicosis).  Clearly,  these 
workers  require  further  study. 

We  can  also  look  forward  to 
more  detailed  demographic  data 
about  occupational  injuries  and  ill- 
nesses collected  in  the  Redesigned 
Occupational  Safety  and  Health  Sur- 
vey currently  being  administered  by 
the  Texas  Workers’  Compensation 
Commission  in  conjunction  with  the 
Bureau  of  Labor  and  Statistics. 

Mark  Rothstein,  JD 

Director,  Health  Law  and  Policy  Institute 
University  of  Houston  Law  Center 

Sharon  Cooper,  PhD 

The  University  of  Texas 
School  of  Public  Health 


Crossword  disappearance 
puzzling 

AS  A SECOND-YEAR  MEDICAL 
student,  I have  enjoyed  read- 
ing Texas  Medicine.  I look  for- 
ward to  the  medical  crossword  puz- 
zle at  the  back  of  the  magazine  each 
month.  It  serves  as  an  indicator  of 
how  much  my  medical  knowledge  is 
expanding.  Having  noticed  its  ab- 
sence in  the  July  issue,  I am  hoping 
to  see  its  return. 

Julie  Pass 

300  Strand,  Apt  203 
Galveston,  TX  77550 

(Editor’s  note:  Texas  Medicine  suspended 
publication  of  the  medical  crossword  puzzle 
after  nine  issues  to  find  out  if  interest  is 
sufficient  to  warrant  its  continuation.  Read- 
ers, what’s  your  pleasure ? Shall  we  bring 
back  the  crossword  puzzle  or  not ? Write  or 
fax  Jean  Pietrobono,  managing  editor,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701; 
fax  [512j  370-1632.) 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  mail  or  fax  it  to  Texas 
Medicine,  TMA,  401  W 15th  St,  Austin,  TX 
78701;  fax  (512)  370-1362.  Please  type  letters 
you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you 
may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discre- 
tion of  the  managing  editor  and  editorial  advi- 
sors, and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the 
authors  and  do  not  necessarily  reflect  the  poli- 
cies of  the  Texas  Medical  Association. 


A System 
You  Can  Trust. 

Worry-free  psychiatric  and  substance 
abuse  treatment  for  over  75  years. 

You  want  to  refer  a patient  for  help,  but  in 
today’s  turbulent  mental  health  care  envi- 
ronment, you  have  to  make  a cautious 
decision.  That  decision  should  be 
Timberlawn,  where  for  over  75  years 
Dallas  physicians  have  trusted  the  excel- 
lent treatment  and  rehabilitation. 

• Inpatient  Psychiatric  Services 

Short-term  crisis  stabilization  and 
management 

Longer-term  treatment  and 
rehabilitation 

A specialized  program  for  impaired 
professionals 

State-of-the-art  child  and  adolescent 
programs 

• Substance  Abuse  Services 

Residential  treatment  programs  for 
adults  and  adolescents 

Inpatient  medical  detox 

Step-down  residential  and  partial 
programs 

Evening  substance  abuse  programs 

• Outpatient  and  Alternative  Care 
Services 

Medical  evaluation,  medication 
management, 

individual,  group  and  family 
therapies 

Day  hospitals,  group  home  living, 
apartment  living  programs 

After  care  and  home  health  care 
programs 

Call  us  any  time  you  and  your  patient 
need  affordable  help.  Physicians  and 
nurses  are  available  24  hours.  Accepting 
most  insurance,  we  also  welcome  patients 
with  Medicare  and  Texas  Medicaid  (21 
and  under)  coverage.  Five  convenient 
outpatient  clinic  locations. 

Call  (214)  381-7181  or 
metro  263-7737  for  information. 


ffjjfay  TIMBERLAWN 

1 Jiffc-*-1  MENTAL  HEALTH  system 

Dedicated  to  patient  care,  education  and  research  since  1917. 

4600  Samuell  Blvd. 

P.O.  Box  151489  Dallas,  Texas  75228 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic* 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fetal/Neonatnl  Morbidity 
and  Mortality. 


TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTHI AZIDE) 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapnl  Maleate-I  Iv  drochlorotniaziae  i should  be  discontinued  soon 
.is  possible  See  WARNINGS,  Fetal/Neonalal  Morbidity  and  Mortality. 

CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  any  component  of  this  product  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  enzyme  inhibitor.  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuria  or  hypersensitivity  to  other  sulfonamide-derived  drugs. 
WARNINGS:  General;  Enalapril  Maleate;  Hypotension:  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possi- 
ble consequence  of  enalapnl  use  in  severely  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapnl  alone,  the  incidence  of  syn- 
cope is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  by 
proper  titration  of  the  individual  components.  (See  PRECAUTIONS, 
Drug  Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarely 
with  acute  renal  failure  and/or  death  Because  of  the  potential  fall  in 
blood  pressure  in  these  patients,  therapy  should  be  started  under  very 
close  medical  supervision.  Such  patients  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and  / or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascu- 
lar accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  posi- 
tion and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  witn  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapnl.  In  such  cases  VASERETIC 
should  be  promptly  discontinued  and  appropriate  therapy  and  monitoring 
should  be  provided  until  complete  ana  sustained  resolution  of  signs  ana 
symptoms  nas  occurred.  In  instances  where  swelling  has  been  confined  to 
the  face  and  lips  the  condition  has  generally  resolved  without  treatment, 
although  antihistamines  have  been  useful  in  relieving  symptoms. 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  is 
involvement  of  the  tongue,  glottis  or  larynx,  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  necessary  to  ensure  a patent  air- 
way, should  be  promptly  provided.  (See  ADVERSE  REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apv  may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS). 

Neutropenia/ Agranulocytosis  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequent- 
ly in  patients  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be 
excluded.  Periodic  monitoring  of  white  blood  cell  counts  in  patients  with 
collagen  vascular  disease  and  renal  disease  should  be  considered. 
Hydrochlorothiazide . Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  or  progressive  liver  disease,  since  minor  alterations  of 
fluid  and  electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapnl  Maleate  and  Hydrochlorothiazide). 
Pregnancy;  Enalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum 
human  dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  '/2  times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapril  (50  times  the  maximum  human  dose)  in  combi- 
nation with  10  mg/kg/day  of  hydrochlorothiazide  (2  >/:  times  the  maxi- 
mum human  dose).  At  these  doses,  fetotoxicity  expressed  as  a decrease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  occurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injur)'  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detectea,  VASERETIC  should  be  discontinued  as  soon  as 
possible.  (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality, 
below.) 

Enalapnl  Maleate;  Fetal/Neonatal  Morbidity  and  Mortality . ACE  inhibitors 
can  cause  fetal  and  neonatal  morbidity  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  reported  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
tinued as  soon  as  possible 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of 
pregnancy  has  been  associated  with  fetal  and  neonatal  injury,  including 
hypotension,  neonatal  skull  hypoplasia,  anuria,  reversible  or  irreversible 
renal  failure,  and  death.  Oligohydramnios  has  also  been  reported,  pre- 
sumably resulting  from  decreased  fetal  renal  function;  oligohydramnios 
in  this  setting  has  been  associated  with  fetal  limb  contractures,  craniofa- 
cial deformation,  and  hypoplastic  lung  development.  Prematurity, 
intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 
been  reported,  although  it  is  not  clear  whether  these  occurrences  were 


due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
tinue the  use  of  VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  will  be  found  In  these  rare  cases,  the 
mothers  should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniotic  environment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy.  Patients  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  mav  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapril,  which  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  by  peritoneal  dialysis  with  some  clinical  benefit,  and 
theoretically  may  be  removed  by  exchange  transfusion,  although  there  is 
no  experience  with  the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits  On  a mg/ke  basis,  the  doses  used  were  up  to  333  times  (in 
rats),  and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects : Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter 
study  in  rats  at  doses  of  4 - 5.  6 mg/kg/dav  (approximately  1 - 2 times  the 
usual  daily  human  dose)  did  not  impair  fertility  or  produce  birth  abnor- 
malities in  the  offspring.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood. 

Nonteratogenic  Effects  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult 

PRECAUTIONS:  General,  Enalapril  Maleate;  Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. 
In  patients  with  severe  congestive  heart  failure  whose  renal  function  may 
depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treat- 
ment with  angiotensin  converting  enzyme  inhibitors,  including  enalapril, 
mav  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
with  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine were  observed  in  20  percent  of  patients.  These  increases  were  almost 
always  reversible  upon  discontinuation  of  enalapril  and/or  diuretic  ther- 
apy. In  such  patients  renal  function  should  be  monitored  during  the  first 
few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapril  has  been  given  concomitantly  with  a diuretic.  This  is  more  likely 
to  occur  in  patients  with  pre-existing  renal  impairment.  Dosage  reduction 
of  enalapril  and/or  discontinuation  of  the  diuretic  may  be  required 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated 
concomitantly  with  an  ACE  inhibitor.  In  these  patients  consideration 
should  be  eiven  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  of  antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clini- 
cal trials  treated  with  enalapril  alone.  In  most  cases  these  were  isolated 
values  which  resolved  despite  continued  therapy,  although  hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive 
patients.  Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
patients  treated  with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diuretics,  potassi- 
um supplements  and/or  potassium-containine  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  enalapnl.  (See  Dnig  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves 
after  discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differential  diagnosis  of  cough. 

Surgery /Anesthesia:  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals All  patients  receiving  thiazide  therapy  should  be  observed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Warning  signs  or  symptoms  of  fluid  and  elec- 
trolyte imbalance,  irrespective  of  cause,  include  dryness  of  mouth,  thirst, 

* Registered  trademark  of  Hospal  Ltd. 


weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia, 
and  gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensitize  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e.g., 
increased  ventricular  irritability).  Because  enalapril  reduces  tne  produc- 
tion of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diuretic-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
reauire  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather,  appropriate  therapy  is  water  restriction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hvponatremia  is  life-threat- 
ening. In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of 
choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  required.  Hyperglycemia  may  occur  with  thi- 
azide diuretics.  Thus  latent  diabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diuretic  therapy. 

Thiazides  have  been  shown  to  increase  the  unnary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism.  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with 
thiazide  diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  especially  following  the  first  dose  of  enalapril.  Patients 
should  be  so  advised  and  told  to  report  immediately  any  signs  or  symp- 
toms suggesting  angioedema  (swelling  of  face,  extremities,  eyes,  lips, 
tongue,  difficulty  in  swallowine  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness 
especially  during  the  first  few  days  of  therapy.  If  actual  syncope  occurs, 
the  patients  should  be  told  to  discontinue  the  drug  until  they  nave  con- 
sulted with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehy- 
dration may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduc- 
tion in  fluid  volume.  Other  causes  of  volume  aepletion  such  as  vomiting 
or  diarrhea  may  also  lead  to  a fall  in  blood  pressure;  patients  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  contain- 
ing potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication 
of  infection  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about 
the  consequences  of  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  trimester.  These  patients  should  be  asked  to 
report  pregnancies  to  their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hypotension— Patients  on  Diuretic 
Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  ther- 
apy was  recently  instituted,  may  occasionally  experience  an  excessive 
reduction  of  blood  pressure  after  initiation  of  tnerapy  with  enalapril.  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  discontinuing  the  diuretic  or  increasing  tne  salt  intake  prior  to  initi- 
ation of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic, 
provide  medical  supervision  for  at  least  two  hours  and  until  blood  pres- 
sure has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  tnat  cause  renin  release  (e.g., 
diuretics). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blocking agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolac- 
tone, triamterene,  or  amiloride),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
potassium.  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
because  of  demonstrated  hypokalemia  they  should  be  used  with  caution 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  nas  been  reported  in  patients  receiving  lithi- 
um concomitantly  with  drugs  which  cause  elimination  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in 
patients  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  discontinuation  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium 

Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics — potentiation  of  orthostatic  hypoten- 
sion may  occur 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the 
antidiabetic  drug  may  be  required. 

Other  antihypertensive  drugs— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins— Cholestyramine  and  colestipol 
resins  bind  the  hydrochlorothiazide  and  reduce  its  absorption  from  the 
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gastrointestinal  tract  bv  up  to  85  and  43  percent,  respectively. 
Thiazides  may  be  administered  two  to  four  hours  before  the 
resin  when  the  two  drugs  are  used  concomitantly. 

Corticosteroids,  ACTH  intensified  electrolyte  depletion, 
particularly  hypokalemia. 

Pressor  amines  (e.g.,  norepinephrine)— possible  decreased 
response  to  pressor  amines  but  not  sufficient  to  preclude  their 
use. 

Skeletal  muscle  relaxants , nondepolarizing  (e.g.,  tubocurarine)— 
possible  increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics. 
Diuretic  agents  reduce  the  renal  clearance  of  lithium  and  add  a 
high  risk  of  lithium  toxicity.  Refer  to  the  package  insert  for 
lithium  preparations  before  use  of  such  preparations  with 
VASERETIC. 

Non-steroidal  Anti-inflammatory  Drugs— In  some  patients,  the 
administration  of  a non-steroidal  anti-inflammatory  agent  can 
reduce  the  diuretic,  natriuretic,  and  antihypertensive  effects  of 
loop,  potassium-sparing  and  thiazide  diuretics.  Therefore, 
when  VASERETIC  anci  non-steroidal  anti-inflammatory 
agents  are  used  concomitantly,  the  patient  should  be  observed 
closely  to  determine  if  the  desired  effect  of  the  diuretic  is 
obtained. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in 
combination  with  hydrochlorothiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Enalapril-hydrochlorothiazide  did  not  produce 
DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution  assay 
in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo 
mouse  bone  marrow  assay. 

Enalapril  Maleate:  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapril  was  administered  for  106  weeks  to  rats 
at  doses  up  to  90  mg/kg/day  (150  times’'  the  maximum  daily 
human  dose).  Enalapril  has  also  been  administered  for  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg/day,  respectively,  (150  and  300  times*  the  maximum 
daily  dose  for  humans)  and  showed  no  evidence  of  carcino- 
genicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapril  was  also  negative  in  the  follow- 
ing genotoxicity  studies:  rec-assay,  reverse  mutation  assay 
with  E.  coli,  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  micronucleus  test  with  mice,  as  well  as  in 
an  in  vivo  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/day  of 
enalapril. 

Hydrochlorothiazide:  Two-year  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hydrochlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/dav)  or  in  male  and  female 
rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  however,  found  equivocal  evidence  for  hepatocarcino- 
genicitv  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames 
mutagenicity  assay  of  Salmonella  typhimurium  strains  TA  98, 
TA  100,  TA'l535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  Ovary  (CHO)  test  for  chromosomal  aberrations,  or  in 
vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophila  sex-linked  recessive  lethal  trait  gene.  Positive  test 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicity)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrochlorothiazide  from  43  to  1300  gg/mL,  and  in  the 
Aspergillus  nidulans  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/ kg,  respectively,  prior  to  conception  and  throughout  ges- 
tation. 

Pregnancy;  Pregnancy  Categories  C (first  trimester)  and  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnancy, 
Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality. 

Nursing  Mothers:  Enalapril  and  enalaprilat  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  serious  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enalapril  or  hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occurring  in  greater  than  two  percent  of  patients  treated 
with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included:  Body  As  A Whole: 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular: 
Orthostatic  hypotension,  palpitation,  tachycardia;  Digestive : 
Vomiting,  dyspepsia,  constipation,  flatulence,  dry  mouth; 
Nervous/Psychiatric:  Insomnia,  nervousness,  paresthesia,  som- 


*  Based  on  patient  weight  of  50  kg. 


nolence,  vertigo;  Skin:  Pruritus,  rash;  Other:  Dyspnea,  gout, 
back  pain,  arthralgia,  diaphoresis,  decreased  lioiao,  tinnitus, 
urinary  tract  infection. 

Angioedema:  Angioedema  has  been  reported  in  patients 
receiving  VASERETIC  (0.6  percent).  Angioedema  associated 
with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  occurs,  treat- 
ment with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0.9  percent), 
ortnostatic  hypotension  (1.5  percent),  other  orthostatic  effects 
(2.3  percent).  In  addition  syncope  occurred  in  1.3  percent  of 
patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinical  Laboratory  Test  Findings:  Serum  Electrolytes:  See  PRE- 
CAUTIONS. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuation  of  therapy,  were  observed  in 
about  0.6  percent  of  patients  with  essential  hypertension  treat- 
ed with  VASERETIC.  More  marked  increases  have  been 
reported  in  other  enalapril  experience.  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  artery  stenosis.  (See  PRE- 
CAUTIONS.) 

Serum  Uric  Acid,  Glucose,  Magnesium,  and  Calcium:  See  PRE- 
CAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hematocrit  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia. 

Liver  Function  Tests:  Rarely,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  have  occurred 
Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  severity. 

Enalapril  Maleate — Enalapril  has  been  evaluated  for  safety  in 
more  than  10,000  patients.  In  clinical  trials  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC.  However,  since  enalapril  has  been  marketed,  the 
following  adverse  reactions  have  been  reported:  Body  As  A 
Whole:  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients );  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARN- 
INGS, Hypotension);  pulmonary  embolism  and  infarction;  pul- 
monary edema;  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atrial  fibrillation;  hypotension;  angina 
pectoris;  Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis 
(hepatocellular  (proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth; 
Hematologic:  Rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression,  a few  cases  of  hemolysis  in  patients 
with  G-6-PD  deficiency  have  been  reported  in  which  a causal 
relationship  to  enalapril  cannot  be  excluded;  Nervous 
System/Psychiatric:  Depression,  confusion,  ataxia,  peripheral 
neuropathy  (e.g.,  paresthesia,  dysesthesia);  Urogenital:  Renal 
failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank 
pain,  gynecomastia;  Respiratory:  Pulmonary  infiltrates,  bron- 
chospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection;  Skin: 
Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens- 
Johnson  syndrome,  herpes  zoster,  erythema  multiforme, 
urticaria,  alopecia,  flushing,  photosensitivity;  Special  Senses: 
Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry 
eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  erytnrocyte 
sedimentation  rate,  arthralgia/arthritis,  myalgia,  fever,  sero- 
sitis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity, 
rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality. 

Hydrochlorothiazide — Body  ns  a Whole:  Weakness;  Digestive: 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic: 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hypersensitivity:  Purpura,  photosensi- 
tivity, urticaria,  necrotizing  angiitis  (vasculitis  and  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal: 
Muscle  spasm;  Nervous  System/Psychiatric:  Restlessness;  Renal: 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS);  Skin:  Erythema  multiforme  including  Stevens- 
Johnson  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Pharma 
Representative  or  see  Prescribing  Information. 
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James  L.  May 
of  May  & Associates 

• 

Saturday,  Sept.  1 1, 
1:30  pm  - 4:00  pm 
Stouffer  Austin  Hotel 


Your  Medicare  and/or 
•p*f  Medicaid  visits  account  for 
more  than  30%  of  your  total  visits 
• You  are  currently  receiving  less 
than  $30  per  visit  for  these  Medi- 
care or  Medicaid  visits  • Your 
practice  is  in  a rural  area  (205  out 
of  Texas’  254  counties  are  consid- 
ered rural)  • The  area  where  your 
office  is  has  a federal  designation 
as  1)  a medically  underserved  area 
(MUA)  and/or  2)  a health  profes- 
sional shortage  area  (HPSA). 


then 


Attend  this  semi- 
nar to  learn  what  a Certified  Rural 
Health  Clinic  is  and  how  it  would 
improve  your  practice. 

If  your  practice  became  a 
certified  Rural  Health  Clinic, 
Medicare  and/or  Medicaid  |_| 
would  reimburse  you  at 
cost  for  providing  those 
services  up  to  a cap  of 
$53.17  per  visit  and  you  would 
hire  a mid-level  practitioner  (either 
a nurse  practitioner  or  a physician 
assistant)  to  improve  your  prac- 
tice’s capacity  to  provide  addition- 
al patient  care. 

0>  $55.00  for  the  first  person 
U%  and  $45.00  for  each  addi- 
. " ■ tional  person  from  the  same 
M office.  There  will  be  ONSITE 
REGISTRATION  limited  to  space 
available.  To  register  in  advance 
by  VISA  or  MasterCard  call  (800) 
880-1300,  ext.  1421. 
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You  Practice 


We’ll  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best  . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


jp 51  TH 
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Kelsey-Seybold  Clinic,  P.A. 

Al  Czerwinski,  M.D.  - Medical  Director 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 


TEXAS  MEDICAL  ASSOCIATION 


Prepare  yourself  for 
health-system  reform 
at  TMA  conference 

Tackling  the  fear  of 
the  unknown  head-on,  Texas 
Medical  Association’s  Fall 
Leadership  Conference  will  explore 
every  nook  and  cranny  of  health- 
system  reform.  The  conference  is 
free  to  all  TMA  members  and 
guests.  Registration  for  nonmember 
physicians  is  $100. 

Speakers  and  panelists  at  the  con- 
ference, to  be  held  at  the  Stouffer 
Austin  Hotel  September  11,  have 
been  chosen  for  their  special  knowl- 
edge about  health-system  reform.  The 
keynote  address  will  be  given  by 
Joseph  T.  Painter,  MD,  Houston, 
president  of  the  American  Medical 
Association.  He  is  expected  to  discuss 
the  AMA’s  role  in  representing  the  in- 
terests of  physicians,  patients,  and 
quality  medical  care  before  the  Clin- 
ton administration  and  Congress. 

Other  speakers  include  Rep 
Charles  W.  Stenholm  (D-Tex)  from 
the  17th  Congressional  District  of 
Texas.  Representative  Stenholm,  a 
member  of  the  House  Budget  Com- 
mittee, has  been  invited  to  talk 
about  Congress’s  likely  reaction  to 
President  Clinton’s  plan  for  health- 
system  reform. 

M.  Roy  Schwarz,  MD,  Chicago, 
AMA  senior  vice  president  of  medi- 
cal education  and  science,  will  ad- 
dress how  reform  will  impact  medi- 
cal science  and  education,  including 
continuing  medical  education. 

Providing  an  overview  of  the 
public’s  perceptions  and  expecta- 
tions of  health-system  reform  will  be 
Edward  A.  Goeas  III,  of  Alexandria, 
Va,  president  and  chief  executive 
officer  of  The  Tarrance  Group,  a 
well-known  Republican  survey  re- 


U p front 


Joseph  T.  Painter,  MD 


search  and  strate- 
gy organization. 

The  Texas  per- 
spective on  health- 
system  reform  will 
be  covered  in  a 
panel  moderated 
by  former  TMA 
President  William 
G . G a m e 1 , M D , 

Austin.  Dr  Gamel 
chairs  TMA’s  Spe- 
cial Committee  on 
Health  System  Re- 
form. Panelists 
will  include  two 
other  members 
and  a consultant 
of  the  committee: 

Hector  L.  Franco, 

MD,  El  Paso;  Paul 
B.  Handel,  MD, 

Houston;  and 
Mike  McKinney, 

MD,  Houston, 
consultant  to  the 
committee  and  a 
former  member  of 
the  Texas  Legisla- 
ture. Dr  McKin- 
ney also  is  a member  of  the  Physi- 
cian Payment  Review  Commission. 

A preconference  “Dawn  Duster” 
session  on  evaluating  managed  care 
contracts  will  be  presented  by  Andre 
Hampton,  JD,  an  Austin  attorney 
who  works  with  TMA’s  contract 
evaluation  service.  The  Dawn  Duster 
is  set  for  7:45  to  9:15  am,  and  it  will 
be  followed  by  the  general  session 
from  9:30  am  to  12:30  pm  and  a 
luncheon  hosted  by  the  Texas  Medi- 
cal Liability  Trust  (TMLT). 

Other  optional  conference  events 
include  a risk  management  work- 
shop from  2 to  5 pm  on  Saturday,  ti- 
tled “Your  Burden  of  Proof:  Avoid- 
ing Expensive  Failure  to  Diagnose 
Claims.”  Cost  for  the  special  semi- 


M. Roy  Schwarz , MD 


Rep  Charles  W.  Stenholm 


Edward  A.  Goeas  III 

nar  is  $75  for  TMA  members,  $150 
for  nonmembers.  Participants  may 
supplement  the  seminar  with  a 12- 
hour  independent  study  program  de- 
signed to  qualify  them  for  discount- 
ed rates  on  liability  insurance.  Cost 
for  the  complete  15-hour  program  is 
$185  for  TMA  members,  $135  for 
TMLT-insured  physicians,  and  $285 
for  nonmembers.  To  register  for  the 
risk  management  seminar,  call  Kath- 
leen Threadgill,  TMA  practice  man- 
agement services,  at  (800)  880-1300 
or  (512)  370-1411. 

Also  scheduled  for  Saturday  af- 
ternoon is  an  optional  workshop 
on  “Establishing  a Rural  Health 
Clinic.”  The  workshop,  from  1:30 
to  4 pm,  costs  $55  for  TMA  mem- 
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Impaired  physician  hotline  now  toll-free: 
(800)  880-1640 


CALLS  TO  THE  24-HOUR  H OTLINE  of  the  TM  A Committee  on  Physi- 
cian Health  and  Rehabilitation  now  are  free.  The  new  number  is  (800) 
880-1640,  although  callers  also  may  continue  to  use  (512)  370-1640. 

The  hotline,  which  may  be  used  by  anyone,  is  answered  by  a recording 
and  is  the  key  to  a completely  confidential  program  that  acts  as  an  advocate 
for  impaired  physicians,  rather  than  as  a punitive  agent. 

Committee  members  point  out  that  referring  an  impaired  colleague  can 
help  not  only  save  a career,  but  also  a life.  While  most  callers  use  the  hotline 
to  report  problems  with  addicted  physicians,  the  committee  also  can  help 
physicians  with  impairments  caused  by  psychiatric  problems,  cognitive  disor- 
ders, aging,  AIDS,  or  compulsive  behaviors  such  as  gambling. 

Physicians  and  other  health  professionals  who  wish  to  learn  more  about 
helping  their  impaired  colleagues  are  invited  to  attend  the  Second  Annual 
Texas  Health  Professionals’  Peer  Assistance  Conference  to  be  held  in  Austin 
on  Friday,  October  22,  from  8 am  to  5 pm.  For  additional  information,  con- 
tact Linda  Kuhn  at  (800)  880-1300  or  (512)  370-1342. 


bers  and  $100  for  nonmembers.  For 
registration  information,  call  Angero 
Holt,  practice  management  services, 
at  (800)  880-1300,  ext  1421. 

Prior  to  the  conference  is  a 1-day 
meeting  on  Friday,  September  10, 
for  county  medical  society  officers 
and  executives  on  developing  physi- 
cian networks.  The  session,  spon- 
sored by  the  TMA  Special  Commit- 
tee on  Health  System  Reform,  will 
provide  an  overview  on  how  physi- 
cians can  organize  locally  to  bid  for 
managed  care  contracts.  For  further 
information  on  this  session,  see  arti- 
cle on  p 48. 


Texas  Medical  Association 

Leadership 

Conference 

Health-System  Reform: 
Assessing  the  Impact 


Fall  1993 


Stouffer  Austin  Hotel 


TMA’s  1994  Planning  Meeting  for 
association  leaders  will  directly  fol- 
low the  Saturday  conference.  The  as- 
sociation’s boards,  councils,  and  com- 
mittees will  meet  during  the  weekend 
to  develop  plans  for  next  year. 

Preregistration  for  the  general 
session  of  the  leadership  conference 
is  suggested  but  not  required.  To  re- 
ceive registration  information,  call 
the  TMA  special  services  office  at 
(800)  880-1300  or  (512)  370-1346. 


TMA  Alliance  prepares 
for  immunization  project 
at  fall  conference 

WITH  A MAJOR  ROLE  IN 
implementing  a statewide 
childhood  immunization  ef- 
fort, TMA  Alliance  (TMAA)  mem- 
bers will  receive  coalition-building 
training  during  their  fall  conference, 
September  9-11  at  the  Four  Seasons 
Hotel  on  Town  Lake  in  Austin.  A re- 
designed conference  format  features 
training  on  many  subjects  useful  to 
members,  whether  in  work  with  the 
alliance  or  in  other  organizations. 
Keynote  speakers  include: 

• David  Smith,  MD,  commissioner, 
Texas  Department  of  Health, 
who  will  speak  on  adolescent 
health  and  efforts  to  immunize 
all  Texas  children. 

• Robert  Pennington,  PhD,  whose 
topic  is  “Married  to  Medicine 
and  Loving  It.” 

• Kim  Ross,  director,  TMA  public 
affairs,  with  highlights  of  the  ’93 
legislative  session,  predictions  of 
’94  election  activities,  and  the  cur- 
rent status  of  health-care  reform. 

• Sharon  Obregon  of  The  Family 
Place  in  Dallas,  whose  topic  will 
be  family  violence,  in  a program 
featuring  others  knowledgeable 
in  the  field. 


In  addition  to  the  special  training 
for  TMAA  leaders  in  coalition- 
building in  connection  with  the 
statewide  immunization  project, 
county  chapter  presidents-elect  will 
participate  in  a session  in  prepara- 
tion for  their  responsibilities  in 
1994-1995. 

Other  educational  workshops 
will  feature  investment  planning  and 
asset  protection;  public  speaking/ 
presiding;  positive  image  develop- 
ment for  medicine;  parliamentary 
procedure;  fundraising;  and  success- 
ful special  interest  groups. 

All  TMAA  members  are  urged  to 
attend  the  conference.  For  more  in- 
formation, call  the  alliance  at  (800) 
880-1300,  ext  1328,  1329,  or  1331. 


TMA  seeks  scientific 
exhibits  for  annual  session 

PHYSICIANS,  RESIDENTS, 
interns,  medical  students,  and 
allied  health  personnel  are  in- 
vited to  show  scientific  exhibits  at 
the  TMA  Annual  Session  in  Austin, 
May  12-15,  1994.  Displays  need 
not  be  elaborate;  poster  exhibits 
are  welcome. 

For  more  information,  contact 
Dale  R.  Werner,  exhibits  manager,  at 
(800)  880-1300,  ext  1455. 
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TMA  enters  radio  world  with  Healthline  Texas 

The  voice  oe  Texas  physicians  got  a lot  stronger  last  month 
when  TMA’s  newest  media  effort.  Healthline  Texas,  began  offering 
programming  to  Texas  radio  stations. 

The  weekly  health  and 
medical  news  reports  are 
packaged  in  TMA’s  own 
audio  recording  studio 
and  available  to  radio  sta- 
tions on  a toll-free  tele- 
phone line. 

Each  week,  Healthline 
Texas  offers  30-  and  60-second  health  news  reports  and  30-second  health 
tips.  The  health  tips  also  are  available  in  Spanish.  The  news  feed  is  updated 
three  times  a week,  or  more  often  for  breaking  news.  The  stories  are  written 
and  delivered  by  veteran  broadcast  journalists. 

In  keeping  with  TMA’s  mission  to  improve  the  health  of  all  Texans,  the 
programming  offers  accurate  health  and  medical  information  that  stations 
can  use  to  inform  their  listeners.  Stories  deal  with  timely  health  topics  like 
TV  violence,  the  hantavirus  outbreak,  genetic  screening,  AIDS,  and  health- 
system  reform,  all  from  a Texas  angle. 

Healthline  Texas  is  well  positioned  to  become  a primary  source  of  timely 
health  and  medical  news  for  Texas  radio  stations.  TMA  staff  reporters  will 
use  information  from  medical  schools,  research  centers,  government  agen- 
cies, and  interviews  with  TMA  members  and  other  medical  experts.  Reports 
also  will  highlight  association  activities  and  initiatives  that  improve  the 
health  of  all  Texans. 


Women  in  medicine  not 
just  a newfangled  idea 

IF  THE  FEMALE  PHYSICIAN 
seems  like  a modern  day  medical 
invention,  it’s  only  because  a 
piece  of  history  has  been  forgotten. 

In  the  late  19th  century,  about 
5%  of  physicians  were  female,  ac- 
cording to  statistics  released  in 
1991  by  the  American  Medical  As- 
sociation. That  number  may  seem 
small,  but  it’s  surprising  in  light  of 
the  widespread  perception  that 
medicine  was  completely  male- 
dominated  at  the  turn  of  the  centu- 
ry. During  the  latter  half  of  the 
1800s,  at  least  17  women’s  medical 
schools  existed  in  the  United  States, 
and  women  also  ran  their  own  hos- 
pitals and  medical  societies. 

These  successes  led  women  to 
take  the  next  step,  integration  in  ed- 
ucation, but  that  may  have  spelled 
the  end  of  that  era’s  women-in- 
medicine  movement.  By  1910,  all 
but  three  women’s  medical  schools 
had  been  closed,  converted  to  co- 


educational institutions,  or  absorbed 
by  men’s  medical  schools. 

Boston  University’s  medical 
school  began  as  a women’s  medical 
school,  as  did  the  Medical  College  of 
Pennsylvania.  Cornell  University 
Medical  School  absorbed  the  Wom- 
an’s Medical  College  of  New  York  in 
1899,  and  70  of  the  students  from 
the  women’s  medical  school  entered 
Cornell  in  1900. 

By  1903,  the  number  of  women 
medical  students  entering  Cornell 
had  been  reduced  to  10.  Medical 
schools  had  begun  to  set  quotas  for 
the  number  of  female  medical  stu- 
dents they  would  allow  — usually 
four  women  per  year. 

“Women  were  kept  out  in  too 
many  ways,  too  many  times,”  said 
Leah  Dickstein,  MD,  president  of 
the  American  Medical  Women’s 
Association. 

Now  medicine  is  experiencing  a 
renaissance  of  women  in  medicine. 
In  1991,  16.9%  of  physicians  were 
women,  according  to  AMA  statis- 
tics, and  38.8%  of  first-year  medical 
students  were  women.  And  some 


women  doctors  say  their  gender 
hasn’t  been  a disadvantage  at  all. 

“I  know  gender  inequity  exists,” 
said  Debra  Osterman,  MD,  a Hous- 
ton psychiatrist.  “But  I really  feel  that 
I’ve  been  very  fortunate.  In  fact,  in 
organized  medicine  I’ve  found  the  old 
boys’  network  to  he  very  supportive 
and  very  accepting  of  women.  I feel 
like  I’m  treated  like  everybody  else.” 

(Editor’s  note:  September  is  Women  in 
Medicine  month.) 

Women’s  health  is 
focus  of  continuing 
education  course 

IF  THE  HISTORY  OE  MEDICAL 
research  and  ensuing  treatment 
standards  were  compiled  in  a 
book,  it  might  be  titled  Of  Mice  and 
Men  — meaning  half  of  humankind 
has  often  been  ignored. 

The  American  Medical  Women’s 
Association  (AMWA)  would  like  to 
see  that  focus  become  fiction.  Cou- 
pled with  its  goal  of  supporting 
women  in  medical  careers,  AMWA 
has  long  battled  the  perception  that 
“women’s  health”  translates  into 
“gynecological  health,”  says  Leah 
Dickstein,  MD,  AMWA  president. 

Now  AMWA  is  going  a step  fur- 
ther, pressing  the  Clinton  administra- 
tion and  Congress  to  incorporate  this 
approach  into  health-care  reform. 

“I’ve  been  to  the  White  House 
three  times  already,”  Dr  Dickstein 
said,  adding  that  AMWA  has  out- 
lined a model  benefits  package  for 
women.  “Last  week  I spoke  to  all  the 
staff  of  the  Senate  and  the  House  of 
Representatives  about  the  importance 
of  having  reproductive  care  included 
in  any  basic  health-care  package. 

“We’re  very  concerned  about 
women’s  health.  That’s  why  the  cur- 
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riculum  is  so  important,”  she  added, 
referring  to  a continuing  medical  ed- 
ucation course  developed  by  an 
AMWA  task  force  for  physicians 
who  care  for  women. 

The  Advanced  Curriculum  on 
Women’s  Health,  sponsored  in  coop- 
eration with  the  University  of  Ne- 
braska Medical  Center,  focuses  on 
women’s  life  phases:  Early  Years 
(birth  to  18),  Young  Adult  (19-39), 
Midlife  (40-64),  Mature  Years 
(65-79),  and  Advanced  Years  (80+). 

Part  I of  the  course,  devoted  to  the 
phases  of  Midlife  and  Mature  Years, 
will  be  presented  October  29  through 
November  1 in  New  York  City.  For 
more  information  on  the  course,  call 
AMWA  at  (703)  838-0500. 

COMMENTARY 

Permanently  unconscious 
patients:  a radical  proposal 

By  William  J.  Winslade,  PhD,  JD* 

PERMANENTLY  UNCONSCIOUS 
patients  in  persistent  vegeta- 
tive states  are  beyond  the 
reach  of  medical  therapies  or  cures. 
Medical  technology  can  only  pro- 
long their  organic  lives;  no  other 
goals  of  medicine  can  be  achieved. 

Not  brain  dead,  lingering  in  a twi- 
light zone  between  life  and  death,  per- 
manently unconscious  patients  survive 
for  years  or  even  decades  with  the  help 
of  artificial  life  support.  Alive,  but  not 
living  lives,  they  lack  the  capacity  for 
thought,  feeling,  or  human  interaction. 
Their  lives  consist  only  of  reflex  move- 


*  'William  J.  Winslade,  PhD,  ]D,  is  the  James 
Wade  Rockwell  professor  of  philosophy  in 
medicine  at  the  Institute  for  the  Medical  Humani- 
ties at  The  University  of  Texas  Medical  Branch  at 
Galveston.  He  is  also  a professor  of  preventive 
medicine  and  community  health  and  a professor 
of  psychiatry  and  behavioral  sciences  at  UTMB. 
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ment  and  biological  processes.  Current 
policies  that  permit  prolonging  the 
lives  of  permanently  unconscious  pa- 
tients are  unreasonable. 

Numerous  surveys  reveal  that  most 
people  would  not  want  organic  life 
prolonged  if  they  were  permanently 
unconscious.  A small  minority  — call 
them  “vitalists”  — believes  that  life  at 
any  cost  is  always  preferable  to  death. 
Physicians’  and  hospitals’  practices 
currently  support  vitalism,  often  al- 
lowing the  goal  of  preserving  life  to 
override  all  other  considerations.  Al- 
though the  law  clearly  permits  pa- 
tients to  refuse  treatment,  physicians 
and  hospitals  often  fear  that  failure  to 
prolong  life  at  all  costs  renders  them 
vulnerable  to  legal  liability  or  viola- 
tion of  medical  ethics.  Respect  for  per- 
sonal preferences  is  one  cornerstone 
of  medical  ethics,  hut  most  patients 
have  not  documented  their  prefer- 
ences concerning  artificial  life  support 
in  advance  directives.  As  a result, 
physicians  and  hospitals  usually  do 
nothing  to  hasten  death  unless  clearly 
authorized  to  do  so  by  a patient,  a 
guardian,  or  a court. 

As  long  as  someone  pays  — Medi- 
care, Medicaid,  private  insurance,  or 
individuals  — physicians  and  hospi- 
tals lack  an  economic  incentive  to 
stop  artificial  life  support  of  perma- 
nently unconscious  patients.  Even 
physicians  who  do  not  want  to  use  fu- 
tile life-extending  technologies  operate 
in  an  economic  environment  that 
pressures  them  to  do  so.  At  the  same 
time,  patients  with  limited  resources 
may  be  concerned  that  life  support 
may  be  discontinued  prematurely  for 
economic  reasons. 

These  practices  should  be  radically 
changed.  1 believe  we  should  presume 
that  no  one  would  prefer  a life  of  per- 
manent unconsciousness  prolonged  by 
technologies  such  as  respirators  or 
artificial  nutrition  and  hydration.  This 
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new  presumption  should  be  clearly 
stated  in  law  and  hospital  policies,  as 
well  as  communicated  to  patients.  Af- 
ter a reliable  diagnosis  of  permanent 
unconsciousness,  artificial  life  support 
should  be  withheld  or  withdrawn,  and 
the  patient  liberated  from  the  limbo  of 
a senseless  life. 

Tolerance  for  the  values  of  vitalists, 
however,  requires  that  they  be  permit- 
ted to  seek  — but  not  entitled  to  de- 
mand — life  at  all  costs.  Indiana’s  liv- 
ing will  statute,  for  example,  permits 
patients  to  write  advance  directives  re- 
fusing or  requesting  artificial  life  sup- 
port. However,  the  statute  does  not 
specify  who  must  pay.  Vitalists  should 
be  free  to  seek  life-extension  at  their 
own  expense. 

Vitalism  should  be  a purely  per- 
sonal and  private  matter  that  is  not 
supported  by  public  funds.  Neither 
federal  nor  state  funds  should  be  ex- 
pended to  sustain  the  organic  lives  of 
permanently  unconscious  patients.  It 
makes  no  economic  sense  to  spend 
public  money  for  this  purpose.  Ratio- 
nal economic  policy  dictates  that 
scarce  resources  not  be  devoted  to  fu- 
tile endeavors. 

Private  insurance  companies 
might  offer  coverage  for  life-exten- 
sion of  permanently  unconscious  pa- 
tients for  those  who  desire  it  and 
who  pay  supplemental  premiums. 
The  surcharges  could  even  be  set  high 
enough  to  cover  the  costs  of  all  — in- 
cluding indigent  — vitalists.  If  private 
rather  than  public  funds  are  used,  it 
is  easier  to  respect  the  preferences  of 
a passionate  minority. 

These  radical  changes  seem  obvi- 
ous, rational,  and  simple.  Yet  for 
more  than  15  years  — at  least  since 
the  1976  case  of  Karen  Quinlan  — 
the  puzzle  of  the  permanently  uncon- 
scious patient  has  remained  unsolved. 
The  solution  is  now  within  our  reach 
if  only  we  are  willing  to  grasp  it.  ★ 
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NEWSMAKERS 


Otolaryngologist  Bobby  R.  Alford,  MD, 

Houston,  was  appointed  to  the 
Space  Station  Redesign  Review 
Board  of  the  National  Aeronautics 
and  Space  Administration. 

In  conjunction  with  the  1993  Presi- 
dent’s Volunteer  Action  Awards  cer- 
emony, Houston  immunologist 

William  T.  Butler,  MD,  was  honored  for 
supporting  the  Volunteer  Center  of 
the  Texas  Gulf  Coast  and  the  Hous- 
ton Points  of  Light  Network. 


James  “Red”  Duke,  MD 


Professor  James  “Red”  Duke,  MD,  The 

University  of  Texas  Health  Science 
Center-Houston,  received  the  Distin- 
guished Citizen  Award  from  the 
Heart  O’  Texas  Council  of  Boy 
Scouts  of  America  in  Temple. 

The  Texas  Academy  of  Family 
Physicians  honored  Jack  Eidson,  MD, 
Weatherford,  as  Family  Physician  of 
the  Year. 

Stanley  Feld,  MD,  Dallas,  was  named 
president-elect  of  the  American  As- 
sociation of  Clinical  Endocrinolo- 
gists. Dr  Feld  also  was  elected  to  the 
board  of  the  American  College  of 
Endocrinology. 


People 


Cardiovascular  surgeon  Howard  Fra- 
zier, MD,  Houston,  received  a 1993 
Distinguished  Alumnus  Award  from 
the  Ex-Student’s  Association  of  The 
University  of  Texas  at  Austin. 

Memorial  Medical  Center  in  Corpus 
Christi  dedicated  its  new  health  center 
in  honor  of  family  practitioner  Hector 
P.  Garcia,  MD,  in  appreciation  of  his  ser- 
vice to  medically  indigent  people. 

Carole  Gordon,  MD,  Waco,  was  elected 
president  of  Women  in  Urology,  a 
new  organization  allied  with  the 
American  Urological  Association. 

Robert  G.  Grossman,  MD,  Houston, 
was  elected  president  of  the  Society 
of  Neurological  Surgeons. 


Waun  Ki  Hong,  MD 


Houston  oncologist  Waun  Ki  Hong, 
MD,  received  the  Seventeenth  Annual 
Richard  and  Hinda  Rosenthal 
Award  from  the  American  Associa- 
tion for  Cancer  Research. 

Neil  A.  Kurtzman,  MD,  a Lubbock 
nephrologist,  received  the  1993  Out- 
standing Academic  Achievement 
Award  from  the  Alumni  Association 
of  New  York  Medical  College. 

Family  practitioner  W.  Ross  Lawler, 
MD,  was  elected  president  of  the  San 
Antonio  division  of  the  American 


Heart  Association.  Other  officers  in- 
clude cardiologists  John  Mulrow,  MD,  as 
president-elect  and  program  chair- 
man, and  Stephen  Bailey,  MD,  as  pro- 
gram vice  president.  Additionally, 
cardiovascular  surgeon  John  Calhoon, 
MD,  received  an  outstanding  achieve- 
ment award  for  volunteer  service. 


Richard  L.  Mabry,  MD 


Richard  L.  Mabry,  MD,  received  the 
Distinguished  Service  Award  of  the 
Department  of  Otolaryngology,  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

Edward  R.B.  McCabe,  MD,  PhD,  a Hous- 
ton pediatrician  and  molecular  ge- 
neticist, was  elected  1993  chairman 
of  the  Mental  Retardation  Research 
Center  (MMRC)  Directors.  Dr  Mc- 
Cabe will  represent  the  14  MMRCs 
before  the  US  Congress  and  at  the 
National  Institutes  of  Health. 


Lee  Muecke,  MD,  MPH 
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P eople 


Houston  pediatrician  Lee  Muecke,  MD, 
MPH,  received  a Fulbright  Scholarship 
to  perform  epidemiologic  research  in 
Berlin  on  cardiovascular  risk  factors 
in  German  schoolchildren. 


Melvyn  H.  Scbreiber,  MD 


The  Association  of  University  Radiol- 
ogists presented  its  highest  honor,  the 
Gold  Medal,  to  Melvyn  H.  Schreiber, 

MD,  Gal  veston,  for  his  accomplish- 
ments in  academic  radiology. 

Neurologist  W.K.  Alfred  Yung,  MD, 

Houston,  will  serve  as  a member  of 
the  National  Institutes  of  Health 
Pathology  Study  Section  through 
June  1995. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are  TMA  membership ; election  or  ap- 
pointment to  an  office  of,  or  honors  from,  a 
national  or  state  organization ; or,  space  per- 
mitting, recognition  at  the  local  level.  Items 
for  the  Newsmakers  section  are  published  at 
the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possi- 
ble, to  Denise  Kotson,  People,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701; 
fax  (512)  370-1632. 


DEATHS 


George  W.  Apple,  Jr,  MD,  69;  Plano; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1950;  died 
May  26,  1993. 

Joseph  M.  Barnhart  III,  MD,  72;  Hous- 
ton; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1943;  died 
May  24,  1993. 

Richard  F.  Bohannon,  MD,  69;  McAllen; 
Baylor  College  of  Medicine,  1956; 
died  May  16,  1993. 

Harry  E.  Burkett,  MD,  74;  Temple; 
Medical  College  of  Georgia,  1952; 
died  June  11,  1 993. 

Donald  E.  Fletcher,  MD,  87;  Graford; 
University  of  Arkansas  School  of 
Medicine,  1948;  died  June  7,  1993. 

Thomas  W.  Folbre,  MD,  82;  San  Anto- 
nio; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1934;  died 
May  25,  1993. 

Hesiquio  N.  Gonzalez,  MD,  87;  San  An- 
tonio; Tulane  University  School  of 
Medicine,  1930;  died  June  4,  1993. 

Fernando  A.  Gorchs,  MD,  71;  Austin; 
National  University  of  Cordoba-Ar- 
gentina,  1948;  died  June  3,  1993. 

Jose  L.  Guerra,  MD,  63;  San  Antonio; 
University  of  Nuevo  Leon,  1963; 
died  June  18,  1993. 

James  W.  Jolliff,  MD,  59;  Waco;  Case 
Western  Reserve  University  School 
of  Medicine,  1960;  died  May  29, 
1993. 


Matthew  F.  Kreisle,  Jr,  MD,  69;  Austin; 
Harvard  Medical  School,  1946;  died 
May  29,  1993. 

LaRied  S.  Oates,  Sr,  MD,  91;  Center; 
Baylor  College  of  Medicine,  1928; 
died  May  16,  1993. 

Albert  M.  Richmond,  MD,  87;  San  Anto- 
nio; Washington  University  School 
of  Medicine,  1932;  died  June  10, 
1993. 

Harrison  F.  Smith,  MD,  53;  Palm 
Springs,  Calif;  Thomas  Jefferson 
University,  1965;  died  April  21, 
1993. 

Michael  H.  Sulak,  MD,  68;  San  Anto- 
nio; Tulane  University  School  of 
Medicine,  1950;  died  May  21,  1993. 

Florence  A.  Vaughan,  MD,  49;  San  An- 
tonio; The  University  of  Texas 
Health  Science  Center-Dallas,  1970; 
died  June  12,  1993. 

David  V.  Wachsman,  MD,  84;  Houston; 
University  of  Illinois  College  of 
Medicine,  1934;  died  May  30,  1993. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


jifsiLUXUiL y_i!i  fttxni  amr 


Dallas 

Bruce  Crim,  Keith  H.  Prince, 
Charles  F.  Curtice,  Daniel  S.  Marley, 
Steve  Baggett 
(214)  821-4640 


Houston 

L.  Wayne  Kirk,  Rick  D.  Bolin, 
John  Bedingfield 
(713)  465-4445 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)  490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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Legislative  Affairs 


mm 

TMA  launches  drive  for 
border  health  commission 

ORGANIZED  MEDICINE  AND 
border  state  congressmen 
launched  a major  push  to  pass 
legislation  creating  a US-Mexico 
border  health  commission  with  a 
Capitol  Hill  news  conference  this 
July  that  drew  a standing-room-only 
crowd  of  print  and  broadcast  jour- 
nalists. The  news  conference  was  the 
culmination  of  a multipronged  at- 
tack spearheaded  by  the  Texas  Med- 
ical Association  to  gain  passage  of 
the  bill  in  the  103rd  Congress. 

A three-day  Washington,  DC, 
blitzkrieg  by  representatives  of 
TMA,  the  American  Medical  Associ- 
ation, and  state  medical  societies  in 
New  Mexico,  Arizona,  and  Califor- 
nia not  only  produced  national 
headlines  about  the  dire  health  and 
environmental  problems  on  the  bor- 
der but  also  garnered  widespread 
support  for  the  bill  among  border 
state  congressmen. 

Laurance  N.  Nickey,  MD,  of  El 
Paso,  chairman  of  the  TMA  Council 
on  Public  Health,  says  he  is  hopeful 
about  the  legislation’s  chances  of 
passage  this  year. 

“I  am  optimistic  that  the  rest  of 
the  United  States  can  understand 
that  there  are  serious  problems  oc- 
curring along  the  US-Mexico  border 
and  that  something  desperately 
needs  to  be  done,”  said  Dr  Nickey, 
who  has  led  TMA’s  fight  to  make 
the  border  commission  a reality. 

The  measure,  HR  2305,  is  spon- 
sored in  the  House  by  US  Rep  Ron 
Coleman  (D-El  Paso).  Following  the 
mid-July  efforts  of  the  four  state 
medical  societies  and  AMA,  at  least 
27  original  House  cosponsors  had 


Ken  Ortolon,  associate  editor,  writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


US  Rep  Ron  Coleman  (D-El  Paso)  answers  reporters’  questions  during  a Capitol  news  confer- 
ence July  14  on  legislation  to  create  a US-Mexico  border  health  commission. 


signed  onto  the  bill,  including  18 
Texas  congressmen.  US  Sen  Jeff 
Bingaman  (D-NM)  filed  companion 
legislation  in  the  Senate  and  had  at 
least  five  Senate  cosponsors. 

The  commission  is  intended  to 
provide  a forum  where  officials  from 
the  United  States  and  Mexico  can 
discuss  problems  that  affect  both 
countries  but  cannot  be  solved  by  ei- 
ther country  acting  alone.  Among 
the  problems  plaguing  the  border 
are  lack  of  potable  water  and  proper 
sewage  treatment;  poor  ambient  air 
quality;  and  high  rates  of  tuberculo- 
sis, hepatitis,  leprosy,  and  other  dis- 
eases that  are  virtually  nonexistent 
elsewhere  in  the  United  States. 

“The  purpose  is  simple  — we 
want  this  commission  to  coordinate 
and  direct  an  all-out  effort  to  reduce 
rates  of  illness  in  the  border  region  of 
the  United  States,”  Representative 
Coleman  said  at  the  July  14  news 
conference.  “These  rates  of  illness, 
caused  to  a great  degree  by  poor  en- 
vironmental conditions,  have  reached 
terrifying  proportions,”  he  added. 


“Only  a coordinated  strategy  of  both 
countries  — the  United  States  and 
Mexico  — can  lead  to  a reduction  of 
these  spiraling  rates  of  illnesses.” 

Organized  medicine  endorses  bill 

AMA,  TMA,  the  California  Medical 
Association,  the  New  Mexico  Medi- 
cal Society,  and  the  Arizona  Medical 
Association  all  have  endorsed  the 
measure.  AMA  President  Joseph  T. 
Painter,  MD,  Houston,  and  Texas 
Commissioner  of  Health  David 
Smith,  MD,  led  the  delegation  of 
physicians  who  joined  Representa- 
tive Coleman  and  Senator  Bingaman 
at  the  news  conference. 

“We’re  delighted  as  an  association 
to  join  Senator  Bingaman  and  Repre- 
sentative Coleman  in  calling  for  the 
long  overdue  first  step  toward  an  in- 
ternational solution,”  Dr  Painter 
said.  “This  commission  will  be  in- 
strumental in  fostering  cooperative 
efforts  between  the  United  States,  the 
four  border  states,  the  local  commu- 
nities, and  Mexico  to  find  real  solu- 
tions to  the  public  health  problem.” 
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Dr  Smith  called  the  bill  a major 
piece  of  “health-care  reform”  be- 
cause it  shifts  focus  front  curing  dis- 
ease to  prevention.  “This  is  going  to 
allow  us  to  look  at  some  broader 
implications  of  the  environment  on 
human  health,”  he  said. 

The  bill  does  not  actually  create 
the  commission.  Instead,  it  autho- 
rizes the  president  to  negotiate  an 
agreement  with  the  Mexican  govern- 
ment to  create  it.  The  commission 
would  be  made  up  of  the  US  secre- 
tary of  health  and  human  services, 
the  health  commissioners  from  the 
four  US  border  states,  their  Mexican 
counterparts,  and  physicians  and 
other  experts  from  both  nations. 

A long-standing  TMA  priority 

TMA  has  been  pushing  for  the  bor- 
der commission  since  1989,  when  the 
association  hosted  the  first  in  a series 
of  border  health  conferences  with 
physicians  and  public  health  officials 
from  all  four  border  states.  Those 
conferences  played  a key  role  in 
bringing  border  conditions  to  the  at- 
tention of  the  nation.  Congressional 
action  on  the  proposed  commission, 
however,  has  been  slow.  TMA  is  de- 
termined to  see  that  change. 

In  late  June,  TMA  public  affairs, 
public  health,  and  media  relations 
staff  began  a series  of  meetings  with 
representatives  of  AMA,  the  other 
three  state  associations,  and  Repre- 
sentative Coleman’s  staff  to  plot 
strategy  for  pushing  the  bill  through 
Congress.  Those  meetings  resulted 
in  the  joint  activities  in  Washington, 
DC,  on  July  12-14. 

On  July  13,  Representative  Cole- 
man presented  his  legislation  to 
Congressional  Border  Caucus  mem- 
bers and  their  staffs  in  an  effort  to 
gain  support  and  cosponsors.  Rep- 
resentative Coleman  was  joined  at 
that  briefing  by  Dr  Smith;  Rose- 


marie Johnson,  MD,  a member  of 
the  California  Medical  Association 
Board  of  Trustees;  Frank  Crespin, 
MD,  MPH,  a regional 
public  health  director 
from  Las  Cruces,  NM; 
and  Jack  Dillenberg, 

DDS,  MPH,  acting  direc- 
tor of  the  Arizona  De- 
partment of  Health  Ser- 
vices. Drs  Smith,  Johnson, 

Crespin,  and  Dillenberg 
outlined  health  and  envi- 
ronmental problems  expe- 
rienced along  the  border 
in  their  states  and  dis- 
cussed ways  the  border 
commission  could  address 
those  problems. 

Dr  Crespin  told  Border 
Caucus  members  that 
health  officials  from  New 
Mexico  have  worked  with 
officials  from  other  US  and  Mexi- 
can states  on  border  health  issues, 
but  those  efforts  always  have  been 


on  an  informal  basis. 

“The  success  of  those  programs 
has  been  very  dependent  on  the  play- 
ers who  were  involved  and 
their  commitment  to  try  to 
deal  with  border  health  is- 
sues,” Dr  Crespin  said. 
“Having  a border  commis- 
sion to  provide  an  actual 
structure  and  formal  mech- 
anisms to  implement  those 
projects  would  be  tremen- 
dously helpful.” 

Dr  Johnson  under- 
scored the  importance  of 
the  commission  not  only 
for  the  border  area  but  for 
the  entire  nation. 

“The  border  is  not  a 
barrier,  but  a gateway  for 
disease,  and  the  problems 
that  occur  on  the  border 
go  all  across  the  country,” 
she  said.  “I  see  this  commission  as  a 
real  win-win  opportunity  for  people 
on  both  sides  of  the  border  to 


Alfred  Gilchrist,  TMA  legislative  affairs  director,  left,  and  David  Smith,  MD,  Texas  commission- 
er of  health,  right,  seek  support  for  the  border  health  commission  from  US  Rep  Frank  Tejeda 
(D-San  Antonio ). 


“THE  BORDER 

IS  NOT  A 

BARRIER,  BUT  A 
GATEWAY  FOR 
DISEASE,  AND 

THE  PROBLEMS 

THAT  OCCUR 

ON  THE  BORDER 

GO  ALL  ACROSS 
THE  COUNTRY.” 
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Mr  Gilchrist  and  Dr  Smith 
visit  with  US  Rep  Kika  de  la 
Garza  (D-Edinburg),  who  is 
one  of  the  27  original 
cosponsors  of  the  legislation. 


benefit  from  improved  health.  This 
commission  could  facilitate  the 
work  of  the  many  agencies  that  are 
concerned  with  the  border.” 

Congressional  visits  produce  cosponsors 

Following  the  Border  Caucus 
briefing,  the  physicians,  along  with 
TMA  and  AMA  staff,  dispersed 
throughout  the  House  office  build- 
ings for  a series  of  meetings  with 
congressmen  from  each  of  the  bor- 
der states.  Dr  Smith  — accompanied 
by  Alfred  Gilchrist,  TMA  legislative 
affairs  director;  Catherine  Fklwards, 
PhD,  publi  c health  director;  and 
AMA  lobbyist  John  Scott  — met 
with  seven  members  of  the  Texas 
congressional  delegation.  TMA  staff 
visited  with  four  other  Texas  con- 
gressmen the  following  day. 

The  Border  Caucus  briefing  and 
personal  visits  played  a large  role  in 
getting  the  27  cosponsors  to  sign 
onto  the  bill  before  the  July  14  news 
conference.  In  addition  to  the  18 
Texas  cosponsors,  three  lawmakers 
from  New  Mexico,  one  from  Ari- 
zona, three  from  California,  one 
from  New  York,  and  one  from  Illi- 
nois are  among  the  original  cospon- 


sors. Four  of  those 
cosponsors,  including 
US  Reps  Kika  de  la 
Garza  (D-Edinburg) 
and  Solomon  Ortiz 
(D-Corpus  Christi), 
participated  in  the 
news  conference. 

Next  steps 

TMA  is  now  attempt- 
ing to  gain  a hearing  for  the  bill  be- 
fore the  health  subcommit- 
tee of  the  House  Committee 
on  Energy  and  Commerce. 

US  Rep  John  Bryant  (D- 
Dallas)  already  has  written 
a letter  to  the  subcommittee 
chairman,  Henry  Waxman 
(D-Calif),  requesting  such  a 
hearing.  Representative 
Coleman  also  is  working  to 
get  a hearing  on  the  bill  and 
has  expressed  interest  in 
holding  regional  hearings 
along  the  border. 

“We  are  focused  on  do- 
ing whatever  is  necessary  to  get  this 
bill  passed,”  Representative  Coleman 
said.  “I  am  working  diligently  to  get 
a committee  hearing.  I hope  we  can 
have  that  hearing  before  the  end  of 
September,  and,  if  we  can  do  that, 
then  1 am  confident  we  could  pass 
this  bill  before  the  end  of  the  year.” 

Mr  Gilchrist,  TMA’s  legislative 
affairs  director,  says  the  chances  of 
getting  a hearing  are  excellent. 
“Whether  the  bill  passes,  though, 
depends  largely  on  how  much  grass- 
roots support  can  be  developed,  par- 
ticularly in  the  four  border  states,” 


he  said.  Toward  that  end,  TMA  is 
arranging  a series  of  news  confer- 
ences with  border  area  county  medi- 
cal societies  to  build  public  support 
for  the  legislation. 

Mr  Gilchrist  says  the  bill’s 
chances  for  passage  also  will  be  af- 
fected by  the  ability  of  supporters  to 
convince  congressmen  from  through- 
out the  country  that  border  health 
and  environmental  conditions  are  not 
regional  problems.  Despite  the  fact 
that  outbreaks  of  measles  and  other 
diseases  throughout  the  United  States 
have  been  traced  directly  to  the  bor- 
der, that  may  be  a hard  sell. 

Dr  Nickey  says  the  entire  nation 
needs  to  hear  the  message  that  nei- 
ther people  nor  diseases  remain  on 
the  border. 

“People  are  going  to  go 
[from  the  border]  to 
Chicago;  Los  Angeles; 
Washington,  DC;  Boise, 
Idaho;  Massachusetts  — 
desperately  trying  to  im- 
prove their  lives,”  he  said. 
“When  that  happens, 
sometimes  the  border  has 
to  send  a little  bit  of  tu- 
berculosis up  north,  and  a 
passed.”  little  bit  of  salmonella 

dysentery  over  to  the  West 
Coast,  and  a little  bit  of 
shigella  dysentery  over  to  the  East 
Coast,”  he  said.  “These  things  are 
going  to  happen.”  ★ 
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All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  arc  defined  as 
"legislative  advertising, " according  to  Tex  Govt  Code  Ann 
§ 305.027 . That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine:  Robert  G. 
Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St, 
Austin,  TX  78701. 
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Since  1959,  physicians  and  families  have  been  turning  to 
The  Institute  for  Rehabilitation  and  Research  (TIRR)  in  times  of 
trauma,  injury7  and  illness.  Patients  say  TIRR  has  helped  them 
put  their  lives  back  together,  given  them  the  tools  to  overcome 
fears  about  their  disabilities,  and  enabled  them  to  live  independent 
lives.  Dedicated  to  its  not-for-profit  mission  and  community 
service  commitment,  TIRR  works  hard  to  maintain  a high 
standard  of  excellence.  The  hospital  applauds  its  staff,  a special 
team  dedicated  to  the  concept  of  mam-streaming  people  with 
disabilities.  For  further  information  call  800-44REHAB. 


The  Institute  for  Rehabilitation 
and  Research  (TIRR) 

1333  Moursund,  Houston,  Texas  77030-3504 
In  the  Texas  Medical  Center 
(713)797-5922,  800-44REHAB  (447-3422) 

A Member  of  TIRR  Systems 


DOES  MANAGING 
YOUR  MEDICAL 
PRACTICE  LEAVE  YOU 
FEELING  LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 


✓ Automatically  fills  out  HCFA  1500  claim  forms  / 

✓ Prints  patient  billing  and  statements  ✓ 

/ Submits  electronic  insurance  claims  via  modem  / 

✓ Tracks  all  insurance  and  patient  receivables  / 


Increases  cash  flow 
Decreases  need  for  additional  staff 
Analyzes  practice  income  and  expenses 
Nearly  $10,000  less  expensive  than  our 


i I|fe  Pure 

! fe 


competitors  system 

Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  installed  and  ready  to  run.  Prices  start  at  $3,495.  Prices  include  the  FOXMED  PRO  software,  FREE  com- 
puter, 90  days  of  FREE  telephone  support,  and  the  world  class  service  available  only  from  Practice  Management 
^Industries.  Call  today  for  a FREE  information  packet  and  speak  with  one  of  our  solutions  experts. 

1 -800-829-4369 


% 


FOXMED  PRO.  Available  from  Practice  Management  Industries. 
The  computer  system  the  competition  doesn't  want  you  to  hear  about. 
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Tibet  to  Austin: 
physician  meets  medical 
needs  of  refugees 

IB  K TANS  WHO  SUFFERED 
years  of  confinement  as  politi- 
cal prisoners  are  re- 
ceiving medical  care  at  an 
Austin  family  practice 
clinic.  As  a participant  in 
the  Tibetan-US  Resettle- 
ment Project,  David 
Wright,  MD,  provides  pri- 
mary care  treatment  to  Ti- 
betan refugees  from  India 
and  Nepal.  About  90  Ti- 
betans will  be  relocated  to 
Austin  out  of  the  2,000 
expected  to  call  the  United 
States  home. 

Dr  Wright  has  a strong 
interest  in  cross-cultural 
medicine.  As  director  of 
the  Family  Health  Center, 
he  and  his  staff  also  treat 
patients  from  Nigeria, 

Korea,  China,  Iran,  and 
Pakistan. 

Considering  their  struggle  with 
poor  sanitation,  overcrowding,  mal- 
nutrition, and  lack  of  medical  care 
in  refugee  camps,  the  Tibetans  are  in 
surprisingly  good  shape. 

“These  people  are  pretty 
healthy,”  said  Dr  Wright.  “Most 
have  lived  Spartan-type  lives  with 
their  spiritual  beliefs  intertwined  in 
day-to-day  living.” 

Many  of  the  medical  problems 
experienced  by  the  10  refugees  al- 
ready living  in  Austin  — who  range 
in  age  from  19  to  45  — have  been 
associated  with  infectious  diseases 
such  as  tuberculosis  and  malaria. 
Some  of  the  refugees  also  have  di- 


Laura J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
Health  section  of  Texas  Medicine. 


minishing  vision  and  poor  hearing. 

“We  have  not  seen  any  cardio- 
vascular problems  associated  with 
poor  diet  or  smoking,”  Dr  Wright 
said.  “And  there  haven’t  been  any 
incidences  of  hypertension.” 

Cultural  sensitivity  plays  an  im- 
portant role  in  meeting 
the  medical  needs  of  the 
Tibetans,  Dr  Wright  says. 
Like  any  people  entering  a 
foreign  country  for  the 
first  time,  they  face  lan- 
guage barriers.  And 
specific  medical  terms  can 
mean  different  things 
from  one  culture  to  anoth- 
er. Attitudes  toward  medi- 
cal care  and  access  to  the 
health-care  system  also 
vary  among  cultures. 

As  he  provides  medical 
care  for  the  Tibetans,  Dr 
Wright  hopes  to  learn 
from  his  new  patients  as 
well.  “We  will  study  envi- 
ronmental and  nutritional 
impacts  on  their  health,” 
he  said.  “We  also  hope  to 
learn  how  they  address  health-care 
needs  in  their  own  countries.” 

Houston  scientists  to 
track  Chernobyl  victims 

The  International 
Consortium  for  Research  on 
the  Health  Effects  of  Radia- 
tion, which  met  last  spring  in 
Houston,  has  taken  a crucial  first 
step  in  its  efforts  to  study  victims 
of  the  Chernobyl  accident  by  estab- 
lishing a United  States-based  reg- 
istry of  victims. 

“This  is  the  largest  population 
we  know  of  that  has  been  exposed 
to  this  type  of  radiation,”  said 
Armin  D.  Weinberg,  PhD,  scientific 


director  of  the  Sid  W.  Richardson  In- 
stitute for  Preventive  Medicine  at 
The  Methodist  Hospital  and  a mem- 
ber of  the  consortium’s  board  of 
trustees.  “We  found  that  there  are 
between  150,000  and  200,000  Sovi- 
et Jewish  immigrants  in  the  United 
States,  which  means  there  could  be 
40,000  to  50,000  who  come  from 
contaminated  regions.  Some  of  them 
are  right  here  in  Texas.” 

Dr  Weinberg  asks  that  any  Texas 
physicians  who  come  across  patients 
who  may  have  been  exposed  to  radi- 
ation from  the  Chernobyl  accident 
find  out  if  the  patients  are  interested 
in  participating  in  the  registry.  “As 
we  learn  more  about  what  the  ef- 
fects are,  we  hope  to  be  able  to  share 
information  with  Texas  physicians 
who  are  going  to  be  treating  some  of 
these  people,”  he  added. 

Dr  Weinberg,  a member  of  the 
Texas  Medical  Association  Physician 
Oncology  Education  Program  steer- 
ing committee,  began  contacting  im- 
migrants and  refugees  in  the  Hous- 
ton area  this  summer  and  plans  to 
expand  the  registry  to  cover  the  rest 
of  the  state  and  the  nation. 

“Once  a significant  number  of 
people  have  joined  the  registry,  col- 
laborative research  projects  will  be 
done  in  five  areas:  epidemiology, 
dosimetry,  basic  science,  clinical, 
and  psychosocial  research,”  said 
registry  director  Ervin  Adam,  MD,  a 
professor  of  epidemiology  at  Baylor 
College  of  Medicine. 

Philip  McCarthy,  MD,  director  of 
the  bone  marrow  transplantation 
program  at  The  Methodist  Hospital, 
is  principal  investigator  for  the  con- 
sortium’s research  projects  at  Baylor. 
“The  primary  goals  of  the  research 
efforts  are  to  learn  enough  to  help 
the  Chernobyl  victims  and  also  to  be 
ready  to  help  victims  of  any  future 
nuclear  accidents,”  he  said. 


“THESE  PEOPLE 
ARE  PRETTY 
HEALTHY.  MOST 
HAVE  LIVED 
SPARTAN-TYPE 
LIVES  WITH 
THEIR 
SPIRITUAL 
BELIEFS 
INTERTWINED 
IN  DAY-TO-DAY 
LIVING.” 
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AGENDA  ON  AIDS 

Prevention  remains  center  of  attention  at  international  AIDS  conference 

No  major  scientific  advances  were  announced  during  the  Ninth  Interna- 
tional Conference  on  AIDS  held  in  Berlin  this  June.  While  a group  of 
Texas  physicians  in  attendance  got  a sobering  view  of  the  mammoth  task 
ahead,  they  came  back  more  dedicated  than  ever  to  preventing  the  spread  of 
the  deadly  disease. 

“My  take-home  message  from  the  conference  is  that  there  were  no  major 
breakthroughs,”  said  Joe  Gathe,  Jr,  MD,  one  of  at  least  12  Houston  physi- 
cians in  attendance.  “This  means  we  are  going  to  have  to  be  more  creative 
with  the  armamentarium  we  have.” 

Dr  Gathe,  who  has  attended  six  of  the  international  conferences,  says  ed- 
ucation was  a major  topic.  But  prevention  programs  are  failing,  except  in 
specific  instances  such  as  the  white  gay  community  in  San  Francisco,  he  says. 

Countries  throughout  the  world  have  “made  a tremendous  effort,”  said 
Dr  Gathe.  “But  education  in  Thailand  sex  bars  is  zero.  The  bottom  line  is  ed- 
ucation isn’t  working.  We  have  to  address  the  issue  in  forms  people  can  un- 
derstand. A program  designed  for  gay  white  males  is  not  going  to  work  in  in- 
ner-city Houston  or  New  York.” 

Richard  M.  Grimes,  PhD,  of  Houston,  who  directs  the  AIDS  Regional  Ed- 
ucation and  Training  Centers  for  Texas  and  Oklahoma,  notes  that  Third 
World  countries,  which  lack  the  resources  and  communication  networks  nec- 
essary for  effective  education  and  prevention  efforts,  face  the  greatest  chal- 
lenges. “Their  worlds  are  so  far  removed  from  what  we  deal  with,”  he  said. 

Dr  Grimes  recalls  a conversation  he  had  at  last  year’s  international  confer- 
ence with  a Ugandan  health-care  professional.  He  had  asked  the  Ugandan 
about  what  kinds  of  preventive  measures  his  government  was  taking  to  edu- 
cate citizens  about  HIV  infection  and  AIDS. 

The  answer:  “We  have  22  separate  languages  spoken  in  Uganda,  no  mass 
media,  and  an  80%  illiteracy  rate.  And  90%  of  the  population  doesn’t  be- 
lieve in  the  germ  theory  of  disease.” 

Dr  Gathe  says  efforts  between  French  and  British  researchers  on  the 
“Concorde”  project  generated  interest  during  the  conference,  but  the  study 
essentially  showed  AZT  does  not  prolong  life. 

Dr  Grimes  was  encouraged  by  some  of  the  progress  being  made  in  the  area  of 
vaccines  and  improved  understanding  of  the  immune  system.  But  he  added,  “I’ve 
given  up  my  notion  that  there  is  going  to  be  a magic  bullet  in  the  near  future.” 

TDH  helps  physicians  meet  HIV-infected  patients’  needs 

Partner  notification  and  counseling  services  from  the  Texas  Department  of 
Health  (TDH)  can  help  physicians  meet  the  needs  of  HIV-infected  pa- 
tients. The  services  are  available  through  the  TDH  Sexually  Transmitted  Dis- 
eases Control  Program. 

To  refer  patients  for  HIV  partner  notification  services,  physicians  must 
provide  written  confirmation  of  positive  results  on  two  ELISA  tests  and  a 
Western  Blot  test  to  local  or  regional  TDH  offices. 

The  counseling  program  is  available  for  patients  who  fail  to  return  to 
their  physicians  for  post-test  counseling  and  results.  To  refer  patients,  physi- 
cians must  provide  copies  of  ELISA  and  Western  Blot  test  results,  along  with 
copies  of  receipts  showing  certified  letters  were  mailed  to  the  patients  re- 
questing that  they  return  for  post-test  appointments.  The  required  documents 
must  be  sent  to  TDH  in  a sealed  envelope  marked  “confidential.” 

For  both  services,  disease  intervention  specialists  contact  patients  once  the 
required  information  and  documentation  are  provided.  For  more  informa- 
tion, contact  Beverly  Nolt,  STD  Training  Coordinator/Field  Operations  Con- 
sultant, Texas  Department  of  Health,  STD  Control  Program,  1100  W 49th 
St,  Austin,  TX  78756,  or  call  (512)  458-7225. 
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There  are  more  than  180  nuclear 
reactors  in  the  United  States,  includ- 
ing several  in  Texas,  Dr  Weinberg 
says.  “The  question  is,  how  many  of 
our  people  know  what  to  do?” 

Dr  Weinberg,  who  will  direct  the 
Houston  research  site,  met  with  An- 
drei Vorobiev,  the  Russian  minister 
of  health,  last  summer  in  Washing- 
ton, DC,  in  an  effort  to  establish 
openness  between  the  United  States 
and  Russia.  In  return  for  cooperation 
on  the  project.  Dr  Vorobiev  asked  for 
help  in  setting  up  a research  center  in 
Russia  and  a treatment  center  in  the 
region  affected  by  the  Chernobyl  ac- 
cident. The  consortium  is  now  seek- 
ing funding  for  that  project  and  other 
research  being  carried  out  in  the  for- 
mer Soviet  Union,  as  well  as  in  Israel 
and  the  United  States. 

Scientists  involved  in  the  consor- 
tium stress  that  they  are  in  a race 
against  time. 

“We  have  forged  some  very 
strong  ties  with  investigators  and 
physicians  in  Russia,  Ukraine,  and 
Belarus,”  said  Andrew  Schafer,  MD, 
a professor  of  medicine  at  Baylor. 
“Many  of  these  people  may  not  be 
around  4 years  from  now  unless  we 
find  some  way  to  support  them.” 

Said  Dr  Weinberg,  “It  has  already 
been  7 years  since  the  accident.  The 
biggest  tragedy  we  could  have  right 
now  is  for  this  time  to  pass.” 

For  more  information  about  the 
registry,  call  (713)  798-4618. 


TDH  releases  drug 
rule  changes 

The  Texas  Department 
of  Health  has  issued  rule 
changes  on  two  controlled  sub- 
stances following  action  by  the  Drug 
Enforcement  Administration. 

Actions  taken  by  TDH  were: 
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• Removal  of  thebaine-derived  bu- 
torphanal  from  Schedule  II  of  the 
Texas  Controlled  Substances  Act. 

• Addition  of  zolpidem  to  Schedule 
IV  of  the  Texas  Controlled  Sub- 
stances Act.  ★ 


Who’s  smoking  in  Texas? 

35- 

31 


Anglo  | Black  Hispanic 


A 1991  survey  by  the  Texas  Department  of 
Health  (TDH)  shows  that  22%  of  Texans  are 
smokers.  More  men  than  women  smoke,  con- 
tinuing a trend,  and  men  are  more  likely  than 
women  to  he  former  smokers.  By  the  year 
2000,  TDH  aims  to  reduce  the  share  of  Tex- 
ans who  smoke  to  15%. 


Trends  in  cigarette  smoking 

35- 

31 
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Source:  Texas  Department  of  Health 


We  don’t 

leap  tall  buildings. 


In  today’s  complex  health  care 
environment,  intuition,  seat-of-the- 
pants  hunches,  sheer  determina- 
tion and  hard  work  can  pay  off. 
But  the  chances  of  that  happening 
without  outside,  independent 
financial  advice  are  not  as  great  as 
they  used  to  be. 

Reporting  requirements,  govern- 
ment regulations,  insurance  reim- 
bursement and  tax  planning  have 
become  so  highly  technical  that 
most  health  care  businesses  find  it 
difficult  to  maintain  suitable  exper- 
tise in-house  on  a wide  variety  of 
billing  issues. 

We  believe  these  complicated 
economic  times  demand  the  inde- 
pendent opinions  and  financial 
assessments  of  certified  public 
accountants  with  specific  training 
and  experience  in  health  care 
issues  such  as  CPT  and  ICD-9 
coding  and  Medicare  regulations. 

Our  firm  is  locally  owned.  Our 
clients  receive  our  personal  atten- 


tion. We  are  a team  of  men  and 
women  acknowledged  as  profes- 
sionals having  met  rigorous  edu- 
cational and  testing  standards.  State 
laws  recognize  that  only  certified 
public  accountants  are  qualified  to 
perform  a full  range  of  accounting 
services.  We  are  the  only  CPA 
firm  endorsed  by  the  Texas 
Medical  Association. 

We  provide  a full  range  of 
services:  CPT  coding  assistance, 
Medicare  compliance,  tax  and 
estate  planning  for  physicians, 
insurance  reimbursement  issues, 
analysis  of  managed  care  contracts, 
practice  evaluations,  analysis  of  fee 
schedules,  work  How  studies,  prac- 
tice valuations,  systems  analysis 
and  financial  procedures,  cash 
flow  and  cost  control. 

Only  a recognized  team  of 
health  care  certified  public  accoun- 
tants with  specific  health  care 
experience  and  training  can  give 
you  all  these  services. 

We  don’t  leap  tall  buildings.  We 
emphasize  planning.  We  empha- 
size structuring.  We  emphasize 
understanding. 

And  if  a physician  feels  like  we 
have  performed  feats  like  super- 
man, it  just  means  we  have  given 
what  a team  of  certified  public 
accountants  and  health  care  con- 
sultants from  our  firm  can  give. 


Pictured  from  left:  Reed  Tinsley, 

Laura  Stephens,  Mickey  O'Neal,  Jim  Haskins, 
Charlie  Haynes,  Tom  McGuinness 


Haynes  Oneal 

CERTIFIED  PUBLIC  ACCOUNTANTS 
& MANAGEMENT  CONSULTANTS 

HOUSTON.  TX  (713)  993-0847  • DALLAS/FT.  WORTH.  TX  (817)  545-1300  • AUSTIN,  TX  (512)  469-3569 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT  210-826-9893 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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TMA  sponsors  service 
to  review  legal  side 
of  managed  care  contracts 

The  print  on  a managed 
care  contract  doesn’t  have  to 
be  fine  at  all  to  be  pretty  con- 
fusing. And  while  you  should  always 
read  what  you  sign,  you  shouldn’t 
stop  there. 

“Any  physician  involved  in  a 
managed  care  contract  ought  to 
have  it  reviewed  by  a lawyer,”  said 
Donald  P.  Wilcox,  JD,  Texas  Medi- 
cal Association  general  counsel. 

To  facilitate  that,  TMA  has  called 
on  Andre  Hampton,  JD,  an  attorney 
with  an  extensive  health  law  back- 
ground, to  review  managed  care 
contracts  for  TMA  members  at  a 
fraction  of  the  usual  cost.  Physicians 
will  be  charged  $100  per  contract 
for  the  service  — roughly  a 70% 
discount  — and  will  receive  a writ- 
ten evaluation  pinpointing  each  area 
of  concern  and  making  suggestions 
for  revision. 

Mr  Hampton  will  report  his 
overall  impressions  to  TMA,  Mr 
Wilcox  says.  “We’re  going  to  moni- 
tor what  he  discovers  in  terms  of 
system  reform,”  Mr  Wilcox  said. 
“We’ll  look  for  trends  and  clauses 
that  are  particularly  burdensome.” 

Mr  Hampton  says  he  has  seen 
problems  involving  everything  from 
indemnities  and  reimbursement  to 
utilization  management  and  issues 
relating  to  terminations  of  agree- 
ment. He  added,  “Often  there  are 
just  things  that  are  not  clear.” 

To  have  a managed  care  contract 
reviewed,  send  a copy  of  the  con- 
tract, the  $100  fee,  and  your  tele- 
phone and  fax  numbers  to  Andre 


Beth  Graddy,  assistant  editor,  writes  and  edits  the 
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Hampton  at  2000  NationsBank 
Tower,  515  Congress  Ave,  Austin, 
TX  78701. 

Mr  Hampton  advises  doctors  to 
let  him  know  how  soon  they  need  the 
review  back.  Extras  such  as  overnight 
delivery  will  add  to  the  cost. 

Managed  care  Q&A 

By  Donald  P.  Wilcox,  JD 

TMA  General  Counsel 


Q.  Can  an  HMO  or  PPO  network  require 
me  to  bill  only  what  I manage  to  collect 
from  the  lowest-paying  patient?  I ob- 
tained information  from  the  network  ad- 
vising me  of  the  payment  rates  for  my 
most  common  procedures.  Now,  the  net- 
work has  sent  me  a contract  with  a 
clause  limiting  what  I can  charge  based 
on  what  I collect  from  patients  not  in  the 
network. 

A.  You  are  referring  to  a “most  fa- 
vored nations”  policy  sometimes 
used  in  point-of-service  agreements 
offered  to  physicians  who  wish  to 
join  networks.  Such  clauses  read 
something  like  this: 

Provider  shall  not  routinely  col- 
lect from  members  of  the  general 
public  or  other  payors  a lesser 
payment  than  the  amount 
charged  to  XYZ  for  similar  ser- 
vices. This  provision  shall  not 
prohibit  Provider  from  collecting 
a lesser  amount  on  individual 
hardship  cases. 

Ask  the  insurer  or  network 
whether  the  clause  is  intended  to 
cover  Medicare  and  Medicaid  pro- 
grams or  the  lowest-paying  private 
payor.  In  either  case,  the  clause  is 
impossible  to  honor,  since  you  don’t 
have  control  over  what  is  collected, 
only  over  what  is  billed.  Further, 
other  plans’  payment  schedules  may 
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exceed  XYZ  for  some  procedures 
while  reimbursing  less  for  others. 

Could  this  mean  that  XYZ  will 
get  the  lowest  rate  for  each  proce- 
dure, cherry-picking  among  payor 
payment  schedules?  Elsewhere  in  the 
agreement,  such  a contract  probably 
will  include  a clause  allowing  it  to 
audit  the  physician’s  books.  This 
could  result  in  XYZ’s  seeking  to  re- 
coup “overpayments,”  that  is,  pay- 
ments made  in  excess  of  what  was 
routinely  collected  from  other  pay- 
ors for  each  procedure  or  treatment 
billed  to  XYZ. 

Q.  Utilization  review  frustrations  continue 
to  confound  me.  What  responsibility  and 
liability  do  the  health  plan  sponsor  and 
utilization  review  administrator  have  in 
making  decisions  to  deny  hospitalization? 
A.  The  U$  Court  of  Appeals  for  the 
Fifth  Circuit  (covering  Texas)  placed 
responsibility  squarely  on  the  health 
benefit  plan  sponsor  of  an  Employee 
Retirement  Income  Security  Act  of 
1974  (ERISA)  plan  for  the  inappro- 
priate denial  of  benefits.  This  is  sig- 
nificant because  employer  sponsors 
have  had  substantial  success  in  other 
cases  arguing  that  ERISA  plans  pre- 
empt state  law,  including  state  insur- 
ance and  utilization  review  require- 
ments. In  fact,  in  an  earlier  decision, 
Corcoran  v United  Health  Care,  Inc 
(1),  the  federal  appellate  court  said 
that  there  was  no  state  law  remedy 
against  an  employee  health  benefit 
plan  governed  by  ERISA. 

In  Salley  v E.I.  DuPont  de 
Nemours  & Co  (2),  DuPont  had 
contracted  with  a third-party  admin- 
istrator, CIGNA,  to  administer  its 
self-funded  employee  health  benefit 
plan.  Gordon  Blundell,  MD,  was 
treating  a patient  covered  by  the 
plan.  Dr  Blundell  made  numerous 
attempts  to  work  with  the  plan  ad- 
ministrator to  cover  the  patient’s 
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The  following  amicus  curiae  brief  was  filed  recently  by  tbe  Texas  Medical 
Association's  Office  of  General  Counsel.  “Friend  of  tbe  court”  briefs  are 
filed  in  state  or  federal  court  when  tbe  outcome  of  proceedings  will  have 
substantial  impact  on  Texas  physicians  and  their  patients.  Amicus  briefs  are 
normally  filed  at  tbe  appellate  level  after  tbe  facts  have  been  determined  and 
tbe  law  applied  at  the  trial  level.  Cases  are  evaluated  based  on  whether  or 
not  the  facts  present  a genuine  opportunity  to  support  or  defend  an  issue  of 
common  concern  to  TMA  members  and  important  to  medicine. 

• Insurance  Corporation  of  America  v Webster  and  Zabodyn 

When  Ms  Zabodyn  sued  Ross  Webster,  MD,  for  malpractice,  his  insurer, 
Insurance  Corporation  of  America,  went  to  court  to  defend  him  based  on 
the  belief  that  Dr  Webster  had  delivered  appropriate  care.  Ms  Zabodyn  of- 
fered to  settle  for  $100,000  on  the  basis  that  Dr  Webster  only  had  a 
$100,000  insurance  policy.  Later  it  was  discovered  that  he  had  an  excess  in- 
surance policy  of  $850,000  with  US  Fire.  Ms  Zabodyn  won  a $1.2  million 
verdict  against  Dr  Webster,  and  he  assigned  to  Ms  Zabodyn  any  claim  he 
had  against  his  insurance  carriers  for  bad  faith  failure  to  settle. 

Prior  to  a trial  on  the  bad  faith  failure  to  settle  issue,  defendant  US  Fire 
and  the  plaintiff,  Ms  Zabodyn,  entered  into  a “Mary  Carter”  agreement.  Ac- 
cording to  the  agreement,  US  Fire  paid  Ms  Zabodyn  $300,000,  which  she 
would  pay  back  if  a sufficient  verdict  was  returned  against  defendant  ICA.  In 
return,  Ms  Zabodyn  agreed  not  to  lay  claim  on  Dr  Webster’s  assets. 

A trial  court  awarded  a bad  faith  judgment  against  ICA  for  more  than 
$10  million,  almost  10  times  the  original  judgment  against  Dr  Webster. 

The  case  is  now  being  appealed  to  the  Court  of  Appeals  in  Houston. 
TMA  and  the  Harris  County  Medical  Society  filed  an  amicus  curiae  brief 
in  support  of  ICA,  arguing  that  the  verdict  should  be  overturned.  The  brief 
argues  that  there  is  no  evidence  that  ICA  could  have  settled  the  case  within 
its  policy  limits  before  the  trial,  and  thus  did  not  act  in  bad  faith.  The  brief 
also  argues  that  the  judgment  amount  is  excessive  and  that  the  now  illegal 
Mary  Carter  agreement  tainted  the  trial  by  creating  the  climate  for  an  un- 
fair decision.  According  to  the  brief,  punishing  ICA  for  not  settling  the 
case  would  discourage  insurance  companies  from  aggressively  defending 
doctors’  reputations. 


The  American  Medical  Association  filed  an  amicus  brief  on  behalf  of  Merrell 
Dow  in  the  following  case,  which  represents  a strong  step  toward  making 
frivolous  malpractice  suits  more  difficult  to  win. 

• Daubert  v Merrell  Dow  Pharmaceuticals 

The  US  Supreme  Court  has  ruled  that  federal  judges  should  serve  as  gate- 
keepers for  the  admission  of  scientific  evidence  in  trials,  charging  them  with 
ensuring  that  “any  and  all  scientific  testimony  or  evidence  admitted  is  not 
only  relevant  but  reliable.”  Justice  Harry  A.  Blackmun,  writing  the  majority 
opinion,  stated  that  “to  qualify  as  scientific  knowledge,  an  inference  or  as- 
sertion must  be  derived  by  the  scientific  method.” 

In  its  brief,  AMA  had  said  that  judges  are  capable  of  distinguishing 
opinions  based  on  scientific  knowledge  from  those  not  based  on  scientific 
knowledge. 

At  issue  in  the  suit  was  whether  Bendectin,  manufactured  by  Merrell 
Dow,  caused  birth  defects.  Plaintiffs  attempted  to  prove  that  it  did,  using 
chemical  studies  and  animal  experiments  as  evidence.  Attorneys  for  Merrell 
Dow  argued  that  epidemiological  studies  in  humans  had  failed  to  show  that 
the  drug  caused  birth  defects. 
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need  for  the  treatment  of  continuing 
disabilities.  While  less  expensive  al- 
ternatives were  actively  being  ex- 
plored, hospitalization  was  required 
for  a third  time. 

The  regional  psychiatrist  for 
Preferred  Health  Care,  which  man- 
aged individual  cases  for  the  plan, 
refused  to  authorize  continued  cov- 
erage for  the  third  hospitalization. 
This  was  based  on  information  fur- 
nished by  the  patient’s  attending 
physician,  Dr  Blundell,  to  Pre- 
ferred’s regional  director  and  re- 
gional psychiatrist.  Both  had  been 
involved  in  earlier  decisions  regard- 
ing the  patient’s  previous  hospital- 
izations and  care. 

Despite  the  attending  physician’s 
warnings  that  the  patient  would 
likely  regress  if  released  from  the 
hospital,  and  without  having  re- 
viewed the  records  from  her  second 
and  third  hospitalizations,  Pre- 
ferred’s psychiatrist  informed  the  at- 
tending physician  that  the  patient’s 
benefits  for  inpatient  care  would  be 
terminated  on  October  11,  1990. 
She  remained  hospitalized  until  Jan- 
uary 25,  1992. 

The  court  found  that  because 
Preferred  had  chosen  to  follow  the 
attending  physician’s  diagnoses, 
Preferred  was  required,  absent  inde- 
pendent inquiry,  to  follow  the  at- 
tending physician’s  advice,  not  just 
part  of  his  treatment  plan.  If  Pre- 
ferred’s physicians  wished  to  devi- 
ate from  the  attending  physician’s 
diagnosis,  Preferred  should  have  in- 
vestigated further  the  medical  ne- 
cessity of  inpatient  hospitalization, 
the  court  said. 

The  court  held  that  although 
DuPont  followed  the  prescribed 
procedures,  it  abused  its  discretion 
in  relying  upon  the  Preferred  physi- 
cian’s recommendations  to  termi- 
nate payment  of  benefits.  The  court 
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also  stated: 

...administrators  relying  on  hos- 
pital records  obviously  must  re- 
view the  most  recent  records.  The 
case  administrator  and  the  physi- 
cian conceded  at  trial  that  they 
did  not  do  so.  (3) 

The  court  awarded  medical  bills, 
attorneys’  fees,  and  interest.  Having 
spent  $40,000  on  legal  fees,  DuPont 
decided  not  to  appeal  the  verdict. 

Q.  I am  considering  joining  an  HMO  with 
a capitated  payment  and  shared  risk 
pool.  How  do  risk  pools  work?  What  risks 
do  I assume? 

A.  Generally,  capitated  payments 
work  like  this:  Tet’s  say  you  are  paid 
$10  a month  for  each  patient  as- 
signed to  you.  This  is  your  payment 
for  providing  medical  care  for  that 
patient.  It  is  the  amount  paid  to  you 
regardless  of  the  number  of  times,  if 
any,  that  you  see  the  patient. 

If  a shared  risk  pool  is  also  in- 
volved, you  may  receive  only  $7  or 
$8  a month  out  of  the  $10  capita- 
tion payment,  with  the  remainder 
put  into  a shared  risk  pool.  The  pool 
would  be  used  to  cover  testing  and 
referral  costs  beyond  budget  estima- 
tion. At  the  end  of  the  year,  what  is 
left  in  the  pool,  if  anything,  would 
be  divided  between  all  the  partici- 
pating primary  care  doctors.  Your 
risks  include  the  following: 

• The  capitated  amount  less  the 
withheld  amount  may  not  cover 
your  practice  costs  to  treat  the 
needs  of  covered  patients. 

• Because  of  the  costs  of  laboratory 
tests,  x-rays,  and  consultations, 
nothing  may  be  left  in  the  shared 
risk  pool  at  the  end  of  the  year 
for  distribution  to  the  participat- 
ing physicians. 


• If  sued  for  failure  to  diagnose  or 
treat,  an  argument  likely  to  be 
presented  is  that  you  failed  to  run 
a test,  provide  expensive  treat- 
ment, or  refer  to  a specialist  be- 
cause of  the  personal  financial  ef- 
fect such  a decision  would  have 
on  your  income. 
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Attorney  general’s  office 
listening  to  concerns 
of  Texas  physicians 

Along  with  its  new  chief, 
the  insurance  practices  section 
of  the  Texas  attorney  general’s 
consumer  protection  division  has  a 
new  angle:  physicians  are  con- 
sumers, too. 

Assistant  Attorney  General  Fred 
Lewis,  who  investigates  insurance 
companies  engaging  in  questionable 
practices,  says  physicians’  concerns 
interest  him  as  much  as  patients’ 
complaints. 

“Doctors  are  on  the  front  line  of 
problems  with  the  payment  of 
health  insurance,”  Mr  Lewis  said. 
“This  system  does  not  work  if  doc- 
tors are  not  paid.” 

The  insurance  practices  section 
plans  to  use  the  information  it  re- 
ceives through  its  hotline  and  from 
other  sources,  such  as  the  Texas 
Medical  Association,  to  identify 
consistently  bad  insurance  compa- 
nies and  sue  them. 

“What  we’re  going  to  try  to  do  is 
attack  systemic  structural  problems 
in  the  insurance  industry,”  he  said. 
“I’m  particularly  interested  in  per- 


sonal lines,  which  of  course  includes 
health  insurance,  that  will  end  up 
having  problems  with  a big  impact. 
Hopefully,  we  can  take  on  some  of 
the  major  problems  or  evils.  I know 
we  can’t  deal  with  all  the  little  ones.” 

Mr  Lewis  already  has  met  with 
TMA  staff,  including  General  Coun- 
sel Donald  P.  Wilcox  and  David 
Marcus,  PhD,  director  of  the  health- 
care financing  department,  to  receive 
input.  Mr  Lewis  says  that  he  has  be- 
gun investigating  one  company 
TMA  identified  through  the  hassle 
factor  log. 

“We’re  encouraged  by  the  inter- 
est of  the  attorney  general’s  office  in 
investigating  insurance  abuse,”  Mr 
Wilcox  said.  “We  encourage  physi- 
cians who  see  abuse  to  share  that  in- 
formation both  with  TMA  under 
our  hassle  factor  log  system  and 
with  the  attorney  general’s  office.” 

For  more  information  or  to  file  a 
complaint,  doctors  should  call  the 
attorney  general’s  consumer  protec- 
tion division  at  (800)  621-0508  or 
(512)  463-2070.  To  add  a complaint 
to  TMA’s  hassle  factor  log,  call  Brad 
Donovan  in  the  TMA  health-care 
financing  department  at  (800)  880- 
1300  or  (512)  370-1417. 

Publications  available 
on  employment  contracts, 
hearing  process 

The  Texas  Medical 
Association  has  made  available 
two  new  publications,  How  to 
Negotiate  a Physician’s  Employ- 
ment Contract  and  The  Medical 
Staff  Hearing  Process,  to  help  physi- 
cians  cope  with  these  sometimes 
confusing  but  always  crucial  aspects 
of  practicing  medicine. 

Written  by  Bernard  Hirsh,  JD, 
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counsel  with  Wildman,  Harold,  Allen 
and  Dixon  in  Chicago  and  former 
general  counsel  to  the  American 
Medical  Association,  and  Donald  P. 
Wilcox,  JD,  general  counsel  to  the 
Texas  Medical  Association,  How  to 
Negotiate  a Physician's  Employment 
Contract  includes  a model  employ- 
ment contract,  66  model  clauses,  a 
checklist  for  preparing  a contract, 
and  information  on  recruiting,  ADA 
requirements,  tax  consequences,  and 
deferred  compensation. 

Also  written  by  Mr  Hirsh  and 
Mr  Wilcox,  The  Medical  Staff  Hear- 
ing Process  includes  information  on 
defending  clinical  privileges,  litiga- 
tion, hearing  and  appeal  rights,  the 
Health  Care  Quality  Improvement 
Act  of  1986,  and  the  National  Prac- 
titioner Data  Bank. 

The  Medical  Staff  Hearing  Pro- 
cess costs  $59  for  TMA  members, 
$49  for  Hospital  Medical  Staff  Sec- 
tion members,  and  $98  for  nonmem- 
bers. How  to  Negotiate  a Physician’s 
Employment  Contract  cost  $49  for 
TMA  members  and  $98  for  non- 
members. To  order  the  publications, 
call  Lisa  Jackson  in  TMA  practice 
management  services  at  (800)  880- 
BOO  or  (512)  370-1423.  ★ 


Legal  articles  in  Texas  Medicine  are  intend- 
ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek  as- 
sistance from  their  attorneys. 


« Michael  Sharp 

Attorney  at  Law 

: 

Representation  before:  • Texas  State  Board 
of  Medical  Examiners  (hearings,  settlement 
conferences  and  licensure)  • The  Texas 
Medical  Foundation  • Medical  Staff 
Peer  Review  • Personal  Counsel 
and  Asset  Protection  in 
® Medical  Liability  Cases 

iU SL  H20  One  American  Ctr.  • 600  Concress  Ave. 

. Austin,  Texas  7870 i * 512  473  2265 
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Look  to  TMA  for: 


♦ Physician  advocacy  on  proposed  regulations 
♦ Aggressive  lobbying  on  state/federal  legislation 

+ Amicus  briefs 
+ Texas  concerns  heard  at/through  AM  A 
♦ Physician  testimony  before  state/federal  agencies 
♦ TEXPAC  fighting  for  medicine  in  the  electoral  process 


Experiencing 
Fast  Lane  Burn  Out? 

If  you're  a doctor  who  is  tired 
of  the  fast  lane,  you're  just  the 
person  we're  looking  for. 

Dublin,  Texas  is  a quiet 
community  of  3,000  without 
traffic  jams  or  gang  violence. 
We're  only  12  miles  from  an 
excellent  hospital  and  we  have 
the  finest  EMS  to  be  found 
anywhere.  And  if  you're  a 
sportsman,  you'll  find  the  best 
deer  and  dove  hunting  and 
fishing  in  the  state  and  there's 
a great  golf  course  nearby. 

We  have  everything  we  need 
in  Dublin  for  the  quality  of 
life  we  want  . . . everything 
except  you. 

Call  Bill  Johnson,  President  of 
the  Dublin  Chamber  of 
Commerce,  (817)  445-2223 
and  let's  talk  business. 


AN  AIR  FORCE 
PHYSICIAN. 


ecome  the  dedi- 
physician you 
while  serving 
your  country  in  today’s  Air  Force. 
Discover  the  tremendous  benefits 
of  Air  Force  medicine.  Talk  to  an 
Air  Force  medical  program  manag- 
er about  the  quality  lifestyle,  quali- 
ty practice  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Find  out  what  it  takes  to  qualify. 


Call 


USAF  Health  Professions 
Toll-free:  1-800-423-USAF 


MEDICARE/MEDICAID 

POSTPAYMENT  AUDITS  AND  INVESTIGATIONS 

Consult  a team  of  health  care  specialists  that  includes 
attorneys,  medical  professionals,  and  medical  records 
experts  handling  federal  and  state  civil  and  criminal 
matters  involving  health  care. 

LOOPER,  REED,  MARK  & McGRAW, 
Incorporated 

4300  Thanksgiving  Tower  ♦ Dallas,  TX  7520 1 ♦ (214)  954-4 1 35 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 


Donvt  stop  short 
of  your  goals* 


Some  of  the  country’s  most  talented  physicians  are  choosing  pri- 
vate practice.  They  want  the  challenge,  opportunity,  and  rewards 
it  has  to  offer.  And,  they  want  to  associate  with  a healthcare  organi- 
zation which  has  superior  medical  facilities 
and  is  committed  to  developing  a partnership 
to  ensure  your  success.  Which  is  why  they 
go  into  private  practice  with  Summit  Health 
Ltd.  It’s  more  than  just  a smart  way  to 
practice  medicine.  It’s  a proven  way  to  reach 
your  goals. 


Family  Practice  and  Internal  Medicine  practice  opportunities  are  cur- 
rently available  in  Lubbock.  To  learn  more,  please  contact  Curt 
Clauss,  Director,  Physician  Recruitment  at  (800)  447-8645,  or  Linda 
Geer  at  (800)  235-5534.  Or  send  a CV  to:  Summit  Health  Ltd.,  2600 
W.  Magnolia  Blvd.,  Burbank,  CA  91505-3013,  FAX  (818)  841-4044. 

A > 

JfcSL.  SUMMIT  HCALTH  Ld 
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SUMMIT  HEALTH  LTD. 
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Playing  by  new  rules,  medicine 
planned  early  and  won  big  in  the 
73rd  Texas  Legislature 
★ 
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May  3 1 marked  an  unprecedented 
evening  in  Texas  politics.  It  was 
the  night  the  73rd  Texas  Legisla- 
ture adjourned  sine  die.  Usually,  that  means 
I louse  and  Senate  floor  calendars  jammed  with 
hundreds  of  bills,  their  sponsors  desperately 
hoping  for  last-minute  approval.  It  means  law- 
makers voting  on  bill  after  bill  at  breakneck 
speed  with  little  opportunity  to  study  them  or 
offer  amendments.  And  it  often  means  unplug- 
ging the  clock  shortly  before  midnight  to  delay 
the  witching  hour  long  enough  to  hammer  out 
final  details  of  those  last  few  critical  bills. 

None  of  that  happened  on  May  31.  In  fact,  most  of  the 
legislature’s  work  was  completed  long  before  the  final 
night.  Both  houses  adjourned  that  evening  hours  before 
the  midnight  deadline. 

The  ah  sence  of  closing  night  dramatics  reflects 
broader  changes  in  the  legislative  process  in  Texas  that 
legislators  and  lobbyists  say  had  a significant  impact  on 
the  debate  over  health  and  medical  issues  this  year. 

Houston  dermatologist  Fred  F.  Castrow  II,  MD,  who 
chairs  the  Texas  Medical  Association’s  Council  on  Legis- 
lation, says  medicine  prepared  well  for  those  changes 
and,  therefore,  achieved  tremendous  success.  Some  of 
medicine’s  allied  health  counterparts  were  not  as  quick 
to  recognize  that  it  was  not  “business  as  usual”  and  paid 
a price,  he  adds. 

“We  gained  more  in  this  session  than  we  ever  thought 
we  would,  both  in  terms  of  legislative  issues  and  credibil- 
ity,” Dr  Castrow  said.  “We  really  did  not  have  the  bat- 
tles that  we  anticipated,  and  I think  it  was  because  of 
good  planning  on  the  part  of  our  lobbyists.” 

Kim  Ross,  TMA’s  director  of  public  affairs,  says  the 
planning  began  months  before  the  73rd  legislative  session 
convened.  He  says  TMA  recognized  early  that  a number 
of  factors  would  produce  dramatic  differences  in  the  po- 
litical process  this  year.  Those  factors  combined  with  the 
staggering  number  of  major  medical  issues  under  consid- 
eration — health  insurance  reform,  sunset  of  all  health 
profession  licensing  agencies,  sunset  of  the  state’s  main 
medical  liability  statute,  and  more  — to  make  this  session 
one  of  the  most  difficult  medicine  had  faced  since  the  last 
Medical  Practice  Act  sunset  review  in  1981. 


The  new  dynamics  “First,  there  was  a strong  ethics 
law,”  Mr  Ross  said.  “The  legislature  had  been  heavily 
stigmatized  in  the  past  for  too  much  special  interest  cozi- 
ness and  had  a reputation  as  a water  carrier  for  issues  ir- 
respective of  local  constituencies  and  concerns.” 

The  ethics  law  passed  in  the  previous  session  put 
more  distance  between  lawmakers  and  lobbyists  this 
time  around,  Mr  Ross  says.  That  increased  the  impor- 
tance of  organized  medicine’s  involvement  in  political 
campaigns  at  the  grassroots  level.  “The  ethics  law  in 
effect  shifted  political  influence  away  from  Austin  and 
more  toward  the  legislators’  back-home  constituen- 
cies,” he  said.  It  was  a natural  alliance  for  TMA, 
which  has  a national  reputation  for  political  activism 
on  behalf  of  medicine. 

During  the  election  cycle,  TMA  systematically  en- 
hanced a substantial  key  contact  network  and  involved 
more  physicians  and  TMA  Alliance  members  than  ever 
before  in  the  election  cycle.  The  Texas  Medical  Associa- 
tion Political  Action  Committee,  TMA’s  political  action 
arm,  plunged  early  into  legislative  races  where  there 
were  no  incumbents  and  aggressively  defended 
medicine’s  friends  during  the  election  cycle. 

“TMA  set  up  a constant  presence  of  physicians  and 
alliance  members  at  the  Capitol  in  cooperation  with  the 
county  medical  societies,”  said  Valerie  Terry,  TMA  polit- 
ical education  director,  who  coordinated  the  weekly  leg- 
islative visits.  “They  didn’t  come  in  strident  and  de- 
manding things.  Physicians  and  alliance  members  came 
in  working  off  a short  list  of  issues  and  concerns,  priori- 
ties the  physicians  set  before  the  session.  There  was  no 
hard  sell.” 

That  “soft  sell”  strategy  also  played  to  another  con- 
sideration that  had  a tremendous  role  in  shaping  debate 
— the  state’s  severe  financial  constraints.  Governor  Ann 
Richards,  I.t  Gov  Bob  Bullock,  and  House  Speaker 
James  E.  “Pete”  Laney  all  had  agreed  to  hold  the  line  on 
taxes  this  year. 

Mr  Ross  says  the  rule  passed  on  to  all  lawmakers  and 
special-interest  groups  was  “don’t  ask  for  anything  that 
costs  money.”  Some  people  didn’t  get  that  and,  as  a con- 
sequence, lost  ground,  he  says. 


No  rock  throwing  A third  important  element  was  an 
unwritten  rule  laid  down  by  Lieutenant  Governor  Bul- 
lock in  the  Senate  to  hammer  out  legislative  differences 
in  committee.  “The  Senate  was  a glass  house,”  said  Al- 
fred Gilchrist,  TMA  legislative  affairs  director,  “with  so 
many  difficult  and  complex  issues  to  consider,  not  just  in 
medicine.  Had  a rock  fight  broken  out,  there  would  have 
been  a lot  of  irreparable  breakage  between  the  senators 
on  many  important  issues.” 

The  lieutenant  governor  pressured  his  committee 
chairs  to  force  negotiations  on  major  issues  before  floor 
consideration.  That  meant  a lot  of  traditional  adver- 
saries had  to  work  a little  more  cooperatively,  says  Sen 
Carl  Parker  (D-Port  Arthur),  who  sponsored  both  the 
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“"I  don’t  1 1 link  the  average  TMA  member 
really  knew  how  much  was  on  the  line  in  this 
session  or  how  well  it  went  ....  We  gained 
more  than  we  ever  thought  we  would,  both  in 
terms  of  legislative  issues  and  credibility. 


— Fred  F.  Castrow  II,  MD,  Houston, 
chairman  of  the  TMA  Council  on  Legislation 


Medical  Practice  Act  sunset  hill  and 
TMA-backed  liability  reforms. 

“There  was  a reasoned  coming 
together,”  Senator  Parker  said. 
“Groups  listened  to  each  other, 
talked  directly.  It  happened  not  only 
with  the  medical  profession,  lawyers, 
and  hospitals.  It  also  was  true  in  the 
field  of  insurance  and  on  the  environ- 
ment. 1 think  a lot  of  the  credit  for 
that  approach  goes  to  Bullock.” 

TMA  anticipated  these  ground 
rules  and  started  discussions  on  con- 
troversial matters  well  ahead  of  the 
session.  Medical  liability  was  a good 
example  of  how  past  adversaries 
worked  together.  TMA  and  the 
Texas  Trial  Lawyers  Association  ne- 
gotiated diligently  not  only  to  reen- 
act the  Medical  Liability  Insurance 
Improvement  Act  of  1977  but  also 
to  enact  screens  on  nonmeritorious 


lawsuits,  a “fast  track”  mediation 
system  for  early  dispute  resolution, 
greater  liability  protection  under  the 
Texas  “good  Samaritan”  law  for 
emergency  physicians,  and  an  anti- 
barratry and  antisolicitation  pack- 
age — written  by  trial  lawyers  — 
that  makes  ambulance  chasing  a 
felony.  The  State  Bar  also  was  man- 
dated to  promulgate  tough  regula- 
tions on  lawyers’  advertising. 


Open  House  Perhaps  the  most 
significant  difference,  however,  was 
substantial  change  in  House  rules 
enacted  at  the  beginning  of  the  ses- 
sion. Those  rules  allowed  House 


“There  was  a reasoned  coming  together. 
Groups  listened  to  each  other  [as  a result 
of  Lt  Gov  Bob  Bullock  s insistence  that 
differences  be  dealt  with  early] . 

— Sen  Carl  Parker  (D-Port  Arthur), 
who  sponsored  the  Medical  Practice  Act  sunset  bill 
and  TMA-backed  liability  reforms 


committees  to  begin  their  work  ear- 
lier in  the  session  and  helped  move 
legislation  at  a faster  pace.  They  also 
opened  the  House  Calendars  Com- 
mittee — which  schedules  all  bills 
for  floor  debate  — to  more  public 
scrutiny  and  prevented  that  panel 
from  bottling  up  major  legislation. 

Finally,  the  rules  forced  bill  pro- 
ponents to  negotiate  harder  to  get 
their  legislation  to  the  floor  for  de- 
bate. Anything  that  had  not  cleared 
House  committees  before  the  final  2 
weeks  of  the  session  was  doomed. 
During  the  last  2 weeks,  the  House 
considered  only  Senate  bills,  mea- 
sures returned  from  the  Senate  with 
amendments,  and  conference  com- 
mittee reports. 

“It  made  the  committee  work 
much  more  important,  and  it  made 
the  months  of  March  and  April  the 
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peak  load  period,”  Mr  Ross  said. 
“That’s  when,  if  your  bill  was  in 
trouble  in  committee,  you  had  to  ne- 
gotiate and  get  issues  resolved  in  or- 
der to  get  it  moving  again.” 

Representative  David  Cain,  the 
Dallas  Democrat  who  chairs  the 
Sunset  Advisory  Committee,  says 
the  new  House  rules  had  tremen- 
dous impact  on  lawmakers  as  well 
as  lobbyists.  The  rules  gave  lawmak- 
ers more  time  to  study  bills  and  led 
to  more  informed  debate,  he  says. 
Lobbyists  had  to  work  harder  to 
craft  legislation  and  negotiate  more 
earnestly  to  resolve  disputes. 

Representative  Cain  and  Rep 
Hugo  Berlanga  (D-Corpus  Christi) 
cosponsored  the  Medical  Practice 
Act  sunset  bill  and  a sweeping 
across-the-board  bill  that  holds  all 
the  health  profession  licensing  agen- 
cies to  higher  professional  and  disci- 
plinary standards.  Both  legislators 
made  Texas  Monthly’s  list  of  10  best 
lawmakers,  largely  because  of  their 
efforts  on  that  legislation. 

“There’s  no  question  that  the 
rules  changes  in  the  House  changed 
the  complexion  of  the  session,”  Rep- 
resentative Cain  said.  “There  was  no 
better  example  of  that  than  the  last 
couple  of  days  of  the  session.  Unlike 
any  session  that  I’ve  ever  been  part 
of  — and  this  is  my  ninth  — the  last 
few  days  were  very  orderly.  Most  of 
the  work  was  already  done.  We 
weren’t  trying  at  the  last  minute  to 
pass  huge  numbers  of  bills  and  con- 
ference committee  reports  that  no- 
body had  time  to  look  at.” 

Representative  Berlanga  agrees 
that  the  changes  helped  alleviate  the 
last-minute  bottlenecks  of  past  ses- 
sions. “The  result  was  we  were  able 
to  more  carefully  consider  issues  and 
formulate  better  results,”  said  Repre- 
sentative Berlanga,  chairman  of  the 
House  Committee  on  Public  Health. 

Early  start  on  new  and  improved 
products  The  fact  that  all  legisla- 
tive proposals  received  close 
scrutiny  meant  the  interest  groups 
who  wanted  that  legislation  had  to 
present  a better  product  at  the  start, 
Mr  Ross  says. 
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License  renewal  changes 

could  mean  big  financial  bite 

for  physicians 

★ 

PHYSICIANS  WHOSE  MEDICAL  LICENSES  come  up  for  re- 
newal after  September  1 had  better  pay  heed  to  new  provisions 
of  the  Medical  Practice  Act.  If  not,  they  could  find  themselves 
$800  poorer,  or  even  subject  to  reexamination. 

When  the  73rd  Legislature  reenacted  the  Medical  Practice  Act  this 
year,  lawmakers  repealed  the  90-day  grace  period  physicians  formerly 
had  to  remit  their  $292  annual  license  renewal  fee.  Homer  Goehrs,  MD, 
executive  director  of  the  State  Board  of  Medical  Examiners,  says  the  new 
law  requires  physicians  to  pay  the  fee  on  or  before  the  renewal  date. 

Those  who  fail  to  get  their  renewals  in  on  time  will  be  subject  to  a 
$400  late  penalty,  Dr  Goehrs  says.  If  the  license  is  not  renewed  within  90 
days  of  the  renewal  date,  the  fine  increases  to  $800.  “And,  if  physicians 
let  their  licenses  lapse  longer  than  1 year,  they  may  be  subject  to  reexami- 
nation,” Dr  Goehrs  said. 

Ivan  Hurwitz,  the  board’s  director  of  licensure,  says  about  2,000 
Texas  physicians  typically  pay  their  renewal  fees  late  each  year.  Most  of 
those  complete  their  renewals  within  the  current  grace  period,  thereby 
avoiding  the  former  late  fee  of  $150.  However,  he  says  there  have  been 
cases  in  which  physicians  have  gone  more  than  a year  without  renewing 
their  licenses. 

Dr  Goehrs  says  the  medical  examiners  board  did  not  seek  the  change 
in  renewal  policy  but  will  have  to  enforce  it. 

Another  major  change  that  physicians  soon  will  face  when  renewing 
their  licenses  is  the  requirement  for  mandatory  continuing  medical  edu- 
cation (CME).  The  new  Medical  Practice  Act  requires  all  physicians  to 
obtain  CME  as  a condition  of  license  renewal.  The  law  gives  the  medical 
examiners  board  authority  to  set  the  number  of  hours  required. 

Dr  Goehrs  says  proposed  rules  were  to  be  presented  to  the  board  in 
August.  Final  adoption  could  occur  as  early  as  October  1.  The  board’s  staff 
are  still  studying  how  much  CME  will  be  required  and  when  the  new  rule 
will  be  applied. 

“If  you  set  the  requirement  too  low,  it’s  meaningless,”  Dr  Goehrs  said. 
He  hinted  that  the  level  may  be  set  at  30  hours  of  CME  credit  per  year. 

The  board  has  been  collecting  CME  data  from  physicians  on  a volun- 
tary basis  for  3 years,  and  Dr  Goehrs  says  most  physicians  should  be  able 
to  meet  that  level.  Current  board  figures  show  that  65%  of  physicians 
currently  report  completing  26  or  more  hours  of  CME  each  year,  while 
17.5%  report  completing  between  1 and  25  hours  annually.  Only  17% 
report  no  CME  credit  or  fail  to  respond. 

The  effective  date  of  the  regulations  may  be  delayed  until  next  spring 
to  give  physicians  a better  opportunity  to  comply  with  the  new  law. 
Physicians  who  fail  to  meet  the  minimum  requirement  for  CME  credit 
will  not  have  their  licenses  renewed,  Dr  Goehrs  says. 

★ 


'We  were  able  to  more  carefully  consider 
issues  and  formulate  better  results 
[because  of  rules  changes  in  the  House]. 

— Rep  Hugo  Berlanga  (D-Corpus  Cbristi), 
chairman  of  the  House  Committee  on  Public  Health 


"Legislative  proposals  had  to  include  . . . 
bona  fide  reforms  on  the  front  end,  not  as 
concessions  in  the  later  stages  of  negotiations. 
In  our  case,  we  packaged  a lot  of  good, 
progressive,  proconsumer  interests 
in  our  proposals. 


“There  had  to  be  a defensible  po- 
sition on  what  your  interest  group 
was  advocating,”  he  said.  “Whatev- 
er you  asked  for  — whether  it  was 
the  Public  Utility  Commission  or  Al- 
coholic Beverage  Commission  sunset 
bills,  the  State  Department  of  Insur- 
ance sunset  bill,  or  all  the  allied 
health  sunset  bills  — your  legislative 
proposals  had  to  include  substan- 
tive, not  symbolic,  bona  fide  reforms 
on  the  front  end,  not  as  concessions 
in  the  later  stages  of  negotiations.  In 
our  case,  we  packaged  a lot  of  good, 
progressive,  proconsumer  interests 
in  our  proposals.” 

Many  of  those  proconsumer  pro- 
posals resulted  from  extensive  exam- 
inations of  the  issues  before  the  ses- 
sion began.  William  G.  Gamel,  MD, 
Austin,  then  TMA  president,  ap- 
pointed special  ad  hoc  committees 


to  review  the  sunset  issues  and 
health  insurance  reform.  TMA  also 
was  instrumental  in  setting  up  a 
panel  representing  a wide  range  of 
special  interests  to  look  at  physician 
self-referral.  Dozens  of  other  work 
groups  were  set  up  by  TMA  to  re- 
search and  develop  proposals  or  to 
moderate  negotiations  on  legislation 
ranging  from  medical  education  is- 
sues to  organ  procurement. 

“One  of  the  strategies  that 
proved  most  successful  was  building 
coalitions,”  said  former  TMA  Presi- 
dent Wm.  Gordon  McGee,  MD, 
who  chaired  the  ad  hoc  panel  on  the 
Board  of  Medical  Examiners. 


Through  that  panel,  “we  brought  to 
the  table  trial  lawyers,  hospitals, 
doctors,  consumers,  and  other 
health  professionals,  and  a very  pos- 
itive consensus  was  brought  to  the 
fore,”  Dr  McGee  said. 

Take  the  high  ground  and  hold  it 

Throughout  the  deliberations  and  ne- 
gotiations of  these  panels,  TMA  took 
aggressive  stances  on  policing  the 
medical  profession,  Dr  Gamel  says. 
“The  key  element  in  our  sunset  strate- 
gy was  for  medicine  to  accept  its  own 
culpability  for  weaknesses  and  abuses 
and  to  propose  meaningful  remedies,” 
he  said.  “These  couldn’t  be  bluffs  or 
insincere  gestures.  We  had  to  be  seri- 
ous about  implementing  them.” 

Mr  Ross  says  that  strategy  led  di- 
rectly to  TMA’s  proposal  of  across- 
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Psychiatric  hospital  reforms 
set  unwanted  precedent 


The  Texas  Medical  Association 
and  the  Texas  Society  of  Psychiatric  Physi- 
cians worked  hard  to  help  Sens  Mike  Mon- 
crief  (D-Fort  Worth),  Judith  Zaffirini  (D- 
Laredo),  and  Chris  Harris  (R-Arlington)  pass  a 
meaningful  package  of  psychiatric  hospital  reforms. 

Despite  general  support  for  the  eight  bills  that 
passed,  however,  physicians  are  concerned  that  one 
small  provision  may  have  set  an  unhealthy  precedent 
for  medicine.  That  provision  is  a complete  ban  on  the 
use  of  electroconvulsive  therapy  (ECT)  on  anyone 
younger  than  age  16. 

“Here,  for  the  first  time,  we  have  government 
telling  doctors  and  patients  what  kind  of  treatment 
they  can  have,”  said  John  Bush,  executive  director  of 
the  psychiatric  society.  “It’s  precedent  setting  in  that 
here  is  the  legislature  dictating  medical  treatment  to 
doctors.  It’s  also  denying  the  citizens  of  this  state  the 
right  to  consent  to  medical  treatment.” 

The  provision  was  contained  in  Senate  Bill  205  by 
Senator  Moncrief,  which  sets  out  a patient’s  bill  of 
rights,  new  marketing  regulations  for  psychiatric  hos- 
pitals, and  new  intake  and  discharge  procedures.  The 
provision  not  only  bans  all  use  of  ECT  for  adolescents, 
it  also  requires  that  both  voluntary  and  involuntary 
patients  must  consent  to  the  procedure,  requires  the 
guardian  of  a patient  adjudicated  as  incompetent  to 
consent  to  the  treatment,  and  requires  the  Texas  De- 
partment of  Mental  Health  and  Mental  Retardation  to 
adopt  an  ECT  consent  form  with  instructions  to  ad- 
dress certain  risks,  such  as  irrevocable  memory  loss. 

Quarterly  reports  must  be  filed  for  ECT  proce- 
dures, as  well  as  for  psychosurgery,  prefrontal  sonic 
sound  treatment,  and  other  convulsive  or  coma-pro- 
ducing therapy  administered  to  treat  mental  illness. 

Mr  Bush  says  ECT  is  not  widely  used  for  adoles- 
cents — only  two  or  three  times  annually  in  Texas  — 
but  can  be  lifesaving  when  needed  for  treatment  of  se- 
vere depression  or  catatonia.  ECT  is  widely  used  for 
treatment  of  adults,  he  adds. 


“ECT  has  been  endorsed  by  every  medical  and  sci- 
entific body  in  the  nation,”  he  said.  There  were  no 
abuses  of  ECT  treatment  uncovered  in  any  legislative 
hearings  on  the  psychiatric  hospital  reforms  or  in  the 
investigation  of  the  private  psychiatric  hospital  scandal 
in  1991  that  prompted  the  bills,  he  adds. 

“The  only  reason  that  it  came  up  was  that  it  is  a 
political  agenda  of  a national  group  of  antipsychiatric 
people  to  restrict  the  biological  treatment  of  mental 
illness,  including  ECT  and  psychoactive  medications, 
and  to  completely  ban  involuntary  commitments,” 
Mr  Bush  said. 

The  groups  in  question  are  the  Church  of  Scientol- 
ogy and  the  National  Association  of  Psychiatric  Sur- 
vivors. Mr  Bush  says  those  groups  do  not  believe 
mental  illness  exists.  “They’re  very  fringe,  radical 
groups  whose  agenda  is  to  ban  medical  psychiatric 
treatment  of  mental  illness,”  he  said. 

He  says  legislators  chose  to  enact  the  ECT  ban  de- 
spite testimony  of  dozens  of  medical  experts  and  posi- 
tion papers  supporting  the  treatment  from  the  Na- 
tional Institute  of  Mental  Health,  the  National 
Institutes  of  Health,  the  American  Medical  Associa- 
tion, the  American  Psychiatric  Association,  and  the 
US  Food  and  Drug  Administration. 

“There  is  no  evidence  of  any  inappropriate  use  in 
the  state  of  Texas  to  warrant  any  ban  of  this  medical 
treatment,”  Mr  Bush  said. 

For  psychiatrists,  and  all  physicians,  concern  ex- 
tends beyond  ECT.  Now  that  the  precedent  has  been 
set,  the  door  may  be  open  for  other  legislative  intru- 
sions into  the  practice  of  medicine,  Mr  Bush  says. 

And  the  antipsychiatry  groups  are  not  through 
with  their  agenda.  “These  people  will  be  back.  They 
did  not  want  to  ban  ECT  only  for  people  under  16. 
They  wanted  to  ban  it  for  everybody,”  Mr  Bush  said. 
“There  also  are  measures  under  way  to  restrict  and 
regulate  psychoactive  medications,  which  affect  not 
only  psychiatrists  but  all  kinds  of  physicians  prescrib- 
ing those  medications.” 


the-board  standards  for  all  health  pro- 
fession licensing  agencies  and  licensed 
health  professionals.  That  proposal 
was  enacted  as  part  of  a bill  creating 
the  Health  Professions  Council. 

“Medicine  felt  so  strongly  about 
the  across-the-board  standards  that 
we  recommended  that  the  legislature 
could  fire  all  the  boards  and  let  the 
governor  reappoint  these  individu- 
als, pushing  all  boards  through  the 


same  credentialing  screen,”  Dr 
Gamel  said. 

The  strategy  also  had  the  effect  of 
“ratcheting  downward”  the  scope- 
of-practice  agendas  of  the  allied 
health  groups,  he  adds.  By  maneu- 
vering the  across-the-board  stan- 
dards onto  the  House  floor  ahead  of 
the  allied  health  sunset  bills,  it 
forced  the  allied  health  groups  to 
concede  the  scope-of-practice  issues. 


“Our  view  was  that  none  of  these 
bills  would  move  until  the  personal 
agendas  were  taken  out  and  the 
sanctity  of  the  sunset  process  was 
preserved,”  Mr  Ross  said.  Some  of 
the  allied  health  groups  attempted  to 
hold  out  for  their  scope-of-practice 
issues,  but  their  bills  simply  did  not 
move  through  the  process.  “We  just 
hung  tough,  even  when  our  own 
doctors  were  worrying  that  our  bill 
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“One  of  the  strategies  that 
proved  most  successful  was 
building  coalitions. 


“The  key  element  in  our  sunset  strategy 
was  for  medicine  to  accept  its  own 
culpability  for  weaknesses  and  abuses 


— Wm.  Gordon  McGee,  MD,  El  Paso, 
former  TMA  president  who  chaired  the 
ad  hoc  panel  on  the  Board  of  Medical  Examiners 


and  to  propose  meaningful  remedies. 

— William  G.  Gamel,  MD,  Austin, 

TMA  immediate  past  president 


wasn’t  moving  either,”  Mr  Ross 
said.  “Predictably,  the  groups  even- 
tually folded.” 

Another  part  of  the  battle  on  sun- 
set, as  well  as  other  issues,  was  avoid- 
ing the  “symbolic  fight,”  Mr  Ross 
says.  One  issue  on  which  TMA  might 
have  done  that  was  composition  of 
the  State  Board  of  Medical  Examin- 
ers. The  Sunset  Advisory  Commission 
had  recommended  reducing  the  num- 
ber of  physician  members  and  adding 
three  nonphysicians. 

“We  didn’t  argue  against  more 
consumers  on  the  board.  Rather,  we 
argued  that  reducing  the  number  of 
physician  members  would  increase 
the  clinical  workload  for  the  remain- 
ing physicians,”  Mr  Ross  said. 

TMA  negotiated  a compromise 
that  increased  consumer  representa- 
tion without  reducing  the  number  of 
physicians.  That  compromise  in- 
creased total  board  members  from  15 


to  18,  meaning  the  board  now  will 
include  nine  medical  doctors,  three 
osteopaths,  and  six  consumers.  The 
governor’s  office  is  working  closely 
with  TMA  to  get  highly  qualified  in- 
dividuals to  serve  in  these  positions. 

One  health  profession  did  choose 
to  make  a symbolic  fight  — the  den- 
tists. They  dug  in  their  heels  over 
creation  of  a dental  hygienist  adviso- 
ry board,  half  of  whose  members 
were  to  be  appointed  by  the  gover- 
nor. The  dentists  refused  to  budge 
and  saw  the  State  Board  of  Dental 
Examiners  sunset  bill  stall  and  ulti- 
mately fail  to  pass.  That  means  the 
board  will  cease  to  exist  in  Septem- 
ber 1994,  and  dentists  potentially 
will  be  unregulated  unless  another 


regulatory  entity,  such  as  the  Texas 
Department  of  Health  or  the  Board 
of  Medical  Examiners,  can  assume 
some  of  its  responsibilities  until  the 
legislature  reconvenes  in  1995. 

“They  chose  at  the  last  minute  to 
have  no  bill,  hoping  to  be  included 
in  a special  session,”  Representative 
Cain  said.  “I  think  if  they  had  it  to 
do  over  again,  they  might  want  to 
look  at  it  in  a different  light.  The 
governor  has  said,  at  least  so  far,  she 
won’t  call  a special  session  for  it.” 

Despite  the  failure  of  the  dental 
examiners  board  sunset  bill.  Repre- 
sentative Cain  says  the  new  House 
rules  produced  a far  smoother  sun- 
set process  than  in  previous  sessions. 
“A  lot  of  sunset  bills  in  the  past 
were  held  to  the  very  last  minute, 
with  compromises  being  made  while 
people  were  being  pushed  up  against 
a cliff,”  he  said.  “It  just  didn’t  hap- 
pen this  time.  The  new  rules  made 
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Health-care  legislation  highlights 

Organized  medicine’s  success  in  the  73rd  Legislature  came  in  many  areas.  Following  are  key  features  in  selected 
health  legislation  signed  into  law  by  Gov  Ann  Richards.  For  a complete  listing  of  the  health-related  laws  enacted  by 
the  73  rd  Legislature  or  the  status  of  legislation  that  failed,  contact  the  TMA  Division  of  Public  Affairs. 


Small-employer  health  insurance  reform 

Provides  affordable  health  insurance  policies  for  groups  of  fewer  than 
50  employees  and  allows  smaller  employers  to  form  insurance-pur- 
chasing groups;  establishes  regulatory  reforms  including  mandatory  ac- 
ceptance and  portability  of  coverage. 

Medical  liability  reform 

Requires  a plaintiff  to  file  a sworn  affidavit  or  post  a bond  at  the  time 
of  suit;  requires  a 45-day  response  to  standardized  interrogatory;  sim- 
plifies and  enhances  the  state  indemnification  program. 

Lawsuit  abuse  reform 

Elevates  barratry  and  solicitation  (ambulance  chasing  by  attorneys  or 
their  agents)  to  a felony,  and  mandates  the  State  Bar  to  promulgate 
tough  new  rules  on  lawyer  advertising. 

Psychiatric  services  reform 

Establishes  extensive  new  requirements  regarding  admission,  discharge, 
and  treatment  of  psychiatric  patients;  restricts  electroconvulsive  thera- 
py to  use  with  patients  older  than  age  16. 

Medical  Practice  Act 

Recreates  the  Texas  State  Board  of  Medical  Examiners;  maintains  all 
physician  positions  and  physician  majority  on  the  board;  simplifies  and 
streamlines  complaint  and  disciplinary  processes;  permits  a “no  con- 
test” plea  for  physicians  that  is  immune  from  civil  liability;  requires 
continuing  medical  education  through  board  rules;  regulates  acupunc- 
ture and  physician  assistants;  provides  for  mutual  discovery  and  new 
legal  rights  in  informal  settlement  conferences. 

Health  Professions  Council  and  across-the-board  standards 

Creates  a consortium  of  the  major  health  licensure  boards  and  establishes 
strict  advertising  and  marketing  standards,  violations  of  which  breach  both 
the  health  professionals’  respective  licenses  and  the  Deceptive  Trade  Prac- 
tices Act;  requires  all  board  appointees  to  be  trained  and  to  demonstrate 
adequate  knowledge  of  the  laws  to  be  administered. 

Surrogate  consent 

Permits  a designated  surrogate  to  authorize  consent  for  inpatient  treat- 
ment of  incapacitated  adults. 

Blood  donors 

Lowers  to  17  the  age  at  which  an  individual  can  donate  blood  without 
parental  consent. 

Organ  procurement 

Refines  procedures  for  organ  procurement  that  were  set  out  in  TMA- 
supported  legislation  passed  in  1991. 

Poison  control  tied  to  911 

Creates  a network  of  poison  control  centers  tied  to  the  91 1 emergency 
telephone  system. 

Hospital  charity  care 

Defines  hospital  charity  care  and  sets  out  minimum  levels  that  must  be 
provided  to  maintain  nonprofit,  tax-exempt  status. 

Family  practice  residency  programs 

Creates  three  family  practice  residency  training  pilot  projects  to  pro- 
vide care  for  indigent  patients. 


Egg/embryo  donations 

Creates  legal  familial  relationships  for  egg/embryo  donations. 

Birth  defects  registry 

Establishes  a birth  defects  registry  at  the  Texas  Department  of  Health 
to  track  defects  such  as  anencephaly. 

Debt  forgiveness 

Establishes  a generous  loan  repayments  program  as  an  incentive  for 
physicians  entering  family  practice. 

Mammography  regulation 

Requires  mammography  devices  to  meet  American  College  of  Radiolo- 
gy standards. 

Driver’s  license  revocation 

Permits  administrative  revocation  of  driver’s  license  for  failure  to  con- 
sent to  a blood  alcohol  test  or  “Breathalyzer.” 

Immunization  system 

Creates  a statewide  bilingual  immunization  system. 


Bills  that  didn’t  make  it 

Legislative  success  or  failure  is  also  defined  by  what  did 
not  pass.  Following  is  a sampling  of  failed,  abandoned, 
and  incomplete  efforts: 

Sunset  ambitions  by  nonphysicians 

For  a variety  of  reasons  and  motives,  no  amendments  or  legislation  ex- 
panding scope  of  practice  were  achieved. 

Self-referral  restrictions 

Despite  TMA’s  efforts  to  accomplish  a consensus  bill,  the  measure  was 
blocked  procedurally  in  the  closing  week  of  the  session  for  unrelated 
motives. 

State  laboratory  and  medical  technologists  regulation 

An  amendment  to  attach  regulations  similar  to  the  Clinical  Laboratory 
Improvement  Amendments  on  the  Medical  Practice  Act  was  defeated 
on  the  House  floor. 

Anti-abortion  amendment 

An  amendment  to  the  Medical  Practice  Act  to  restrict  abortions  nar- 
rowly failed  in  the  House. 

Cost  containment  commission  and  statewide  physician/hospital  morbidity, 
mortality,  and  fee  data  collections  and  reporting 

Legislation  failed  to  gain  a medical/hospital/business  compromise  in 
the  closing  weeks  of  the  legislature. 

Physician  work  force  reform 

Efforts  to  build  incentives  in  medical  education  to  graduate  more  prima- 
ry care  physicians  met  with  controversy.  Late  efforts  at  negotiation  led 
by  The  University  of  Texas  System  and  TMA  ran  out  of  time. 

Physician-assisted  suicide 

A Kevorkian-style  bill  was  filed  late  at  a constituent’s  request  and  never 
got  a hearing. 
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“Groups  like  TMA  obviously 
understood  t lie  rules  . . . and  went  about 
their  business  in  a very  orderly,  efficient 
way,  and  it  paid  off  for  them. 

— Rep  David  Cain  (D-Dallas), 
chairman  of  the  Sunset  Advisory  Committee 


[the  lobbyists]  work  very  hard  early 
in  the  process.  And  there  wasn’t  the 
potential  for  ambushes  we’ve  seen  in 
the  past. 

“Groups  like  TMA  obviously  un- 
derstood the  rules  and  the  intent  of 
the  rules  and  went  about  their  busi- 
ness in  a very  orderly,  efficient  way, 
and  it  paid  off  for  them,”  Representa- 
tive Cain  added.  “All  through  the 
process,  you  had  to  be  mindful  that 
the  clock  was  ticking  at  a different 
rate  than  in  past  sessions.” 

The  same  factors  affected  the  de- 
bate on  health  insurance  and  liabili- 
ty reforms,  health-care  spending, 
and  a wide  range  of  other  issues.  By 
steering  a similar  course,  TMA  was 
successful  on  nearly  every  issue  this 
session.  In  the  end,  the  list  of  TMA 
victories  was  impressive  — passage 
of  the  Medical  Practice  Act  sunset 
bill,  defeat  of  allied  health  scope-of- 


practice  issues,  passage  of  meaning- 
ful health  insurance  reforms  for 
small  businesses,  passage  of  un- 
precedented liability  and  lawsuit 
abuse  reforms,  passage  of  several 
important  public  health  measures 
such  as  creation  of  a network  of  poi- 
son control  centers,  new  mammog- 
raphy regulations,  and  more. 

Galt  Graydon,  an  Austin  attor- 
ney and  lobbyist  who  represents  ra- 
diologists, said  TMA’s  success 
was  impressive. 

“Medicine  had  a lot  of  irons  in 
the  fire,  there  was  just  a mountain 
of  stuff,”  Mr  Graydon  said.  “I  con- 


tinue to  be  impressed  with  the 
efficiency  and  effectiveness  of 
TMA’s  lobby  group.” 

Said  Dr  Castrow,  “I  was  delight- 
ed that  the  strategy  really  fell  into 
place  just  as  expected.  We  didn’t 
have  any  floor  fights,  and  I don’t 
know  of  any  losses  we  had,  with  the 
possible  exception  of  the  self-referral 
bill.”  TMA  came  close  to  passing 
the  bill  limiting  self-referral,  but  the 
measure  was  struck  down  on  a point 
of  order  largely  unrelated  to  the  is- 
sues being  debated  (see  Texas 
Medicine,  August  1993,  pp  48-51). 

“I  don’t  think  the  average  TMA 
member  really  knew  how  much  was 
on  the  line  in  this  session  or  how 
well  it  went,”  Dr  Castrow  said.  “I 
think  all  the  right  moves  were  made 
and  all  the  stars  lined  up  in  the  right 
positions  to  bring  about  some  sig- 
nificant legislation.”  ★ 
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Breathing 
New  Life  Into  Your 
Foundation 

Will  Take  Hard 

Work  From  Us  And 

A Few  Injections 

From  You 


The  TMA  Education  and 
Research  Foundation  is  the  charitable 
arm  of  Texas  Medical  Association. 
Our  purpose  is  to  fund  the  health- 
care projects  you  care  about.  And  we 
have  rededicated  ourselves  to  this 
mission. 

We  are  your  non-profit,  health- 
care foundation.  We  are  physician 


directed,  with  good  stewardship, 
strong  leadership  and  a focus  on 
responding  to  the  health-care  needs 
of  today's  Texans.  Our  work  with 
the  statewide  immunization 
coalition  and  commitment  to  child 
and  adolescent  health  programs 
show  our  dedication  to  fund 
projects  that  Texas  doctors  believe 
are  important. 


Although  your  financial  sup- 
port is  important  to  us,  what  we 
value  most  is  your  trust,  because  we 
know  there  are  so  many  other 
organizations  to  which  you  can 
give.  Look  at  us  again  before  you 
give.  Or  call  us  at  (800)  880-1300, 

Ext.  1372  to  learn  how  you  can  play 
a vital  role  in  your  foundation. 


Texas  Medical  Association  Education  And  Research  Foundation 

401  West  15th  Street,  Austin,  Texas  78701-1680  Phone  (512)  370-1372  Fax  (512)  370-1631 
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cience  and  education 


The  SCA1  project  research 
team  at  Baylor  College  of 
Medicine  is,  front  row 
from  left,  Sandro  Banfi, 
MD;  Huda  V.  Zoghbi, 

MD;  back  row,  Antonio 
Servadio,  PhD;  Thomas 
Kwiakkowskt , Jr,  PhD; 
and  Alanna  McCall.  Not 
pictured  is  Arthur 
Beaudet,  MD,  of  Baylor’s 
Howard  Hughes  Medical 
Institute. 


Leaders  of  the  UT  South- 
western/Genetech  cancer 
research  team  are  Joseph 
L.  Goldstein,  MD,  left, 
and  Michael  S.  Brown, 
PhD.  Drs  Goldstein  and 
Brown  were  awarded  the 
1 985  Nobel  Prize  in  phys- 
iology and  medicine. 


Texas  researchers 
announce  two  major 
genetics  breakthroughs 

Two  Texas-based  studies, 
one  at  The  University  of  Texas 
Southwestern  Medical  School 
in  Dallas  and  one  at  Baylor  College 
of  Medicine  in  Houston,  recently 
published  findings  in  genetics  re- 
search that  could  lead  to  improved 
treatments  for  certain  types  of  cancer 
and  inherited  neurological  diseases. 

A team  of  researchers  at  UT 
Southwestern  have  designed  a 
molecule  that  may  stop  uncontrolled 
cell  division  in  certain  kinds  of  tu- 
mors, while  Baylor  investigators 
have  discovered  the  gene  responsible 
for  spinocerebellar  ataxia  type  1 
(SCA1),  an  inherited,  fatal  neurolog- 
ical disorder. 

Nobel  laureates  Michael  S.  Brown, 
PhD,  and  Joseph  L.  Goldstein,  MD,  at 
UT  Southwestern  and  colleagues  at 
Genetech  Inc,  a California  biotechnol- 
ogy firm,  reported  in  the  June  25  issue 
of  Science  magazine  on  research  that 
has  resulted  in  development  of  a fami- 
ly of  benzodiazepine-based  “pep- 
tidomimetics”  that  inhibit  an  enzyme 
vital  to  the  function  of  the  oncogenic 
Ras  proteins. 

“These  compounds  allow  us  to 
test  the  theory  that  inhibition  of  the 
enzyme  that  turns  Ras  on  could  be 
effective  in  stopping  the  growth  of 
certain  tumors,”  Dr  Brown  said. 

Normal  Ras  is  located  in  all  tis- 
sues, but  oncogenic  Ras  has  been 
implicated  as  a contributing  factor 
in  some  colon  cancers  and  in  almost 
all  cancers  of  the  pancreas. 

The  researchers  emphasize  that 
this  development  is  neither  a new 


Mark  Richardson,  associate  editor , writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


treatment  nor  a cure  for  cancer. 
“This  is  one  step  in  what  may  be  a 
very  long  process  that  may  eventual- 
ly lead  to  the  design  of  new  treat- 
ments for  certain  types  of  cancer,” 
Dr  Goldstein  said. 

Ras  is  the  protein  inside  cells  that 
helps  control  cell  division,  taking  its 
cue  from  a fatty  substance  called 
farnesyl.  Ras  normally  switches 
back  and  forth  between  an  active 
and  inactive  state,  but  if  there  has 
been  a mutation  in  the  Ras  gene,  the 
protein  may  remain  active,  telling 
the  cell  to  divide  again  and  again. 

The  research  project  was  able  to 
isolate  the  gene  that  encodes  for  the 


enzyme  that  drives  the  cell  division 
process  and  also  to  establish  that 
blocking  the  action  of  the  enzyme 
with  peptidomimetics  can  inhibit  un- 
controlled cell  division  without  inter- 
fering with  the  normal  growth  pro- 
cess. Most  cancer  treatments  now  in 
use  can  block  oncogenic  cell  division 
but  also  interfere  with  normal  cells. 

The  research  was  funded  by  a 
grant  from  the  National  Institutes  of 
Health. 

Investigators  at  Baylor,  who 
worked  with  a team  from  the  Univer- 
sity of  Minnesota  Medical  School, 
say  the  discovery  of  the  gene  respon- 
sible for  SCA1  may  lead  to  better  un- 
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Science  and  Education 


SCIENCE  AMBASSADORS 
INSPIRE  STUDENTS 


The  Natural  Science  Ambassador  Project  is  entering  its 
third  year  of  recruiting  physicians  to  speak  to  students  in  San  Antonio 
and  surrounding  area  schools.  At  left,  Jose  Santos,  MD,  a San  Antonio 
physiatrist,  talks  to  students  at  Burleson  Elementary  School  in  San  Antonio. 
At  right,  David  Schneider,  MD,  a San  Marcos  family  practice  physician, 
talks  with  students  at  San  Marcos  Baptist  Academy.  Cosponsored  by  TMA’s 
Young  Physicians  Section  and  Council  on  Scientific  Affairs,  the  program  is 
coordinated  by  Martin  Guerrero,  MD,  of  San  Antonio.  TMA  has  developed 
a brochure  on  the  program  for  physicians  who  might  be  interested  in  con- 
ducting the  program  elsewhere  in  the  state.  For  more  information,  contact 
Corinne  Hebda  at  (800)  880-1300  or  (512)  370-1441. 


derstanding  of  the  causes  of  inherited 
neurological  disorders.  Their  findings 
were  reported  in  the  July  edition  of 
the  journal  Nature  Genetics. 

“We  found  that  SCA1  is  caused 
by  an  expansion  of  a specific  DNA 
sequence,  called  a trinucleotide  re- 
peat, which  mirrors  a recent  finding 
regarding  a similar  mechanism  that 
occurs  in  Huntington’s  disease,” 
said  Huda  Y.  Zoghbi,  MD,  an  asso- 
ciate professor  of  pediatrics  and 
molecular  genetics  at  Baylor  and  co- 
principal investigator  in  the  study. 

I he  other  coprincipal  investiga- 
tor, Harry  Orr,  MD,  a professor  of 
laboratory  medicine  and  pathology 
at  Minnesota,  says  the  finding  raises 
the  possibility  that  unstable  trinu- 
cleotide repeats  are  the  cause  of 
many  neurodegenerative  diseases. 

Using  standard  genetic  mapping 
techniques,  the  researchers  confined 
the  gene’s  location  to  a small  region 
on  chromosome  6 and  discovered  an 
expanded  DNA  sequence  in  that  re- 
gion in  individuals  affected  with 
SCA1.  They  also  determined  that 


the  larger  the  expansion,  the  earlier 
SCA1  symptoms  appeared  and  the 
more  severe  they  were. 

SCA1  is  inherited,  and  an  adult 
with  the  genetic  trait  for  the  disease 
has  a 50%  chance  of  passing  it  on  to 
a child.  However,  symptoms  of  the 
disease  do  not  usually  occur  until  af- 
ter age  30,  so  many  of  its  victims 
have  already  had  children  when  they 
learn  they  have  the  condition. 

The  condition,  which  affects 
about  1 in  25,000  people,  produces 
a loss  of  balance  and  coordination 
that  progresses  to  complete  disabili- 
ty, including  the  loss  of  speech  and 
swallowing  control.  Most  victims 
die  within  10  to  15  years  of  the  on- 
set of  symptoms. 

Th  e research  was  funded  by  the 
National  Institutes  of  Science,  the 
Muscular  Dystrophy  Association, 
and  the  National  Ataxia  Foundation. 


‘Reachable  Teachables’ 
program  distributes 
donated  materials 

PHYSICIANS,  PHARMACEUTICAL 
companies,  and  others  have  re- 
sponded to  the  Texas  Medical 
Association’s  “Reachable  Teachables” 
program,  donating  everything  from 
books  and  videotapes  to  microscopes 
and  models  of  the  human  body  for 
use  by  Texas  science  students. 

Started  by  the  TMA  Council  on 
Scientific  Affairs  this  May,  the  pro- 
gram distributes  much-needed  sci- 
ence education  materials  to  Texas 
teachers  and  students  through  the 
Texas  Education  Agency’s  20  region- 
al service  centers. 

“We  were  pleased  with  the  initial 
response,”  said  John  W.  Burnside, 
MD,  chairman  of  the  Council  on 
Scientific  Affairs,  “but  we  would 
like  to  encourage  additional  dona- 
tions from  doctors’  offices,  hospi- 
tals, and  clinics.” 

Donated  items  include  several 
used  microscopes;  medical  text- 
books; and  dozens  of  types  of  infor- 
mational brochures,  videos,  and 
posters.  TMA  has  donated  20  copies 
of  the  video  “Science  and  Art  in  the 
Name  of  Healing,”  one  each  for  the 
20  regional  service  centers  to  loan  to 
school  districts. 

TMA  handles  coordination  be- 
tween donors  and  the  regional  ser- 
vice centers,  matching  needs  with 
available  materials.  Donors  send 
materials  directly  to  the  service  cen- 
ters, Dr  Burnside  says. 

According  to  Noranna  B.  Warner, 
MD,  a Houston  rheumatologist,  the 
project  provided  a satisfactory  way 
to  handle  equipment  that  was  no 
longer  of  use  to  her.  “I  had  two  mi- 
croscopes just  sitting  on  the  shelf. 
With  one  phone  call,  I was  able  to 
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make  a donation  that  benefited  stu- 
dents in  my  community.” 

One  of  the  program’s  institutional 
donors  is  the  Texas  Society  for 
Biomedical  Research  (TSBR),  a pri- 
vate, nonprofit  group  that  promotes 
the  benefits  of  research  using  animals. 

“Scientific  literacy  is  absolutely  vi- 
tal for  Texas  schoolchildren,”  said 
Lorraine  Hough,  TSBR  executive  di- 
rector. “We  want  to  give  science 
teachers  all  the  support  we  can  to  en- 
sure that  there  will  be  another  gener- 
ation of  Texas  students  who  want  to 
become  scientists  and  physicians.” 

TSBR  has  given  each  regional 
service  center  a sample  packet  of  the 
educational  materials  it  has  avail- 
able. Teachers  and  school  districts 
can  order  the  materials  from  TSBR’s 
Austin  headquarters. 

In  addition  to  the  items  previous- 
ly mentioned,  other  needed  materi- 
als include  used  stethoscopes,  x-rays 
(with  identifications  removed),  and 
other  safe  medical  instruments. 

For  more  information  or  to  do- 
nate materials,  contact  Judith  Liv- 
ingston, MEd,  TMA’s  science  and 
preventive  medicine  program  man- 
ager, at  (800)  880-1300  or  (512) 
370-1464.  ★ 


MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Study  targets  ability  to  immunize  before  birth 

Southwest  Foundation  for  Biomedical  Research,  San  Antonio  — Investi- 
gators are  studying  a technique  that  would  stimulate  a mother’s  immune 
system  to  send  protective  antibodies  across  the  placenta  to  protect  her  un- 
born child  from  a variety  of  bacterial  infections.  The  project,  funded  by  a 5- 
year,  $2.3  million  grant  from  the  National  Institute  of  Allergy  and  Infectious 
Diseases,  is  aimed  at  protecting  infants  from  bacteria!  infections  such  as 
group  B streptococcus , the  leading  cause  of  meningitis  in  infants,  and 
Haemophilus  influenzae  type  B,  which  may  lead  to  hearing  loss,  mental  re- 
tardation, and  death.  Infant  vaccines  exist  for  both  bacteria,  but  usually  are 
not  effective  until  age  4 to  6 months.  The  project  is  studying  the  effects  of 
the  in  utero  vaccination  technique  on  30  pregnant  baboons,  in  which  pla- 
centa formation  is  similar  to  humans.  If  the  baboon  studies  are  successful, 
researchers  say  human  trials  will  follow. 

Texas  College  of  Osteopathic  Medicine  becomes  health  science  center 

University  of  North  Texas  Health  Science  Center,  Fort  Worth  — As  a re- 
sult of  a measure  passed  by  the  Texas  Legislature,  the  former  Texas  Col- 
lege of  Osteopathic  Medicine  (TCOM)  has  been  renamed  the  University  of 
North  Texas  Health  Science  Center  at  Fort  Worth.  The  osteopathic  medical 
school  has  been  affiliated  with  the  University  of  North  Texas  since  1975.  Al- 
fred F.  Hurley,  PhD,  has  been  named  chancellor  of  the  health  science  center, 
and  David  M.  Richards,  DO,  is  president.  Dr  Richards  says  the  health  sci- 
ence center  will  continue  its  mission  of  training  primary  care  physicians. 
“TCOM,  on  a percentage  basis,  is  the  largest  producer  of  family  physicians 
in  Texas  and  one  of  the  largest  in  the  United  States.  We  are  becoming  a 
health  science  center  at  a time  when  the  challenges  facing  the  health-care 
system  in  this  country  have  never  been  greater.”  TCOM  was  founded  in 
1970  as  a private  osteopathic  medical  school  and  has  graduated  1,833  os- 
teopathic physicians  since  its  first  class  of  18  in  1974. 

Calorimetric  sensing  system  uses  laser  to  measure  chemical  constituents 

Texas  A&M  University,  College  Station  — A calorimetric  sensing  system 
with  both  industrial  and  medical  applications  has  been  developed  at  the 
Texas  Engineering  Experiment  Station  at  Texas  A&M.  The  main  advantage 
of  the  system,  which  uses  fiber  optics  and  laser  technology,  is  its  ability  to  si- 
multaneously measure  multiple  chemical  and  biological  specimens,  accord- 
ing to  its  inventors.  The  system  performs  its  analysis  within  1 second  or  less, 
compared  to  several  minutes  or  longer  for  previous  systems.  The  device  de- 
tects the  absorption  of  a modulated  laser  beam  by  a particular  chemical 
species  using  an  optical  fiber  to  transmit  light  to  an  interaction  region  near  a 
fiber-optic  interferometer.  Its  medical  applications  include  the  ability  to  mea- 
sure oxygen  levels  and  other  constituents  in  the  blood.  Because  of  its  size, 
the  sensor  can  be  used  in  a catheter  for  biomedical  monitoring  applications. 
For  more  information,  contact  Deanna  Geddie,  Technology  Licensing  Office, 
Texas  A&M  University,  College  Station,  TX  77843,  or  call  (409)  847-8682. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  Section,  401  W 15th  St,  Austin,  TX  78701. 
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It  wastes  them  away. 

Duchenne  is  a "progressive" 
disease,  so  the  child  grows 
weaker  over  time.  The  muscle 
loss  can't  be  stopped.  And  it 
can't  be  reversed. 

The  Muscular  Dystrophy 
Association  is  striving  to  cure 
Duchenne.  And  on  Christmas 
Eve  of  1987,  in  what  MDA 
Chairman  Jerry  Lewis  called 
"a  holiday  gift  of  hope,"  MDA 
researchers  announced  a land- 
mark advance:  discovery  of  the 
cause  of  this  dread  disease. 

Now  we're  directly  on  the 
path  to  a cure  for  Duchenne. 
And  MDA  researchers  are 
racing  against  time  to  save  the 
children  stricken  today. 

You  can  help  save  these 
children  — and  youngsters 
and  adults  with  other  muscle 
diseases  — by  making  a tax- 
deductible  contribution  to 
MDA.  The  Association  receives 
no  government  grants  or 
patient  fees  for  services,  so  its 
work  is  funded  entirely  by 
private  donations. 

Please  send  your  support 
to  MDA  today.  And  maybe 
soon  we'll  see  Duchenne,  not 
muscles,  disappear. 


® 

Muscular  Dystrophy  Association 
Jerry  Lewis,  National  Chairman 

To  make  a donation  or  bequest  to  MDA, 
to  receive  an  annual  report  or  to  obtain 
more  information,  write  to: 

Muscular  Dystrophy  Association, 

810  Seventh  Avenue,  New  York,  NY  10019. 
Or  contact  your  local  MDA  office. 

MDA  @ is  a registered  service  mark  ol  Muscular  Dystrophy  Association,  Inc 


a world-class  operation, 
udency  blues." 


A GREAT  WAY  TO  SERVE 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin.  TX  78743-6002 

AIR  FORCE  RESERVE 


The  shock,  the  anguish,  the  damage  — the  results  of  a crash  far  outweigh  the  time  you 
save  by  driving  too  List.  It’s  a fact  that  your  chances  of  seriously  injuring  someone  increase 
the  faster  you  go.  And  when  you  drive  too  fast  for  conditions,  you  make  things  even  worse. 
A crash  like  this  can  happen  in  a heartbeat.  And  if  it  does,  it  will  change  your  life  forever. 

O SPEEDING.  GETS  YOU  NOWHERE.  FAST. 

U S Department  of  Transportation 
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TMA  studies  options 
after  state  freezes 
Medicaid  payments 

The  Texas  Medical 
Association  is  considering, 
among  other  steps,  legal  action 
against  the  state  after  the  Texas  De- 
partment of  Human  Services  (DHS) 
board  voted  to  freeze  Medicaid  re- 
imbursements to  physicians  for  at 
least  the  next  2 years. 

The  reimbursement  freeze  is  the 
latest  fallout  from  the  Governor’s 
Health  Care  Cost  Containment  Ini- 
tiative, which  called  for  a $1  14  mil- 
lion cut  in  the  Texas  Department  of 
Health  (TDH)  budget  as  a part  of 
Gov  Ann  Richards’  and  other  state 
leaders’  pledges  of  no  new  taxes 
during  the  73rd  Legislature.  Respon- 
sibility for  administering  the  Medi- 
caid program  was  transferred  from 
DHS  to  TDH  on  September  1, 
which  is  also  the  date  the  freeze 
went  into  effect. 

“This  is  bad  policy,”  said  Mike 
Dabbs,  TMA  director  of  quality  as- 
surance and  utilization  review.  “It 
puts  in  jeopardy  many  of  the  gains 
we  have  made  over  the  last  2 years 
that  have  resulted  in  increased 
physician  participation.” 

The  cut,  which  will  eliminate  all 
cost-of-living  increases  in  physician 
reimbursement  fees  for  the  1994- 
1995  biennium,  was  originally  re- 
jected by  the  DHS  board  at  its  July 
16  meeting.  But  after  reportedly  re- 
ceiving pressure  from  state  leaders, 
board  members  reconsidered  and 
approved  the  measure. 

Physicians  will  bear  the  brunt  of 
the  payment  freeze,  according  to  Mr 
Dabbs,  because  while  payments  to 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


physicians  will  remain  static  for  2 
years,  inpatient  hospital  and  nursing 
home  payments  will  increase  during 
the  same  period. 

“Our  concern  for  the  patients  in 
this  state  has  to  be  that  Medicaid  re- 
imbursement has  been  at  less  than  cost 
for  some  time,”  said  Nancy  W.  Dickey, 
MD,  of  Richmond,  chair- 
man of  the  TMA  Physi- 
cian-Patient Advocacy 
Committee.  “We  have 
worked  diligently  — with 
cooperation  from  state 
government — to  get  those 
levels  increased  in  order  to 
increase  the  number  of 
providers.  Now,  as  we  be- 
gin to  make  mere  baby- 
steps  forward,  we  again 
balance  the  budget  on  the 
backs  of  those  who  can 
least  tolerate  it,  and  that’s 
the  patients  who  rely  on 
state  government  for  their 
health  care.” 

In  April  1992,  after 
months  of  negotiations 
between  a TMA-led  coali- 
tion of  interest  groups 
and  the  state,  DHS  implemented  a re- 
vised Medicaid  payment  system  simi- 
lar to  Medicare’s  resource-based  rela- 
tive value  scale  (RBRVS),  which 
increased  payments  for  primary  care 
physicians  while  reducing  fees  for 
surgery  and  other  procedures.  Fol- 
lowing active  promotion  of  the  new 
system  by  TMA  to  its  members,  DHS 
records  showed  a steady  increase  in 
the  number  of  physicians  accepting 
Medicaid  patients. 

In  Texas,  a physician  is  currently 
reimbursed  $26.87  by  Medicaid  for 
a routine  office  visit.  According  to 
Mr  Dabbs,  it  costs  a physician  an 
average  of  $26  in  overhead  per 
office  visit.  “That  leaves  87  cents  for 
the  doctor  to  take  home  and  feed 


the  family.  And  without  cost-of-liv- 
ing  increases,  that  will  erode  into  a 
net  loss  in  a short  period  of  time. 
That  makes  it  very  difficult  to  keep 
the  doors  open.” 

Sheri  Talley,  MD,  a family  practice 
physician  at  a rural  health  clinic  in 
Fort  Stockton,  says  25%  of  her  prac- 
tice is  Medicaid.  “It’s  such 
a struggle  to  make  a liv- 
ing, especially  for  primary 
care  physicians,”  she  said. 
“And  now  they  want  to 
do  this?  These  kind  of 
things  hurt  me  had.” 

A longtime  observer  of 
the  Texas  Legislature,  Dr 
Talley  says  she  is  not  sur- 
prised by  the  cuts,  just 
disappointed. 

“I  guess  they  think 
that  the  doctors  who 
treat  Medicaid  patients 
are  wealthy  enough  that 
they  can  take  the  cuts,” 
she  said.  “But  there’s  an 
awful  lot  of  us  in  my  end 
of  the  world  that  are  not 
doing  that  well.  It  just 
makes  it  that  much  hard- 
er to  provide  care.” 

TMA’s  Council  on  Socioeco- 
nomics is  studying  a variety  of  op- 
tions and  will  likely  recommend  a 
course  of  action  to  TMA’s  Board  of 
Trustees  in  September. 

TMA  seminars  prepare 
physicians  for  health- 
system  reform 

Knowledge  of  what 
may  be  ahead  and  preparing 
for  it  are  the  keys  to  surviving 
the  coming  reforms  in  medicine. 
That  was  the  message  delivered  to 
physicians  and  their  office  staffs  in  a 


“THIS  IS  BAD 
POLICY. 

IT  PUTS  IN 
JEOPARDY 
MANY  OF  THF. 
GAINS  WE  HAVE 
MADE  OVER  THE 
LAST  2 YEARS 
THAT  HAVE 
RESULTED  IN 
INCREASED 
PHYSICIAN 
PARTICIPATION.” 


48 


TEXAS  MEDICINE 


VOLUME  89  NO.  9 


SEPTEMBER  1993 


Medical  Economics 


Health-care  reform  workshops  planned 

TMA  is  sponsoring  a series  of  workshops  titled  “Charting  Your 
Course  Through  the  Clinton  Health  System  Reform  Plan”  around  the  state 
this  fall  to  help  physicians  ready  their  practices  for  the  coming  changes.  The 


workshops  wi 

11  be  from  6:30-9:30  pm  in 

the  following 

cities: 

November  1 

Lubbock 

November  11 

Houston 

November  2 

Amarillo 

November  15 

Corpus  Christi 

November  3 

Fort  Worth 

November  16 

McAllen 

November  4 

Dallas 

November  17 

San  Antonio 

November  8 

Abilene 

November  18 

Austin 

November  9 

El  Paso 

November  22 

Tyler 

November  10 

Beaumont 

Registration  for  TMA  members  is  $75  for  the  first  person  from  an  office, 
$60  for  other  registrants  from  the  same  office.  Cost  for  nonmembers  is  $150, 
and  $120  for  additional  registrants.  There  is  a 25%  discount  on  the  registra- 
tion fee  for  those  who  attended  “Preparing  for  the  Clinton  Health  Plan.” 

For  more  information  or  to  enroll,  contact  the  TMA  practice  management 
department  at  (800)  880-1300,  ext  1421,  or  (512)  370-1421. 


series  of  TMA-sponsored  meetings 
around  the  state  in  July  and  August 
aimed  at  preparing  Texas  physicians 
to  cope  with  health-care  reform. 

The  seminars,  “Preparing  for  the 
Clinton  Health  Plan,”  were  a part  of 
TMA’s  $pecial  Committee  on  Health 
$ystem  Reform  program  to  deal 
with  the  coming  changes  in  health 
care.  Presented  by  Conomikes  Asso- 
ciates, the  seminars  outlined  steps 
that  physicians  can  take  now  to  pre- 
pare for  expected  changes  in  their 
practices  when  a new  health  system 
is  put  in  place. 

“Health-care  alliances  will  be  the 
key  under  any  new  plan,”  said  semi- 
nar leader  Tom  Loughery  of 
Conomikes.  “There  will  be  a much 
greater  use  of  managed  care  plans, 
and  that  makes  it  critical  for  physi- 
cians to  be  ready  to  deal  with  them.” 

TMA  has  scheduled  a follow-up 
series  of  seminars,  titled  “Charting 
Your  Course  Through  the  Clinton 
Health  System  Reform  Plan,”  that 
will  examine  specific  aspects  of  the 
proposed  package  that  was  to  be  un- 
veiled in  September.  (See  box  above 
for  seminar  schedule.) 

In  the  earlier  series  of  seminars, 
physicians  learned  the  basic  aspects 
of  managed  care,  including  types  of 
plans,  basic  contract  provisions,  and 
how  to  analyze  the  financial  aspects 
of  a plan. 

“All  managed  care  plans  are  not 
created  equally,”  said  Mr  Lough- 


ery, noting  that  there  are  major  dif- 
ferences in  how  physicians  are 
affiliated  with  plans  and  how  they 
are  reimbursed. 

According  to  Mr  Loughery, 
physicians  should  consider  several 
major  points  when  deciding  whether 
to  join  a particular  plan: 

• What  type  of  plan  is  it ? There  are 
major  differences  among  preferred 
provider  organizations,  health 
maintenance  organizations,  inde- 
pendent practice  associations,  and 
point-of-service  plans. 

• What  payment  mechanisms  are 
used ? $ome  plans  pay  a discounted 
fee  for  service,  while  others  work 
on  a system  of  capitation  (a  set  fee 
per  patient  per  month)  or  a rela- 
tive value  scale  payment  system. 

• How  do  the  terms  of  the  contract 
compare  to  others ? There  are  many 
contract  provisions  among  the  vari- 
ous plans  that  physicians  should  be 
aware  of,  and  in  some  cases,  avoid. 

• How  will  managed  care  pay- 
ments compare  to  your  normal 
fee  schedule ? Various  methods 
can  be  used  to  analyze  managed 
care  reimbursements  on  a per-pa- 
tient  basis,  to  examine  withholds 
and  risk  pools,  and  to  track  reim- 
bursement levels. 

TMA  also  is  taking  a market-by- 
market look  at  Texas  managed  care 
plans  through  the  Managed  Care 


Check-Up  program  (see  Texas 
Medicine , August  1993,  p 26).  And 
the  association  will  perform  an  anal- 
ysis of  the  health-system  reform  plan 
shortly  after  it  is  made  public. 

TMA  also  has  prepared  a wide  va- 
riety of  publications  designed  to  help 
physicians  and  their  offices  cope  with 
health-care  reform.  Contact  TMA  at 
(800)  880-1300,  ext  1421,  or  (512) 
370-1421  for  more  information. 

Conference  to  study 
developing  local 
physician  networks 

The  TMA  Special  Com- 
mittee for  Health  System  Re- 
form is  hosting  a conference  of 
county  medical  society  presidents, 
presidents-elect,  and  executives  to 
study  ways  to  organize  local  physi- 
cian networks  to  bid  on  managed 
care  contracts.  Set  for  September  10 
in  Austin,  the  1-day  meeting  will  be 
held  in  conjunction  with  TMA's  Fall 
Leadership  Conference. 

The  keynote  speaker  will  be 
Robert  D.  Burnett,  MD,  founder  and 
chief  executive  officer  of  Lifeguard, 
Inc,  and  past  president  of  the  Califor- 
nia Medical  Association.  Other  pan- 
elists will  be  Jerry  Bell,  JD,  of  Ful- 
bright  and  Jaworski;  Robert  B. 
Vernon  of  Health  Care  Ventures;  An- 
dre Hampton,  JD,  an  Austin  attorney; 
Harold  Whittington  of  Whittington 
and  Associates;  Reed  Tinsley,  CPA,  of 
Haynes  O’Neal  Associates;  Susan  Wa- 
ters of  the  San  Francisco  County 
Medical  Society;  George  Conomikes 
of  Conomikes  Associates;  and  Nor- 
man Chenven,  MD,  medical  director 
of  the  Austin  Regional  Clinic. 

For  more  information,  contact 
Martha  Danz  at  (800)  880-1300, 
ext  1317,  or  (512)  370-1317.  ★ 
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Controversy  over  the  silicone  gel  breast  implant: 
current  status  and  clinical  implications 


The  silicone  gel  breast  implant  con- 
troversy has  generated  much  confu- 
sion, making  informed  decision 
making  for  physicians  and  patients 
increasingly  difficult.  In  order  to 
better  understand  the  controversy, 
we  review  the  steps  taken  by  the 
Food  and  Drug  Administration  and 
the  resultant  status  of  breast  im- 
plants. The  currently  available  sci- 
entific data  are  summarized  with  re- 
gard to  cancer  development  and 
detection,  implant  rupture  and  gel 
migration,  and  autoimmune  disor- 
ders. By  reviewing  the  presently 
available  information  on  silicone  gel 
breast  implants,  we  can  better  ad- 
dress the  concerns  of  our  patients. 


Dr  Rohrich,  professor  and  chairman,  and  Dr 
Clark,  resident.  Division  of  Plastic  Surgery, 
The  University  of  Texas  Southwestern  Medi- 
cal School,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235-9031.  Send  reprint  requests  to 
Dr  Rohrich. 
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Rod  J.  Rohrich,  MD 
Clifford  P.  Clark  III,  MD 


More  than  2 million 
American  women  have 
undergone  the  placement 
of  silicone  breast  prostheses  since 
the  early  1960s:  approximately  80% 
for  cosmetic  breast  augmentations 
and  20%  for  reconstruction  of  can- 
cer or  congenital  deformities.  While 
beneficial  to  a large  number  of 
women,  the  breast  implant  has  come 
under  the  scrutiny  of  a media  event 
that  has  misinformed  and  potential- 
ly harmed  many  patients. 

By  reviewing  the  steps  taken  by 
the  Food  and  Drug  Administration 
(FDA),  the  rationales  for  the  contro- 
versy, and  the  available  scientific  data 
on  breast  implants,  we  hope  to  clari- 
fy the  confusion  generated  by  the  ex- 
tensive media  coverage  and  debate. 
We  will  examine  the  current  status  of 
the  silicone  gel  breast  implant  and 
the  clinical  implications,  thereby  de- 
lineating the  options  available  for 
our  patients  at  this  time. 

HISTORY 

In  1976,  the  US  Congress  enacted 
the  Medical  Device  Amendment, 
which  gave  the  FDA  the  authority  to 
regulate  all  medical  devices  includ- 
ing breast  implants  (1).  Since  the  im- 
plants were  already  in  widespread 
use  prior  to  the  law’s  enactment, 
these  devices  were  “grandfathered” 
in,  meaning  that  they  were  accepted 
as  safe  on  the  basis  of  past  perfor- 
mance and  remained  on  the  market 
awaiting  further  study  and  review. 

The  manufacturers  were  not  re- 
quired to  provide  further  scientific 
evidence  regarding  the  safety  of  these 
devices.  In  June  1988,  after  public 
hearings  by  the  FDA  Breast  Implant 
Advisory  Panel  as  required  by  the 
1976  law,  the  FDA  classified  silicone 
gel  breast  prostheses  as  Class  III  de- 
vices. This  classification  requires 
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each  manufacturer  to  provide  scien- 
tific proof  of  safety  and  efficacy.  The 
deadline  for  the  submission  of  the 
manufacturers’  premarket  approval 
(PMA)  statement  to  the  FDA  was  de- 
layed until  1991  (2).  In  April  1991,  a 
call  for  the  PMA  statements  from  all 
manufacturers  of  breast  implants 
was  made.  Seven  manufacturers  sub- 
mitted PMAs.  According  to  the 
FDA,  three  contained  virtually  no 
clinical  information  and  failed  subse- 
quently to  meet  the  requirements 
that  they  submit  adequate  safety  and 
effectiveness  data.  The  remaining 
four  manufacturers  did  include  some 
clinical  information  but  provided  in- 
sufficient data  to  assure  safety  and 
effectiveness  (3,4).  Despite  these 
deficiencies,  the  FDA  believed  the 
four  applications  contained  enough 
clinical  data  to  merit  an  evaluation 
by  the  review  panel  (4). 

The  FDA  advisory  panel  held  a 
hearing  in  November  1991  and  rec- 
ommended that  the  implants  stay  on 
the  market  while  further  study  and 
evaluation  were  undertaken  by  the 
FDA  (5).  On  January  6,  1992,  David 
A.  Kessler,  MD,  Commissioner  of 
Food  and  Drugs,  requested  a volun- 
tary moratorium  on  the  use  of  sili- 
cone gel  implants  based  upon  new 
data  that  had  not  been  reviewed  at 
the  initial  FDA  advisory  panel  meet- 
ing: these  data  related  specifically  to 
a possible  link  to  autoimmune  dis- 
eases. Manufacturers  complied  with 
the  voluntary  moratorium  (6). 

The  second  FDA  advisory  panel 
meeting  in  February  1992  made  nine 
recommendations.  These  are  listed 
in  Table  1 (7,8). 

current  status 

On  April  16,  1992,  Dr  Kessler  con- 
curred with  the  recommendations  of 
the  advisory  panel,  stating  that 
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Table  1.  FDA  advisory  panel  recommendations,  February  1992. 


• Future  use  of  implants  should  be  restricted  to  women  participating  in  scientific  protocols  to 
assess  safety  and  efficacy. 

• Breast  reconstruction  patients  should  be  allowed  unrestricted  access  to  the  implants  through 
controlled  protocols. 

• Cosmetic  augmentation  patients  in  these  protocols  should  be  limited  to  the  number  needed  to 
answer  safety  questions  about  implants. 

• If  an  implant  ruptures,  it  should  be  removed.  Women  with  implants  should  not  be  routinely  x- 
rayed  to  check  if  they  are  not  having  problems  with  their  implants. 

• Woman  with  implants  in  the  age  group  where  mammography  is  recommended  for  breast  can- 
cer detection  should  have  these  examinations  regularly.  (Special  mammography  techniques  are 
necessary  to  effectively  detect  breast  cancer.) 

• Women  with  breast  implants  should  have  regular  medical  check-ups,  even  if  not  experiencing 
symptoms  related  to  the  implants. 

• A prospective  registry  of  patients  should  be  established  as  part  of  the  scientific  protocols  and  a 
retrospective  registry  should  be  created  to  enroll  women  who  already  have  the  implants. 

• Manufacturers  must  provide  adequate  preclinical  data  on  the  implants. 

• Epidemiological  studies  should  be  done  to  answer  questions  about  possible  long-term  risks. 


Table  2.  Patient  selection  criteria  for  Adjunct  Study  protocol. 

• Post-unilateral  or  bilateral  mastectomy  (immediate  or  delayed)  from  cancer  or  other  disease  process 

• Reconstruction  due  to  cancer  treatments  other  than  mastectomy 

• Revision  due  to  complications  or  other  undesirable  results  of  a previous  surgery 

• Congenital  deformities 

• Severe  ptosis  requiring  a specific  reconstruction  procedure 

• Revision  or  implant  replacement  for  severe  deformity  caused  by  medical  or  surgical  complications 

• Replacement  or  revision  for  patients  whose  prior  surgery  was  not  a result  of  treatment  for 
cancer  and  for  whom  saline  implants  are  unsuitable 

• Patients  who  require  augmentation  mammaplasty  in  the  unaffected  breast  as  a result  of  the 
surgery  due  to  one  of  the  above  indications  in  the  affected  breast 

• Special  circumstances,  which  will  be  considered  on  a case-by-case  basis  per  written  FDA 
authorization 


Table  3.  Patients  excluded  from  the  stage  2 protocol. 

• Abscess  or  infection  anywhere  in  the  body 

• Pregnant  or  nursing 

• Diagnosed  with  lupus  or  scleroderma 

• Uncontrolled  diabetes  or  other  disease  that  impacts  healing 

• Inappropriate  psychological  characteristics  and/or  insufficient  motivation  to  complete  study 

• Incompatible  tissue  characteristics,  such  as  tissue  damage  from  radiation,  inadequate  tissue, 
compromised  vascularity,  and  ulceration 

• Unwarranted  surgical  risk 


breast  implants  filled  with  silicone 
gel  would  be  available  only  through 
clinically  controlled  studies.  Patients 
who  need  implants  for  breast  recon- 
struction would  be  assured  access  to 
these  studies.  He  stated  these  new 
studies  would  obtain  information  on 
the  safety  and  efficacy  of  these  im- 
plants (9). 

The  central  aim  of  the  FDA  deci- 
sion was  to  limit  significantly  the  use 
of  breast  implants  filled  with  silicone 
gel  while  pursuing  vigorously  neces- 
sary research  about  their  safety.  Fur- 
thermore, important  and  necessary 
research  would  be  carried  out  on  the 


safety  of  breast  implants  when  used 
for  both  augmentation  and  recon- 
struction procedures.  All  facilities 
participating  in  breast  implant  stud- 
ies would  have  the  protocol  and  in- 
formed consent  document  reviewed 
by  the  Institutional  Review  Board 
(IRB)  that  oversees  medical  research 
projects.  Implementation  of  the 
breast  implant  policy  consists  of 
three  stages: 

Stage  1.  Urgent  need 
Since  the  FDA’s  April  16  decision, 
women  with  an  urgent  need  for  re- 
construction with  the  implants  had 


been  allowed  access  to  them  (9-11). 
This  group  included  three  sets  of  pa- 
tients: women  with  tissue  expanders 
for  breast  reconstruction  following 
mastectomy  who  needed  to  com- 
plete their  reconstruction  with  gel- 
filled  implants,  women  with  silicone 
gel-filled  implants  who  needed  re- 
placement for  medical  reasons,  and 
women  who  had  mastectomies  be- 
fore the  adjunct  study  was  in  place 
and  for  whom  reconstruction  at  the 
time  of  mastectomy  was  medically 
and  surgically  more  appropriate. 

Stage  2.  Adjunct  study: 
reconstruction  with  wide  availability 
The  adjunct  study  replaced  the  tem- 
porary urgent  need  provision  in  De- 
cember 1992  (10,11).  It  provides  for 
wide-access  availability  of  silicone 
gel-filled  implants  by  surgeons  par- 
ticipating in  the  FDA-approved  sci- 
entific protocol.  The  urgent  need 
provision  was  phased  out  as  the  ad- 
junct study  was  established. 

Patient  selection  criteria.  Female  pa- 
tients must  be  at  least  18  years  of 
age,  not  suitable  for  saline-filled  im- 
plants, and  have  one  or  more  of  the 
conditions  listed  in  Table  2.  General 
exclusions  to  the  stage  2 protocol  in- 
clude women  who  have  any  of  the 
following  symptoms  or  characteris- 
tics listed  in  Table  3. 

Requirements  for  participating  pa- 

tients. Patients  enrolled  in  these  pro- 
tocols must  agree  to  sign  a detailed 
informed  consent  form,  receive  fol- 
low-up examinations  after  surgery 
and  periodically  for  5 years  there- 
after, and  consent  in  advance  to  re- 
turn the  explanted  devices  to  the 
manufacturer  for  examination.  The 
FDA  believes  the  evaluation  of  ex- 
planted  breast  implants  has  scientific 
merit  and  will  oversee  the  manufac- 
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turers’  evaluation  of  these  devices. 
The  results  of  the  evaluation  will  be 
available  to  both  patient  and  physi- 
cian. 

Informed  consent.  The  FDA  requires 
that  informed  consent  documents  be 
signed  by  all  women  prior  to  breast 
implant  surgery.  Each  woman  must 
indicate  that  she  understands  the 
procedure  and  risks  described  by  her 
physician.  She  must  be  told  that  if 
manufacturers  fail  to  prove  these 
implants  safe  and  effective  in  long- 
term studies,  the  devices  will  be  tak- 
en off  the  market. 

The  consent  form  mentions  the 
surgical  risks  and  the  unanswered 
questions  pertaining  to  cancer,  con- 
nective tissue  disorders,  cancer  detec- 
tion, implant  rupture,  and  birth  de- 
fects. No  research  has  demonstrated 
that  breast  implants  filled  with  sili- 
cone gel  can  cause  birth  defects,  but 
the  FDA  has  required  manufacturers 
to  conduct  studies  on  this  issue  and 
submit  them  for  review. 

Physicians  must  discuss  the  need 
for  ongoing  research  into  the  long- 
term psychological  benefits  of  breast 
implants.  The  variety  of  problems 
that  could  require  removal  of  the 
implant  in  the  future  must  be  dis- 
cussed, also. 

Stage  3.  Core  studies:  trials  of 
limited  enrollment 

The  FDA  will  require  carefully  con- 
trolled research  studies  for  each  mod- 
el of  silicone  implant  that  manufac- 
turers wish  to  continue  marketing 
(10,11).  'The  studies  will  be  limited  to 
a select  number  of  patients  required 
to  answer  specific  safety  questions. 
This  category  includes  both  recon- 
structive and  cosmetic  patients. 

These  studies  will  focus  on 
specific  questions  of  safety  such  as 
the  incidence  of  implant  rupture  and 
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scar  tissue  (capsular  contracture). 
Women  in  these  studies  will  be  fol- 
lowed prospectively  to  check  for 
these  problems. 

MAJOR  HEALTH  CONCERNS  OF 
SILICONE  IMPLANTS 

The  major  health  concerns  raised 
during  the  recent  debates  about  sili- 
cone gel  breast  implants  have  in- 
cluded breast  cancer  development 
and  detection,  implant  rupture  and 
gel  migration,  and  the  risk  of  au- 
toimmune disease.  An  overview  of 
the  literature  concerning  these  top- 
ics follows. 

Cancer  development 
The  potential  carcinogenicity  in  any 
foreign  implant  has  been  a concern 
since  1948  when  Oppenheimer  and 
colleagues  (12)  demonstrated  that 
any  smooth-surfaced  material  im- 
planted in  the  peritoneum  of  rats 
will  induce  sarcomatous  changes. 
The  “Oppenheimer  effect”  of  solid- 
state  tumorigenesis  refers  to  this 
unique,  morphologically  stimulated 
fibrosarcoma  specific  to  rodents. 

Numerous  authors  (13-17)  have 
investigated  the  possible  carcino- 
genicity of  materials  for  breast  im- 
plantation. Their  studies  confirm  the 
occurrence  of  allogenically  induced 
soft-tissue  tumors  in  rodents  as  well 
as  a variable  effect  of  the  implanted 
substance  on  cellular  immunity. 

Two  clinical  studies  have  ad- 
dressed the  potential  risk  of  breast 
cancer  associated  with  implants. 
Deapen  et  al  (18)  followed  the 
course  of  3111  women  after  aug- 
mentation mammaplasty  for  a mean 
6.2  years  per  person.  The  expected 
number  of  breast  cancer  cases  in  this 
population  was  calculated  from  cen- 
sus figures  and  tumor  registry  data, 
adjusted  for  age  and  socioeconomic 
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status.  Overall,  15.7  cases  of  breast 
cancer  were  expected  and  9 were  ob- 
served — a nonsignificant  difference. 
The  cancers  were  diagnosed  general- 
ly at  an  early  stage. 

Recently,  Berkel,  Budsell,  and 
Jenkins  (19)  performed  a popula- 
tion-based nonconcurrent  cohort- 
linkage  study  on  11,676  patients. 
The  expected  number  of  breast  can- 
cer cases  in  the  implant  cohort  was 
estimated  by  applying  age-specific 
and  calendar  year-specific  incidence 
rates  of  breast  cancer  to  the  implant 
cohort.  Forty  one  patients  with  im- 
plants were  found  to  have  breast 
cancer.  The  expected  number  was 
86.2.  The  standardized  incidence  ra- 
tio was  47.6%,  significantly  lower 
than  expected  (PcO.Ol).  The  average 
length  of  follow-up  in  the  implant 
cohort  was  10.2  years,  and  the  aver- 
age length  of  time  from  breast  aug- 
mentation to  the  diagnosis  of  breast 
cancer  was  7.5  years.  The  authors 
concluded  that  women  who  undergo 
breast  augmentation  with  silicone 
implants  have  a lower  risk  of  breast 
cancer  than  the  general  population. 
This  study  suggested  that  the  women 
undergoing  breast  augmentation 
were  drawn  from  a population  al- 
ready at  low  risk  and  that  the  im- 
plants did  not  increase  the  risk. 

Although  we  have  no  evidence 
that  silicone  used  in  breast  implants 
causes  cancer  in  humans,  the  possi- 
bility has  not  been  ruled  out.  The 
National  Cancer  Institute  is  sponsor- 
ing a scientific  study  to  determine 
whether  women  who  have  implants 
filled  with  silicone  gel  have  higher  or 
lower  rates  of  some  cancers  (such  as 
cervical  and  lung  cancer)  than  wom- 
en who  do  not  have  implants  (11). 

Cancer  detection 

In  1988,  Silverstein  et  al  (20)  found 
invasive  breast  cancer  in  13  of  20 
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women  who  had  had  breast  aug- 
mentation with  silicone  gel-filled 
prostheses.  This  is  a significantly 
higher  proportion  than  expected 
from  the  general,  nonaugmented 
population.  The  authors  implied 
that  the  prostheses  delayed  the  diag- 
nosis and  management  of  breast 
cancer.  However,  all  of  the  augment- 
ed patients  in  this  study  presented 
with  a palpable  mass.  The  patients 
were  not  screened  routinely  with 
mammography,  and  those  who  had 
mammography  did  not  have  appro- 
priate modified  studies  to  optimize 
tissue  visualization,  ie,  modified 
compression  techniques  now  accept- 
ed as  the  standard  for  imaging  the 
augmented  breast.  Therefore,  no 
conclusion  can  be  drawn  about  the 
likelihood  of  delayed  mammograph- 
ic  detection  of  breast  tumors  in  this 
patient  population. 

Silverstein  subsequently  refuted 
many  of  his  conclusions  in  a follow- 
up paper  reporting  on  a larger  sam- 
ple. Here,  he  found  no  difference  in 
the  stage  at  presentation  between 
the  augmented  and  nonaugmented 
patients  (21). 

Clark  (22)  et  al  recently  examined 
33  patients  from  a cohort-controlled 
population  of  1768  patients  treated 
for  breast  carcinoma.  No  evidence 
was  found  to  suggest  that  patients 
with  breast  augmentation  presented 
with  more  advanced  disease  than  did 
the  nonaugmented  patients.  Twenty- 
four  percent  of  the  augmented  pa- 
tients and  41%  of  the  nonaugmented 
patients  had  mammographically  de- 
tected cancers  (F  = ns).  The  inci- 
dences of  duct  cell  carcinoma  in  situ 
in  the  two  groups  were  comparable; 
however,  palpable  tumors  in  the  aug- 
mented group  were  significantly 
smaller  than  those  in  the  nonaug- 
mented group.  In  the  palpable  tu- 
mors, nodal  involvement  also  was 


significantly  different,  with  21.8%  of 
the  augmented  patients  and  57.6%  of 
the  nonaugmented  patients  demon- 
strating nodal  disease.  In  the  mam- 
mographically detected  tumors,  no 
significant  difference  in  the  incidence 
of  nodal  disease  was  seen  between 
the  augmented  (12.5%)  and  the 
nonaugmented  (14.8%)  patients. 
Mammography  was  successful  in  de- 
tecting occult  lesions,  and  palpation 
detected  smaller  tumors. 

Mammography  can  be  successful 
in  the  augmented  breast.  However, 
the  success  of  the  imaging  depends 
on  specialized  technique,  the  pres- 
ence of  a scar  capsule,  and  the  posi- 
tion of  the  implant  relative  to  the 
pectoralis  muscle. 

Eklund  and  coauthors  (23) 
modified  the  standard  mammograph- 
ic  technique  by  adding  breast  com- 
pression anteriorly  and  flattening  the 
implant  against  the  chest  wall.  They 
demonstrated  marked  improvement 
in  glandular  visualization. 

Handel,  Silverstein  et  al  (24) 
studied  68  women  after  augmenta- 
tion and  found  a 30%  decrease  in 
the  area  of  breast  tissue  visualized 
by  standard  compression  mammog- 
raphy. With  the  use  of  the  Eklund 
technique,  25%  of  the  breast  tissue 
was  not  visualized.  However,  the  au- 
thors acknowledged  they  did  not 
know  whether  they  were  actually 
seeing  less  tissue  or  whether  the  tis- 
sue had  been  compacted  into  a 
smaller  volume  as  a result  of  com- 
pression by  the  implant.  The  Handel 
study  also  shows  6.4%  of  139 
postaugmentation  mammograms 
were  of  patients  with  moderate  or 
severe  capsular  contracture  (exces- 
sive breast  hardness  caused  by  tight- 
ening of  scar  tissue  around  the  im- 
plant). In  these  cases,  visualization 
of  breast  tissue  was  reduced  by 
about  50%  due  to  the  result  and  in- 
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effectiveness  of  the  Eklund  mam- 
mography technique.  However,  as 
the  authors  noted,  contracture  can 
often  be  corrected  by  using  a differ- 
ent style  of  implant  or  by  modifying 
the  placement  of  the  implant. 

In  another  study  by  Silverstein 
and  Handel,  prepectoral  implant 
placement  allowed  improved  tissue 
visualization.  In  combination  with 
Eklund  mammography,  only  9%  of 
breast  tissue  was  not  visualized  (25). 

Interestingly,  these  studies  indi- 
cate that  women  with  very  small 
breasts  who  undergo  augmentation 
may  actually  increase  the  amount  of 
breast  tissue  visualized  by  mammog- 
raphy. Other  studies  (22)  have 
shown  that  breast  implants  may 
make  it  easier  to  detect  early-stage 
tumors  by  palpation  because  the  im- 
plant may  push  the  tumors  closer  to 
the  surface  where  they  can  be  felt. 
However,  the  significance  of  these 
findings  remains  to  be  determined. 

Implant  rupture/gel  migration 
In  1981,  a survey  of  the  complica- 
tions in  5579  open  capsulotomies  re- 
vealed 16%  of  breasts  had  ruptured 
implants  (57%  had  previous  closed 
compression  for  firm  capsules)  (26). 
Many  ruptured  implants  are  “silent” 
and  only  discovered  at  the  time  of 
routine  mammograms  or  at  surgery 
for  implant  exchange.  Note  that  this 
study  looked  only  at  patients  having 
breast  implant  problems.  No  clinical 
sequelae  of  implant  rupture  have 
been  definitely  identified  to  date. 
However,  the  incidence  of  overall  sili- 
cone gel  ruptures  is  thought  to  be 
considerably  lower  (4%  to  6%)  in 
the  overall  patient  population  receiv- 
ing silicone  gel  implants. 

Physical  findings  consistent  with 
implant  rupture  include  nodules,  de- 
creased breast  size,  asymmetry,  ten- 
derness, and  compressibility.  Mam- 
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mograms  were  largely  diagnostic  of 
implant  rupture  when  the  silicone 
gel  had  migrated  away  from  the 
pocket  but  not  when  the  silicone 
was  contained  within  the  fibrous 
capsule.  The  value  of  ultrasonogra- 
phy in  the  diagnosis  of  breast  im- 
plant rupture  has  been  reported  re- 
cently (27-29). 

Ultrasonography  can  distinguish 
accurately  between  silicone  gel,  mus- 
cle, hematoma,  and  fluid  collections. 
Magnetic  resonance  imaging  (MRI) 
has  been  used  also  to  increase  the 
accuracy  of  detecting  implant  rup- 
tures preoperatively  (30).  Further 
studies  are  needed  to  assess  the  po- 
tential value  and  accuracy  of  both 
ultrasound  and  MRI  in  detecting 
ruptures  in  silicone  gel  implants. 

Silicone  gel  migration  out  of  a 
ruptured  implant  and  into  the  sur- 
rounding tissues  is  more  common 
after  closed  capsulotomy  (2.5%) 
than  open  capsulotomy  (2.3%)  (31). 
Capsular  contracture,  silicone  gel 
granulomas  (32),  and  chronic  dis- 
seminated granulomatous  inflamma- 
tion have  been  associated  with  im- 
plant rupture  and  gel  migration,  but 
the  frequency  of  these  complications 
is  unclear. 

Autoimmune  disorders 
Cases  of  disorders  in  which  the  body 
reacts  to  its  own  tissues  as  though 
they  were  foreign  bodies  have  been 
reported  in  women  with  breast  im- 
plants. These  connective-tissue  dis- 
orders can  cause  long-term,  serious 
health  problems.  Symptoms  include 
the  following:  pain  and  swelling  of 
joints,  tightness,  and  redness  or 
swelling  of  the  skin;  swollen  glands 
or  lymph  nodes;  unusual  and  unex- 
plained fatigue;  swelling  of  the 
hands  and  feet;  and  hair  loss. 

The  term  “human  adjuvant  dis- 
ease” described  by  Miyoshi  et  al 
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(33)  in  1969  attributed  connective- 
tissue-like  illnesses  in  two  patients 
whose  breasts  had  been  injected 
with  paraffin  for  augmentation.  The 
“adjuvant”  comes  from  the  similari- 
ties they  noted  between  their  pa- 
tients’ clinical  symptoms  and  the 
polyarthritis  that  developed  in  rats 
injected  with  Freund’s  adjuvant.  Sev- 
eral investigators  (34-39)  have  re- 
ported the  development  of  connec- 
tive-tissue illnesses  — progressive 
systemic  sclerosis,  scleroderma, 
rheumatoid  arthritis,  and  lupus  ery- 
thematosus — in  patients  with 
breast  prostheses. 

Sergott  et  al  (40)  and  Weisman  et 
al  (41)  reviewed  the  literature  of  au- 
toimmune disease  after  breast  aug- 
mentation and  found  no  compelling 
evidence  of  an  etiologic  role  for  sili- 
cone implants.  The  coexistence  of 
implants  and  an  autoimmune  disor- 
der may  be  coincidental,  since  au- 
toimmune diseases  tend  to  occur  in 
young,  thin  women,  and  these  are 
the  same  individuals  who  request 
breast  augmentation. 

The  American  College  of 
Rheumatology  released  a statement 
on  this  issue  after  the  second  FDA 
advisory  panel  (42).  The  College 
agreed  that  there  was  no  convincing 
evidence  that  silicone  gel  breast  im- 
plants cause  any  generalized  autoim- 
mune disease  but  recommended  fur- 
ther study. 

However,  immunologic  data  are 
evolving  quickly  with  several  recent 
studies  associating  silicone  with  im- 
mune changes.  In  rats,  silicone  gel 
was  able  to  act  as  an  adjuvant  to 
increase  the  immune  response  to 
cattle  protein  (43).  The  silicone  gel 
was  emulsified  and  therefore  not 
what  is  used  in  breast  implants.  In 
another  study,  antibodies  were 
demonstrated  to  collagen  in  19  of 
46  women  who  had  silicone  im- 
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plants  and  various  symptom  com- 
plexes (44).  These  and  other  studies 
have  not  however  established  a link 
to  autoimmune  disorders. 

In  an  attempt  to  determine  who 
might  be  sensitive  to  silicone  gel  im- 
plants, one  author  has  found  a pre- 
dominance of  the  HLA  antigen 
DR53  in  symptomatic  patients  (45). 
He  feels  a subpopulation  could  be 
sensitive  to  silicone  gel  implants. 

For  women  with  implants  who 
are  doing  well,  the  FDA  advisory 
panel  recommends  regular  breast  ex- 
amination and  mammography,  not- 
ing that  special  views  are  usually  re- 
quired to  obtain  satisfactory 
mammograms.  Women  with  chronic 
rheumatic  symptoms  should,  of 
course,  be  evaluated  carefully,  al- 
though the  likelihood  that  any  symp- 
toms are  related  to  silicone  gel  im- 
plants is  extremely  low.  Management 
of  patients  with  symptoms  should  be 
on  a case-by-case  basis  by  the  appro- 
priate physicians,  usually  a rheuma- 
tologist and  a plastic  surgeon. 

Some  women  have  a reduction  in 
symptoms  after  their  implants  were 
removed;  however,  these  data  are 
early  and  inconclusive.  More  re- 
search needs  to  be  done  to  determine 
whether  women  with  implants  have 
higher  rates  of  autoimmune  diseases 
than  women  without  implants  have. 
Due  to  concern  about  a possible  link 
between  breast  implants  and  connec- 
tive tissue  disorders,  FDA  has  re- 
quired manufacturers  to  sponsor 
large-scale  scientific  studies.  The 
specific  autoimmune  study  results 
are  expected  no  sooner  than  1997. 

ROLE  OF  BREAST  IMPLANT 
REMOVAL  (EXPLANTATION) 

The  conflicting  media  coverage  of  the 
breast  implant  issue  has  created  fear 
and  concern  in  thousands  of  women. 
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Table  4.  Facts  about  breast  implants. 


• Breast  implants  like  all  other  implant  materials  used  in  humans  cannot  be  expected  to  last  a 
lifetime. 

• All  breast  implants  leak  a small  amount  of  silicone  gel  through  the  hard  silicone  envelope. 

• We  do  not  know  how  often  rupture  and  gel  migration  occur,  but  they  are  more  likely  in  older 
devices  that  date  before  1981. 

• Data  are  insufficient  to  determine  a link  between  breast  implants  and  rheumatic  diseases,  such 
as  scleroderma  and  lupus. 

• All  women  with  implants  should  have  regular  check-ups  and  follow  established  cancer  screen- 
ing recommendations. 

• No  association  between  breast  implants  and  cancer  is  known. 

• Women  who  currently  have  breast  implants  and  are  not  experiencing  any  problems  have  no 
need  to  have  the  implants  removed,  according  to  the  FDA.  (The  surgical  risks  of  removal  are 
greater  than  leaving  the  implant  in  place.) 

• The  saline-filled  implant  remains  a good  alternative  in  patients  requesting  breast  reconstruc- 
tion and  cosmetic  breast  augmentation. 

• Patients  and  practitioners  seeing  these  patients  can  readily  obtain  information  on  this  subject 
from  a plastic  surgeon  in  their  area,  and  they  are  encouraged  to  do  so. 

• Further  research  is  needed  and  currently  under  way  to  delineate  and  answer  existing  questions 
for  the  welfare  of  our  patients. 


It  is  important  to  explain  that  re- 
moval may  not  be  necessary  (46,47). 
The  FDA  advises  that  women  who 
are  not  experiencing  any  problems 
with  their  breast  implants  need  not 
have  their  implants  removed.  The 
normal  risk  associated  with  all  surgi- 
cal procedures  is  likely  to  he  greater 
than  any  real  or  speculative  risk  of 
retaining  the  implants  (9,46). 

Ideally,  women  with  concerns 
about  their  breast  implants  should 
consult  the  surgeons  who  implanted 
them.  If  a patient  is  unable  to  con- 
tact her  original  surgeon,  she  should 
consult  a board-certified  plastic  sur- 
geon in  her  community.  The  Ameri- 
can Society  of  Plastic  and  Recon- 
structive Surgeons  (the  largest  group 
of  board-certified  plastic  surgeons  in 
the  United  States)  has  established  a 
special  program  known  as  the  Breast 
Implant  Patient  Relations  Network. 
Its  members  will  personally  call  the 
patient  who  needs  a consultation 
within  48  hours.  If  telephone  con- 
sultation is  deemed  insufficient,  a 
plastic  surgeon  will  see  the  patient  in 
his  or  her  office  for  an  initial  consul- 
tation at  no  charge.  Furthermore, 
the  plastic  surgeon  will  advise  the 
patient  of  any  sources  of  reimburse- 
ment or  financial  support,  including 
breast  implant  manufacturers 
(47,48).  Interested  women  may  call 
1-800-635-0635. 


CONCLUSION 

We  have  learned  much  from  this 
controversy.  The  most  important  les- 
son is  that  it  is  essential  to  separate 
fact  from  the  fiction  engendered  by 
media  coverage.  The  pertinent 
points  regarding  breast  implants  that 
should  be  emphasized  to  patients  are 
summarized  in  Table  4. 

Saline-filled  implants  are  still 
available  for  unrestricted  use  but  are 
presently  undergoing  a similar  evalu- 
ation by  the  FDA.  While  their  use 
obviates  many  of  the  possible  com- 
plications of  the  gel  implant,  saline 
is  reported  to  carry  a risk  of 
deflation  ranging  from  0 to  5% 
(49-51).  Whether  a saline  or  silicone 
gel  implant  is  best  for  a particular 
patient  is  determined  at  this  time  by 
both  objective  and  subjective  crite- 
ria; therefore,  this  determination 
should  be  made  through  patient  edu- 
cation and  consultation  with  plastic 
surgeons. 

The  silicone-breast  prosthesis  has 
benefitted  many  women.  Although 
certain  risks  are  present,  we  feel  the 
current  data  suggest  that  the  benefits 
clearly  outweigh  the  risks  in  most 

patients.  Through  continued  scien- 
Tific  investigation  and  application, 
breast  implants  can  continue  to 
serve  our  patients’  cosmetic  and 
reconstructive  needs. 
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MUSCULOSKELETAL  INJURY 

The  Musculoskeletal  Injury  Series , 
an  occasional  feature  in  Texas 
Medicine,  is  presented  by  the  de- 
partment of  orthopaedics  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio.  Peter  L.J. 
McGanity,  MD , serves  as  guest  edi- 
tor of  the  series. 


Dr  Kovach,  PGY-1  resident,  and  Dr  McGani- 
ty, associate  professor,  Department  of  Or- 
thopaedics; and  Dr  Nguyen,  associate  profes- 
sor, Department  of  Radiology,  The  University 
of  Texas  Health  Science  Center  at  San  Anto- 
nio. Send  reprint  requests  to  Anne  Little,  De- 
partment of  Orthopaedics,  UTHSC-SA,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7774. 


Subtle  subluxation  of  Lisfranc’s  joint 

Ian  S.  Kovach,  MD,  PhD 
V ung  D.  Nguyen,  MD 
Peter  L.J.  McGanity,  MD 


This  series  of  articles 
discusses  fracture  problems 
of  interest  to  the  general 
practitioner.  Here  we  review  the 
brief  history  and  physical  findings, 
diagnosis,  and  treatment  in  a case  of 
subtle  subluxation  of  Lisfranc’s  (tar- 
sometatarsal) joint. 

CASE  PRESENTATION 

R.T.  is  a 57-year-old  man  who  com- 
plains of  pain  and  swelling  in  his  left 
foot.  Three  days  earlier,  he 
had  tripped  while  exiting 
an  elevator,  stepping  on 
his  left  foot  with  his  right. 

He  noted  immediate  onset 
of  pain  in  his  left  foot,  al- 
though he  continued  to 
ambulate,  partially  bear- 
ing weight. 

On  physical  examina- 
tion, the  dorsum  of  his  left 
foot  was  swollen,  ecchy- 
motic,  and  diffusely  ten- 
der. Passive  supination 
and  pronation  of  the  fore- 
foot elicited  pain.  The 
foot  was  neurovascularly 
intact,  and  no  tenderness 
was  present  in  the  ankle 
and  subtalar  joints.  Ra- 
diographs revealed  a 
slight  widening  of  the  in- 
termetatarsal joint  be- 
tween the  first  and  second 
metatarsal  bases  (Fig  1). 

PROBLEM 

R.T.  sustained  a ligamen- 
tous injury  at  the  tar- 
sometatarsal (Lisfranc’s) 
joint.  As  a result  of  ligamentous  dis- 
ruption, the  intermetatarsal  joint 
space  between  the  first  and  second 
metatarsal  bases  is  increased. 


SOLUTION 

R.T.  was  placed  in  a short  leg  walk- 
ing cast  for  6 weeks  and  given  a 
nonsteroidal  anti-inflammatory 
agent.  He  was  followed  radiographi- 
cally and  clinically  at  weekly  inter- 
vals for  1 month  and  monthly  there- 
after. We  found  no  evidence  of 
significant  radiographic  change,  and 
his  swelling  and  pain  diminished. 
Four  months  after  the  injury,  how- 
ever, he  continued  to  experience  sig- 


Fig  t.  Lateral,  30°  oblique,  and  anteroposteri- 
or radiographs  of  subluxation  at  Lisfranc’s 
joint.  Subluxation  is  best  seen  on  the  antero- 
posterior view  (arrow),  which  shows  an  in- 
crease in  the  joint  space  between  the  bases  of 
the  first  and  second  metatarsals  and  misalign- 
ment of  the  base  of  the  first  metatarsal  with 
the  first  cuneiform. 
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nificant  dorsal  foot  pain  when 
standing  or  ambulating.  He  was  giv- 
en shoes  with  firm  arch  support,  but 
they  did  not  ease  his  symptoms.  He 
was  still  experiencing  significant 
foot  pain  at  the  time  of  his  most  re- 
cent visit  to  the  clinic,  4 years  after 
sustaining  the  injury. 

DISCUSSION 

As  this  case  illustrates,  even  subtle 
injuries  at  Lisfranc’s  joint  have  the 
potential  to  cause  significant  long- 
term disability.  Because  subtle  dislo- 
cations are  missed  in  as  many  as 
20%  of  cases  (1),  Lisfranc’s  joint 
should  be  examined  carefully  in  cas- 
es involving  traumatic  injury  of  the 
foot.  Characteristic  findings  in  Lis- 
franc  injuries  include  swelling  of  the 
midfoot,  point  tenderness  along  Lis- 
franc’s joint,  and  pain  with  passive 
abduction  and  pronation  of  the  fore- 
foot. Lisfranc  injuries  can  result 
from  repetitive  subclinical  trauma  in 
the  neuropathic  foot,  and  this  possi- 
bility should  be  kept  in  mind  in  cas- 
es with  suggestive  findings,  even 
when  there  is  no  clear  history  of 
trauma  (1). 

If  a Lisfranc  injury  is  suspected 
clinically  but  not  shown  by  standard 
anteroposterior  and  lateral  radio- 
graphs, comparison  views  of  the 
contralateral  foot  and  30°  oblique 
views  should  be  obtained.  If  these 
fail  to  reveal  subluxation  but  the 
clinical  suspicion  is  high,  eversion- 
pronation  and  inversion-supination 
stress  radiographs  should  be  ob- 
tained under  appropriate  anesthesia 
(2).  The  most  reliable  radiographic 
sign  of  ligamentous  Lisfranc  injury 
is  increased  intermetatarsal  space 
between  the  bases  of  the  first  and 
second  metatarsals  (2).  A careful  in- 
spection should  be  made  for  avul- 
sion fractures  around  Lisfranc’s  joint 
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because  these  may  be  the  only  radio- 
graphic  finding. 

Although  no  consensus  has  been 
reached  regarding  the  optimal  treat- 
ment of  Lisfranc  subluxation,  there 
is  consensus  on  the  need  for  attain- 
ing and  maintaining  excellent  reduc- 
tion (3-5).  Some  clinicians  favor 
anatomic  reduction  with  transfixa- 
tion using  Kirschner  wires,  while 
others  favor  open  reduction  and  in- 
ternal fixation  with  screws.  Plaster 
cast  immobilization  without  ade- 
quate fixation  often  results  in 
arthrosis,  post-traumatic  arthritis, 
and  long-term  disability  (1).  For 
these  reasons,  involving  an  or- 
thopaedic surgeon  in  the  care  of 
these  patients  at  an  early  stage  is  ap- 
propriate. 

PREVENTION 

Preventing  these  potentially  dis- 
abling injuries  is  a complex  problem 
that  is  inseparable  from  the  problem 
of  preventing  trauma  in  general. 
Once  a Lisfranc  injury  is  sustained, 
poor  outcome  can  often  be  prevent- 
ed by  prompt  recognition  and  prop- 
er treatment. 
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Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  In  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhlno-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class.  Migraine,  Clusters,  tension,  premenstrual, 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


WILLIAM  C.  GRATER  M.D.  ASSOCIATED 

DIAGNOSIS  & TREATMENT  OF  ALLERGIC  AND  IMMUNOLOGIC  DISEASES 
Our  39th  year  Preston  Center 

8226  Douglas  Avenue,  Suite  520,  Dallas  Texas  75225  (214)  363-5231 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks,  R.F.  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

Alan  Tonnesen,  MD 
Acting  Director 

ROBERTA.  FINNEGAN.  MD 
Coordinator,  Outpatient  Services 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Michael  T.  McCann,  MD 


Dermatology 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


BAYLOR  KURTIS,  MD 

Hair  Transplantation 

7515  South  Main,  #550 
Houston,  TX  77030 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas.  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


General  Surgery 


KELLY  S.  OGGERO,  MD 

Certified,  laser  laparoscopic  surgery 
Surgical  oncology 

Hermann  Professional  Building 

6410  Fannin  #1220,  Houston,  TX  77030 

Telephone  (day/night)  713  799-1220 


Diplomates  American  Board  of  Anesthesiology 
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Hand  Surgery 


DAVID  i.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN, 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue.  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 

Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD 

Rand  Spencer,  MD 

William  L.  Hutton,  MD 

Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

David  Callanan,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas,  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


1330  N.  Beckley,  Suite  103,  Dallas,  Texas  75203 
Office:  214-942-2007  Fax:  214-942-8742 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A,  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J,  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H,  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B,  Montgomery.  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal.  MD 
R,  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard.  #540,  Irving,  TX  75061,  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust.  MD 


4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton.  TX  75010,  214-492-1334 

Craig  W.  Goodhart.  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 


Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 


9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 


Charles  Mitchell,  MD  L.  T.  Johnson.  MD 


1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,  817-545-2596 
R.  Craig  Saunders,  MD 


Rheumatology 

DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  214  823-4151 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are: 

Amputee  Pediatric  (Inpatient/Day  Hospital) 

Brain  Injury  Southwest  Regional  Arts  Medicine  Center 

Musculoskeletal  Restorative  Surgery 

Outpatient  Brain  Injury  (The  Challenge  Program)  Spinal  Cord  Injury 
Outpatient  Services  Stroke 

Subacute  (LifeBrldge  Hospital) 


Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 
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OPPORTUNITIES 
AVA I TABLE 

Cardiology 

Two  board  certified  cardiologists  are  seeking  board  certi- 
fied/board eligible  cardiologist  for  invaslve/non-inva- 
sive  practice  in  southwest  Houston.  Please  call  (713) 
491-3335  or  send  CV  to  Lillian  O'Neil,  1111  Hwy  6, 
Suite  18,  Sugar  Lapd,  TX  77478. 

Emergency  Medicine 

Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
nmac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


(T  Colorado  Springs,  Colorado 


Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO  is  seeking  full  and  part-time 
BC/BE  MED’s  to  come  enjoy  the  good  life.  Four 
days  per  week  - NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan.  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr.,  Colorado  Springs,  CO  80918  or  call 
Susie  Pearce 


719/527-2959,  or  719/594-0046. 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)  822-9811  800-999-3728 

Fax  (210)  822-1885 


ARLINGTON:  MEDICAL  DIRECTOR  — Outstanding  opportu 
nity  for  experienced  E.D.  physician  who  is  BC/BP  in 
Emergency  Medicine.  This  level  II  hospital  has  22,000 
annual  visits  with  double  coverage  and  fast  track.  Very 
stable  16  year  contract  with  hospital  provides  for  maxi- 
mum job  security.  Minimum  hourly  guarantee  plus  a 
percentage  of  coilections,  and  we  provide  professional 
liability  insurance  with  limits  of  $1M/$3M.  Please  send 
C.V.  to  Ten  Medlar,  Sterling  Healthcare,  Inc.,  8700 
Crownhill,  Suite  600,  San  Antonio,  TX  78209,  or  call  1- 
800-999-3728  or  210-822-9811. 


EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE 


physicians  needed  to  join  rapidly  growing  professional  health- 
care facility  in  the  Dallas  metropolitan  area.  Our  fast-paced 
facility  provides  a very  desirable  clientele  and  a full  support 
staff.  This  opportunity  involves  the  treatment  of  acute  injuries 
as  well  as  preventative  health  and  wellness  Qualified  physi- 
dans  must  possess  a professional  appearance  and  excellent 
communication  skills.  Benefits  indude  regular  hours  (8-5,  M-F) 
and  no  call  or  work  on  hdidays.  Outstanding  financial  package 
induding  salary  guarantee,  production  incentives  and  paid 
malpractice  insurance.  For  more  information,  call  Kris  Adams, 
Director  of  Recruiting,  (318)  797-8888. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

RIO  GRANDE  VALLEY:  MEDICAL  DIRECTOR,  FULL  TIME  PO 
SITIONS,  Immediate  opportunity  for  experienced  emer- 
gency physicians  who  are  BC  Primary  Care  or  BC/BE 
Emergency  Medicine.  This  180  bed,  Level  II  facility  has 
a volume  of  20,000  with  double-coverage.  Have  suc- 
cessful 10  year  contract  with  hospital.  Hourly  guarantee 
along  with  professional  liability  coverage  of  $1M/$3M. 
Pleasant  place  to  live  with  its  warm  climate  and  popular 
South  Padre  Island  nearby.  Please  send  C.V.  to  Mike 
Bragg,  Sterling  Healthcare,  Inc.,  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209  or  call  1-800-999-3728. 


SOUTH  TEXAS  COAST 


Brownsville  and  McAllen  area,  near  the  beautiful 
South  Padre  Island.  A network  of  eight  hospitals  with- 
in a 60  mile  radius  offers  you  outstanding  Emergency 
Medicine  opportunities.  The  flexibility  and  variety  of 
scheduling  between  several  near-by  hospitals  is 
unmatched  Volumes  vary  from  6000  to  28,000  annu- 
al visits.  Annual  earnings  range  from  $104,000  to 
$207,000  (based  on  192  hours  per  month).  In  addi- 
tion, procured  liability  insurance. 

Please  call  Lourdes  Kvalem  at  Coastal  Emergency 
Services,  800  745-5402  or  send  C.V.  to  3010  LBJ 
Freeway,  Suite  1300,  Dallas,  TX  75234. 


OKLAHOMA,  Oklahoma  City:  Medical  Director,  Full  time, 
and  Part-time  Staff  Positions  available  at  this  Level  II 
Trauma  Center  with  approximately  32,000  annual  pa- 
tient visits.  Attractive  compensation  package  in  excess 
of  $200,000  annually.  Professional  liability  insurance  is 
procured  through  Emcare.  Excellent  health,  life,  disabili- 
ty package  available  for  full-time  independent  contrac- 
tors. Send  Curriculum  Vitae  or  contact  Ryan  Tedrow  at 
EmCare,  Inc.,  1717  Main  Street,  Suite  5200,  Dallas, 
Texas  75201;  (800)  527-2145  or  (214)  712-2000. 

Family/Generai  Practice 


TEXAS  - Modern  minor  emergency/ambulatory 
care  centers  seeking  well-rounded  practitioner 
for  expansion  in  Central  and  Northeast  Texas. 
Generous  modified  fee-for-service  income  package 
with  superior  professional  liability  insurance 
included.  Must  have  good  experience  in  family 
medicine.  Industrial  medicine  experience  helpful. 
Send  CV  or  call  Keith  D.  Williams,  M.D., 

3305  North  Third,  Ste  304,  Abilene,  TX  79603, 
(915)676-3023.  


A GREAT  OPPORTUNITY!! 


The  Department  of  Family  Practice  and 
Community  Medicine  at  The  University  of  Texas 
Medical  School  is  searching  for  an  individual  to 
be  Predoctoral  Director  and  Departmental 
Curriculum  Coordinator.  The  individual  will 
occupy  leadership  role  in  a dynamic,  growing 
department.  He/she  will  be  a full-time,  senior  fac- 
ulty member  at  the  Assistant  or  Associate 
Professor  level.  He/she  will  coordinate  curricular 
aspects  of  the  department  within  the  medical 
school  curriculum.  The  individual  will  also  repre- 
sent the  department  on  curricular  policy  issues. 
The  medical  school  is  enhancing  involvement  of 
Family  Practice  and  Community  Medicine  in  all 
four  years  of  student  training.  Problem-based 
learning  and  standardized  patient  concepts  in 
community  oriented  primary  care  are  developing. 
The  individual  will  be  supported  by  third  and 
fourth  year  clerkship  coordinators,  an  education 
associate,  and  appropriate  support  personnel. 
Tenure  track  desire  is  preferred.  Salary  is  highly 
competitive.  Be  part  of  an  exciting  family  practice 
effort! 

For  inquiries,  contact:  Roland  A.  Goertz,  M.D., 
Chairman,  Department  of  Family  Practice  and 
Community  Medicine,  P.O.  Box  20708,  Houston, 
Texas  77225  or  call  (713)  792-5862. 

The  University  of  Texas  is  an  equal  opportunity  employer. 

Women  and  minorities  are  encouraged  to  apply. 


Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibili- 
ties optional.  $110,000+  per  year  including  salary  and 
benefits.  Please  send  CV  to  Gregg  Barfield,  12600  Bis- 
sonnet,  Ste  E,  Houston,  TX  77842,  or  call  (713)  568- 
4888  for  more  information. 


FAMILY  PRACTICE  OR  EMERGENCY  MEDICINE 


physicians  needed  to  join  rapidly  growing  professional  health- 
care facility  in  the  Dallas  metropolitan  area.  Our  fast-paced 
facility  provides  a very  desirable  clientele  and  a full  support 
staff  This  opportunity  involves  the  treatment  of  acute  injuries 
as  well  as  preventative  health  and  wellness.  Qualified  physi- 
cians must  possess  a professional  appearance  and  excellent 
communication  skills.  Benefits  include  regular  hours  (8-5,  M-F) 
and  no  call  or  work  on  holidays.  Outstanding  financial  package 
including  salary  guarantee,  production  incentives  and  paid 
malpractice  insurance  For  more  information,  call  Kris  Adams, 
Director  of  Recruiting,  (318)  797-8888 


Physician  with  Texas  license  needed  to  practice  general 
medicine  at  Student  Health  Center.  Two-three  years 
practice  experience.  Forty-hour  week,  Monday-Friday. 
Minimal  call  duty.  Fringe  benefits.  Contact  Sheila  Mey- 
er, Director,  University  of  North  Texas  Health  Center, 
P.O.  Box  5158,  Denton,  TX  76203,  817-565-2786. 
Equal  Opportunity/Affirmative  Action  Employer. 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc,  a feder- 
ally funded  community  health  center,  located  at  3 1 0 
W.  Oaklawn,  Pleasanton,  Texas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  210-569-2527. 
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FACULTY  POSITION: 


The  Memorial  Hospital  Family  Practice  Residency 
Program,  an  affiliate  of  The  University  of  Texas  Health 
Science  Center  at  Houston,  is  seeking  a board 
eligible/board  certified  Family  Physician  for  a faculty  posi- 
tion. A faculty  appointment  in  the  Department  of  Family 
Practice  and  Community  Medicine  at  The  University  of 
Texas  Medical  School  at  Houston  is  a component  of  the 
position.  Responsibilities  include  teaching  residents  and 
medical  students,  administration,  direct  patient  care  and 
the  consideration  of  pursuing  further  academic  endeavors. 
This  program  is  growing,  active  and  exciting  Salary  com- 
mensurate with  experience  and  training  Excellent  benefits 
package. 

Please  direct  inquiries  to  Edward  L.  Langston,  R.Ph., 
M.D.,  Director,  Office  of  Medical  Education,  7737 
Southwest  Freeway,  Suite  420,  Houston,  Texas  77074, 
(713)  776-6902 

The  University  of  Texas  Health  Science  Center  at  Houston 
is  an  equal  opportunity/affirmative  action  employer. 
Women  and  minorities  are  encouraged  to  apply. 


Crockett:  Group  of  4 BC  FP's  looking  for  a BC/BE  FP  in- 
terested In  a complete  practice  including  obstetrics.  Lo- 
cated midway  between  Dallas  and  Houston  in  beautiful 
East  Texas.  Please  inquire  at  409-544-2157. 


FAMILY  PRACTITIONER  NEEDED 

Medical  Group  is  searching  for  an  MD.,  Family 
Practitioner  to  help  direct  Family  and  Urgent  Care  practice 
in  Corpus  Christi.TX.  Send  C.V.  to: 

Medical  Specialists  Group 
5262  S.  Staples,  Suite  200 
Corpus  Chrisli,  TX  78411 
Attn:  Medical  Director 


PRIMARY  CARE  PHYSICIANS:  Consider  an  alternative  to 
private  practice:  ANNASHAE  CORPORATION,  Physician 
Staffing,  offers  full/part-time  opportunities  in  Arizona, 
Florida,  Georgia,  Illinois,  Oklahoma,  Ohio,  Washington 
& Virginia.  For  details:  1-800-245-2662. 


HOUSTON 

PHYSICIANS— FULL  TIME  AND  PART  TIME 


Positions  now  available  for  BC/BE 
Physicians  (Int.  Med.,  F.P.,  PEDS)  in  large 
managed  care  practice.  We  are  a rapidly 
expanding  network  of  health  centers  locat- 
ed throughout  the  greater  Houston  area. 
Flexible  hours  with  highly  competitive 
compensation  and  liberal  benefits.  A nice 
place  to  work.  All  Residents  welcome. 
Evenings/Weekends  available. 

Call  Joni  Taylor  at  1-800-633-2373,  ext  283, 
to  arrange  for  an  immediate  interview. 


Your  option:  Single  specialty  group  or  solo  with  choice  of 
office  space.  Share  in  call  rotation  1:6.  Affiliate  with 
medically  sophisticated  hospital  with  24-hour  staffed 
ER.  $140,000  net  income  guarantee,  benefits  and  fed- 
eral loan  reimbursement  up  to  $75,000  for  education 
related  debt.  Contact  Valerie  Bailer  at  1-800-374-4425. 
FAX:  404-390-3804. 


HEALTH  CLINIC  PHYSICIAN 


Modem  outpatient  clinic  in  beautiful  East  Texas 
recreational  area.  10.5  month  position,  excellent 
call  coverage.  Requires  primary-care  experience, 
Texas  license.  Opening  available  immediately. 
Contact  Frank  Marentz,  Box  7374,  Woodlands, 
TX  77387. 

(800)  578-5061  EO/AAE 


TEXAS:  Fort  Worth  — Fulfill  the  growth  and  success  of 
your  family  practice  career  by  becoming  the  new  associ- 
ate with  an  established  practitioner  in  a modern,  young 
suburb  of  southwest  Fort  Worth.  The  practice  of  this  dy- 
namic family  physician  offers  immediate  entry  into  an 
expanding  patient  base  with  unlimited  potential  for 
growth.  The  practice  is  located  on  the  campus  of  the 
71-bed  acute  care  All  Saints  Cityview  Hospital,  which  is 
affiliated  with  a 533-bed  full-service  hospital  located 
15  minutes  from  this  facility.  An  outstanding  financial 
package  is  offered  for  this  professionally  and  personal- 
ly rewarding  opportunity.  For  further  information  send 
CV  to  Andrew  Johns,  Physician  Services  of  America, 
Suite  250,  2000  Warrington  Way,  Louisville,  KY  40222 
or  call  1-800-626-1857,  ext.  237. 


DALLAS  — Urban  Indian  Clinic  seeks  family 
ractice  physician.  Friendly  family  setting  with  good 
enefits  package.  No  call,  no  weekends,  no  nights. 
Progressive,  active  programs  include  diabetes,  pre- 
natal, immunizations.  Prefer  board  certified.  Send 
curriculum  vitae  to: 

Sharon  Turcotte,  Clinic  Director 
Dallas  Inter-tribal  Center 
209  E-  Jefferson  Blvd.  Dallas,  Texas  75203 


AUSTIN  — The  perfect  opportunity  for  a BE/BC  Family 
Practitioner.  Very  competitive  salary  and  benefits  pack- 
age. Name  your  schedule,  inpatient  & call  only  if  you 
desire.  Available  immediately.  Call  Liz  Ann  (collect)  512- 
892-4820  work  or  512-261-3330  home. 


STAFF  PHYSICIAN, 

UNIVERSITY  OF  OKLAHOMA 
GODDARD  HEALTH  CENTER,  NORMAN,  OK. 

Oklahoma  University  Student  Health  Center  Is  recruit- 
ing a Board  Certified  Pediatrician,  Board  Certified  Family 
Practitioner  and/or  Internist.  40  hour  week.  Modern 
facility  serves  20,999  students,  faculty,  staff. 
Competitive  salary,  excellent  benefits,  paid  malpractice 
insurance,  retirement.  Send  C.V.  to  Robert  F. 
Redmond,  M D,  Goddard  Health  Center,  620  Elm, 
Norman.  Oklahoma  73069  (405)  325-461 1 
An  equal  opportunity  employer. 


Internal  Medicine 

San  Antonio  + Lucrative  Practice  = Excellent  Lifestyle. 
Progressive,  growing  multi-specialty  group,  guaranteed 
salary,  bonus,  full  benefits.  Contact  Chuck  Negas  at  1- 
800-374-4425  or  fax  C.V.  to  my  attention  at  404-390- 
3804.  Physician  Sourcing  & Search,  1100  Ashwood 
Pkwy,  #200,  Atlanta,  GA  30338. 

EAST  TEXAS.  Enjoy  1:7  call,  generous  net  income  guar- 
antee plus  benefits,  and  easy  access  to  Dallas/Ft. 
Worth.  Modern  clinic  attached  to  150-bed  regional  med- 
ical center  with  service  area  of  80,000.  For  details, 
contact  Mark  Dupay  at  1-800-477-8863.  Or  fax  C.V.  to 
404-390-3804.  Physician  Sourcing  & Search,  1100 
Ashwood  Pkwy,  #200,  Atlanta,  GA  30338. 


Internist:  Fort  Worth,  Texas 

BE/BC — 12  MD  Group — Downtown  location — 
No  Management  Headaches  — No  up  front 
cash — Guaranteed  salary  & benefits,  plus  bonus 
incentive  for  1st  2 years — Leon  Schroeder, 
Administrator,  The  Fort  Worth  Clinic,  P.A., 
1221  West  I-ancaster  Avenue,  Fort  Worth,  TX 
76102,  817-336-7191,  Fax  817-332-8076. 


Dallas/Fort  Worth  — Busy  internal  medicine  practice 
seeks  third  partner  for  attractive  suburban  community 
in  rapidly  growing  "mid-cities”  area.  Full  range  of  adult 
care.  Modern,  235-bed  hospital.  15  miles  from  down- 
town Dallas/Fort  Worth.  Competitive  compensation 
package.  Contact  Michael  Krier  at  1-800-272-2777. 

West  Texas.  Join  established,  lucrative  10-year-old  prac- 
tice and  associate  with  Board  Certified  Internist.  Affili- 
ate with  medically  sophisticated  hospital  and  cohesive 
medical  team.  Relaxed  lifestyle,  excellent  cost  of  living, 
within  30  minutes  from  university.  Enjoy  $140,000  net 
income  guarantee,  benefits,  and  federal  loan  reim- 
bursement up  to  $75,000  for  education  related  debt. 
Contact  Valerie  Bailer  at  1-800-374-4425.  FAX:  404- 
390-3804. 

INTERNAL  MEDICINE.  Outdoor  recreational  paradise  in 
Southern  Oklahoma.  5,000  acre  lake  resort  area.  Join 
3 well  respected  busy  internal  medicine  physicians. 
Boating,  fishing  and  hunting  in  town  of  23,000.  Immedi 
ate  patient  base.  1-1/2  hours  from  Dallas  and  Okla- 
homa City.  Excellent  financial  guarantee  and  benefits. 
For  more  Information,  contact  Beth  Marbach,  CHAL- 
LENGER & HUNT,  800-844  7800,  or  forward  your  cur- 
riculum vitae  to  me  at  7777  Bonhomme  Avenue,  Suite 
1385,  St.  Louis,  Missouri  63105. 


Locum  Tenens 


PHYSICIANS 

'^nnlunitad 


Gj/i/e  have  the  locum  tenens  physicians 
you  need  when  you  need  them. 


6k h, 


en  you  need  assistance  with 
temporary  physicians  staffing  while  you 
recruit  or  to  cover  weekends,  vacations, 
illness  or  CME,  call  Physicians 
Unlimited.  We  have  a staff  of  thoroughly 
credentialed  radiologists , and  family 
practitioners  with  the  qualifications  you 
need  to  keep  your  practice  open  and 
operating  smoothly. 


hysicians  Unlimited  is  based  in 
Houston  and  focused  on  fulfilling  the 
need  for  temporary  physician  staffing 
throughout  Texas. 


or  more  information  on  how  we  can 
help  with  your  staffing  needs  call  Chuck 
Crandell  at  1.800.227.0316,  ext.  9018, 
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Tm  practicing  medicine  the  way 
I think  it  should  be  practiced, 
sans  the  paperwork  and 
administrative  overload." 

Owen  Brodie,  Ml),  joined 
CompHealth's  locum  tenens 
medical  staid  in  1989,  alter  21 
years  in  private  practice. 

Since  then  he’s  worked  in 
temporary  assignments  in 
state  facilities,  Idled  in  lor 
attending  physicians,  covered 
lor  private  practitioners 
across  the  country. 

A pilot.  A historian.  A 
board-certified  psychiatrist. 
Southern  to  a fault. 

Owen  Brodie  knows... 


It  s a great  way  to 
practice  medicine 

CompHealtti 

Locum  Tenens 

1 -800—153-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Ob/Gyn 

AUSTIN  — Seeking  an  OB/GYN  and  a GYN  for  private 
practice  in  university  area.  Many  social  and  recreational 
opportunities  in  this  city  of  more  than  500,000.  Send 
C.V.  c/o  Texas  Medicine,  Ad  Box  814,  401  W.  15th 
Street,  Austin,  TX.  78701. 

Pediatrics 


PEDIATRICS/NORTHEAST  TEXAS 


Thirty-plus  physician  group  seeks  addi- 
tional pediatrician.  Enjoy  the  warmth  of 
the  sunbelt;  living  in  a community  of 
22,000  residents,  where  24%  of  popula- 
tion is  under  15  years  old  — PEDS!  Less 
than  one  hour  from  a major  metroplex  of 
2 1/2  million.  185  bed  hospital  with  a 
level  II  nursery.  Excellent  referral  base 
was  70%  private  pay  with  no  HMO’s  or 
PPO’s.  $240K  package. 

Call  Mike  Garvey  at  Harris  Kovacs  Alderman, 
800-677-7987  Ext  2-408 
or  fax  C.V.  to  (214)  518-2676. 


EAST  TEXAS.  Excellent  location  is  experiencing  11% 
growth  in  the  pediatric  population,  and  offers  easy  ac- 
cess to  Dallas/Ft.  Worth.  Modern  clinic  attached  to 
150-bed  regional  medical  center.  Two  year  net  income 
guarantee  plus  benefits.  For  details,  contact  Mark  Du- 
pay  at  1-800-477-8863.  Or  fax  C.V.  to  404-390-3804. 
Physician  Sourcing  & Search.  1100  Ashwood  Pkwy, 
#200,  Atlanta,  GA  30338. 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 

ISSUE  DEADLINE 

November  1993 October  1,  1993 

December  1993 November  1, 1993 

January  1994 December  1, 1993 


Locum  Tenens 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 . Chicago 

2.  Denver 

3.  Oakland 

4.  Ventura 

5.  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atlanta 

10  Service 


Since  1979,  we’ve  approached  the 
locum  tenens  assignment  of  physicians 
quite  differently  from  the  competition.  Our 
nationwide  network  of  offices  offers 
assignments  free  from  any  hassles  to 
qualified  physicians... we  do  the  homework 
- we  investigate  assignment  locations, 
interview  personnel  with  whom  you’ll  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  you  a “true  picture”  of  where  you’re 
going  and  what  to  expect. 

And  to  accompany  you  on  your  journey, 
we  provide  malpractice  insurance  on  an 
“occurrence”  basis. 


FOR  MORE  INFORMATION  CALL:  1 -800-531-1 1 22 

Inf  rim 

P H Y S I C I A N S 


©Copyright  1993,  Interim  Services,  Inc. 
An  H&R  BLOCK s)  Company 


Radiology 

Board  Certified  Diagnostic  Radiologist  with  experience  in 
MRI/CT/MAMMO/N.M./U. S./Gen.  Radiol,  available  for 
weekend  (Sat-Sun)  locum  tenens,  non-invasive  cover- 
age in  or  within  100  miles  of  Dallas/Ft.  Worth.  Re- 
spond c/o  Texas  Medicine,  Ad  Box  813,  401  W.  15th 
Street,  Austin,  TX.  78701. 


Physicians  Unlimited 


Physicians  Unlimited  is  offering  unique  opportuni- 
ties for  Texas  licensed  radiologists.  Are  you  inter- 
ested in  a little  travel  and  a lot  of  flexibility? 
Would  you  enjoy  more  control  over  your  schedule 
while  earning  the  most  generous  compensation  of- 
fered to  locum  tenens  radiologists?  If  so,  it  is  time 
to  consider  Physicians  Unlimited.  You  will  earn 
what  you  deserve,  and  your  malpractice  insurance, 
housing,  and  travel  expenses  will  be  paid  as  well. 

Call  Ann  Christante  at  (800)  227-0316,  exL  9045. 
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OBSTETRICS/GYNECOLOGY 


More  Outstanding  Opportunities 

r mi  rin  m r a /S  n » i « 

ts ♦ ♦ ♦ 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical 
building  designed  to  accommodate  two 
dermatologists.  Current  physician  plans  early 
retirement  and  offers  practice  for  sale.  Building 
available  for  sale  or  lease. 

Contact:  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


FORT  WORTH 

Listen  to  this!  Ten  or  eleven  12-hour  shifts  per  month 
with  salary  and  complete  benefits  package  worth  at 
least  $122.00  per  hour!  We  have  multiple  positions 
and  an  immediate  need.  Call  today. 

Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise!  Need  two 
more  FPs  to  offer  full  range  of  family  medicine  in  town 
of  21,000;  easy  access  to  Dallas/Fort  Worth.  OB 
optional.  Ultra-modern,  200-bed  hospital.  Excellent 
referral  base  and  backup.  Shared  call.  Generous 
incentive  package.  This  opportunity  has  it  all! 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 
Additional  family  physicians  needed  for  community  of 
14,000  in  strategic  location  (within  one  hour  of 
Dallas/Fort  Worth).  Modern,  88-bed  hospital;  OB 
optional.  Four-way  call  sharing.  Incentive  package, 
nice  opportunity!  Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great 
life  style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous 
incentive  package  from  community  hospital  to 
qualified  doctor. 

Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Vicki  Truitt. 


EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice  Call  sharing 
and  coverage  is  available  from  other  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca;  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Barry  Strittmatter. 

FORT  WORTH 

Hassle-free  practice!  Large  family  practice  group 
seeks  Spanish-speaking  physicians  for  office  based 
practice  in  community  clinic.  Forty-hour  work  week; 
no  evenings  or  weekend  call.  Excellent  salary  and 
generous  benefits.  Call  for  details.  Contact:  Vicki  Truitt. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  additional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundant  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more.  Contact:  Jim  Truitt 

SOUTH  CENTRAL  TEXAS 
Within  one  hour  of  San  Antonio  - South  Central 
Texas  hospital  seeks  additional  BE/BC  family 
practitioner  for  service  area  of  20,000.  OB  is 
available,  but  not  required  Hunting  and  fishing 
(fresh  and  salt  water)  and  other  recreational  activities 
abound.  Generous  incentive  package  to  qualified 
candidate.  Contact:  Barry  Strittmatter 

EL  PASO 

A highly  respected  and  well-established  physician  in 
El  Paso  (population  approximately  500,000),  wishes 
to  retire.  He  and  the  hospital  with  whom  he  is 
associated  seek  a board  certified  (or  board  eligible 
pursuing  certification)  family  physician  to  join  him  and 
begin  to  assume  his  large  practice.  Competitive 
benefit  package  to  qualified  candidate 
Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Fifth  internist  needed  to  accommodate  heavy  patient 
demand  in  popular  community  of  21,000  (primary 
service  area  of  95,000+);  easy  access  to  Dallas/Fort 
Worth.  Routine,  five-way  call  sharing;  extraordinary, 
200-bed  hospital  facilities  and  services;  outstanding 
backup  from  other  specialties.  Pretty  area; 
recreational  opportunities  abound.  Nice  place  to 
practice;  generous  incentive  package. 

Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  medical  and  four  radiation 
oncologists  seek  fifth  medical  oncologist  for  group 
practice  Salary,  plus  bonus  and  excellent  benefits 
Practice  with  a top-notch  group  and  enjoy  a life  style 
in  a city  offering  an  abundance  of  outstanding 
amenities.  Call  for  more  specific  details. 

Contact:  Jim  Truitt. 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  1994 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  four  other  OB/GYNs).  Construction  of  New 
Women's  Center  underway.  Progressive,  family 
oriented  community  with  strong,  diversified  economy; 
excellent  schools  Many  social  and  recreational 
opportunities.  Comprehensive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 


ORTHOPEDIC  SURGERY 


NORTH  CENTRAL  TEXAS 

Near  Dallas  - Excellent  private  practice  opportunity  in 
smaller  community  with  easy  access  to  amenities  of 
major  Metropolitan  area.  Well-equipped  93-bed 
hospital  affiliated  with  premier  health  care  system. 
Practice  options  include  solo  with  call  coverage  or 
single  specialty  group.  Outstanding  income  potential; 
quality  life  style.  Incentive  package. 

Contact:  Jim  Truitt. 


OTOLARYNGOLOGY 


NORTH  EAST  TEXAS 

ENT  needed  for  community  of  27,000  (referral  area 
200,000).  Pretty  town;  good  schools;  lots  of  social 
and  recreational  amenities.  Good  hospitals;  share 
call  with  recently  trained,  BC  ENT.  Competitive 
incentive  package  offered  to  qualified  physician. 
Contact:  Vicki  Truitt. 


PEDIATRICS 


We  have  more  pediatric  opportunities  than  we  can 
list.  East  Texas,  Northeast  Texas,  North  Central 
Texas,  Dallas/Fort  Worth  - you  want  it,  we  have  it! 
Please  call  us  for  specific  information  about  these 
outstanding  opportunities.  Contact:  Vicki  or  Jim  Truitt. 


■ Physician  Search  & Placement 

■ Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Please  call  for  additional  listings. 


Classified  Directory 


NeeD  Aw 

Secojsp  opinion? 


800  52.3-9955 


RADIOLOGY 


Locum  Teneris  • Permanent  Recruitment  Specialist 


Urology 

EAST  TEXAS.  Easy  access  to  Dallas/Ft.  Worth.  Modern 
clinic  attached  to  150-bed  regional  medical  center  with 
80.000  service  area.  Generous  net  income  guarantee 
plus  benefits.  For  more  details,  contact  Mark  Dupay  at 
1-800-477-8863.  Or  fax  C.V.  to  404-390-3804.  Physi- 
cian Sourcing  & Search.  1100  Ashwood  Pkwy,  #200, 
Atlanta,  GA  30338. 

ABILENE  — Any  BE/BC  urologist  interested  in  practicing 
in  West  Texas  is  invited  to  contact  T.  Harrop  Miller,  M.D. 
at  6200  Flumana  Plaza,  Suite  1475,  Abilene,  Tx.  79606. 

Other  Opportunities 


NATCHITOCHES,  LA.-  The  Natchitoches 
Out-Patient  Medical  Center,  Inc.  is  currently 
seeking  an  Ob/Gyn,  Family  Practitioner, 
Pediatrician,  Physician’s  Assistant,  and  Nurse 
Practitioner  for  its  progressive  practice  based 
in  Natchitoches,  LA.  The  corporation,  which 
has  been  a proven  leader  in  the  health  care 
industry  for  more  than  16  years,  offers  an 
excellent  compensation  package  including: 
sign-on  bonus,  malpractice,  health  insurance, 
loan  repayment,  cme,  incentive  pay,  and 
vacation.  Salary  is  commensurate  with  expe- 
rience- beginning  at  $100,000  for  mid-levels. 

If  you  are  interested  in  practicing  in  a great 
work  environment,  please  contact  Willie 
Valrie  (CEO)  or  Cynthia  Goree  at  (318)  352- 
1819. 


ASSOCIATE  DIRECTOR  AND  PHYSICIAN 


General  Medicine-Medical  Services  (Medical  Director) 
The  University  of  Texas  at  Austin  Student  Health  Center 
Required:  a doctoral  degree  in  medicine; 
board  certified  or  board  eligible  in  a prima- 
ry care  specialty;  two  or  more  years  of 
post-residency  primary  care  experience  in 
an  ambulatory  care  setting,  including  one 
or  more  years  of  senior  administrative 
experience;  and  current  license  or  eligibili- 
ty for  licensure  to  practice  medicine  in  the 
State  of  Texas.  This  is  a security  sensitive 
position;  a background  check  will  be  con- 
ducted on  the  selected  applicant.  Position 
available  January  3,  1994.  To  apply,  send 
letter  of  intenL  curriculum  vitae,  and  three 
letters  of  reference  to: 

Jeanne  Carpenter,  Chair 
Search  Committee 
The  University  of  Texas  at  Austin 
Student  Health  Center 
P.O.  Box  7339,  University  Station 
Austin,  TX  78713-7339 

An  Equal  Opportunity/Affirmative  Action  Employer 


CORPUS  CHRISTI,  TEXAS 

Doctors  Regional  Medical  (enter  of  Corpus  (hristi,  Texas 
is  currently  seeking  B E.  /B.C.  physicians  interested  in  joining  established 
physician  practices.  Interested  candidates  in  the  following  areas: 

« Family  Practice  « OB/GYN  « Internal  Medicine 
Should  contact  or  send  (.V.  to:  Linda  Biediger 
Doctors  Regional  Medical  (enter 

331 5 South  Alameda  Corpus  Christi,  TX  7841 1 (512)  857-1501 


FOR  SALE  OR  LEASE 

Office  Space 

Medical  clinic/residence  in  Ozona,  Texas.  Call  JOHN  AT 
THE  HERITAGE  GROUP/BETTER  HOMES  & GARDENS,  1- 
800/473-7653. 


PROFESSIONAL  OFFICE  SPACE  FOR  LEASE: 


NW  San  Antonio,  3,075  SF  in  free-standing 
professional  center.  Space  is  currently  occupied 
by  family  practitioners.  Excellent  finish-ouL  on- 
site owner/mgmt.  Flexible  terms.  Possibility  of 
adjacent  1,532  SF  becoming  available.  For 
information  and/or  to  view  premises,  call  Dr. 
Johnson  @ (210)  681-1278. 


Practices 


DALLAS/FT.  WORTH 


Well-established  General  Surgery  practice  in  mid-cities 
suburb  is  now  available  Partnership  also  available 
Collections  in  excess  of  $300, OCX)  for  1992  Prestigiously 
located  office  is  fully  computerized  Thorough  and  gener- 
ous introduction  will  be  offered  Courteous  and  efficient 
staff  will  stay,  if  desired  Owner  financing  for  the  appro- 
pnate  physician  will  be  made  available 

For  information,  contact 
Mr.  Harrison  at  (800)  933-0911. 


Fully  equipped,  established,  busy  general  medicine  office 
available  in  Fort  Worth  due  to  retirement  of  present 
owner.  Ideal  for  bilingual  physician.  Negotiable  terms. 


Respond  c/o  Texas  Medicine,  Ad  Box  812,  401  W. 
15th  Street,  Austin,  TX.  78701. 

Family  Practice/Minor  Emergency  Clinic  For  Sale.  SW  Hous- 
ton. Fully-equipped.  Physician  retiring.  Average  net  in- 
come for  last  3 years  $300,000.  Near  three  hospitals. 
Excellent  location  as  gatekeeper  of  Healthcare  Net- 
work. For  details  call  (713)  777-5160,  Robert  Sims, 
CPA. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-785-3722 

Or  send  CV  to:  Reuben 

PO  Box  423  14  D 

Houston,  TX  77242-23 1 4 Bronstein 

FAX  713-784-9260  & Associates 


THE  BANANA  PEEL.  A business  management  newsletter 
containing  inside  information  drawn  from  physician’s 
experiences.  Call  1-800-SLIPUPS,  or  write  The  Banana 
Peel,  2177  Barry  Drive,  Fort  Myers,  Florida  33907  for 
your  complimentary  copy.  (ISSN  1069-9449) 

f Correctional  Healthcare  ^ 

Full  time  primary  care  Physicians  & Psychiatrists, 
statewide  adult  correctional  facility  locations,  new 
salary  increases  effective  3/1/92/  benefits/P hysi- 
cian  student  repayment  program.  Inquiries:  TDJC, 
Box  99,  Personnel  Annex,  Huntsville,  TX  77342-0099 
ior  contact  Glynda  Baker,  (409)  291-4020.  j 


BUSINESS  AND 
FINANCIAL  SERVICES 


$$  MONEY  FOR  DOCTORS  $$ 
•RESIDENTS* 

If  you  are  in  your  2nd  year  or  above,  you 
qualify  and  can  borrow  up  to  $35,000  now 
for  any  purpose.  Contact:  R.B.  Davis 
Medical,  Inc.  — Fax  (214)  394-4185  with 
your  area  code,  fax  number,  and  loan 
amount 

•ESTABLISHED  DOCTORS* 

To  obtain  your  loan  for  any  purpose,  call 
(214)  492-8095,  ext  1234#  (24  hrs.)  or  Fax 
your  request 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser- 
vice Association,  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 

TAX  CREDITS:  Cuts  taxes  $7,750/yr  x 10  yrs.  $1.80 
Credits  for  $1.00  Invested.  IRS  Approved  (Sec  42). 
Roger  P.  Holland,  MD,  Ph/D  (903)  534-9652  (Recorded 
Message). 

New  and  Refurbished  Medical  Equipment.  We  buy  and  sell. 
Infusion  pumps,  x-ray  machinery,  EKG  machines, 
surgery,  and  lab  equipment.  Let  Medical  Remarketing 
find  or  sell  your  medical  equipment.  Call  Brian  Kidd  @ 
(817)  540-6512. 
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Classified  directory 


Ambulatory  Surgical 
Center  Consultant? 


T earn  of  physician,  architect  and  medical  consultant 
will  help  you  develop  your  own  Medicare  approved 
Ambulatory  Surgical  or  Specialty  Facility. 

Contact  Connie  Burk  817-335-5421. 


Dissatisfied  with 
your  practice? 


We’re  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic. 

You  don’t  need  to  answer  every  ad 
or  contact  numerous  recruiters. 
We  can  place  you  anywhere  — 
1000’s  of  communities  — every 
size,  every  state! 


In  Texas: 

45+  cities 
Houston 
Corpus  Christi 
San  Antonio 
Dallas 
Beaumont 


Nationwide: 

750  cities 

Indianapolis 

Chicago 

Pittsburg 

Cincinnati 

Jacksonville 


Confidential  • References 

The  Curare  Group,  Inc. 
(800)  880-2028 
Fax:  (812)331-0659 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  (or 
the  closest  business  day)  preceding  publication.  Send 
copy  to  Denise  Kotson,  Classified  Manager,  TEXAS 
MEDICINE,  401  West  15th,  Austin,  Texas  78701. 
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The  power 
to  overcome. 


With  a lot  of  determina- 
tion and  a little  help  from  us, 
millions  of  people  are  now 
doing  extraordinary  things. 
Like  talking,  walking  and 
laughing. 

Give  the  power  to  over- 
come. Support  Easter  Seals. 
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C ME  / Continuing 
education  Directory 


Courses 


OCTOBER 

Cardiology 

Oct  1-3,  1993 

Future  Directions  in  Interventional  Cardi- 
ology. Santa  Barbara,  Calif.  Contact  Amer- 
ican College  of  Cardiology,  Extramural 
Programs,  PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Oct  7-8,  1993 

Interventional  Cardiology:  Aspirations  for 
1993  and  Beyond.  Boston.  Contact  Ameri- 
can College  of  Cardiology,  Extramural 
Programs,  PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Oct  7-9,  1993 

Colloquium  on  Cardiovascular  Therapy. 
Santa  Fe,  NM.  Contact  American  College 
of  Cardiology,  Extramural  Programs,  PO 
Box  79231,  Baltimore,  MD  21279-0231 
(800)  257-4739 

Oct  14-16,  1993 

Cardiology  Update  1993.  Carmel,  Calif. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  PO  Box  79231,  Bal- 
timore, MD  21279-0231  (800)  257-4739 

Oct  21-23,  1993 

New  Techniques  & Concepts  in  Cardiolo- 
gy. Washington,  DC.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Computer  Applications 

Oct  9,  1993 

Cancer  Information:  PDQ!  (&  More). 
Austin.  Contact  Texas  Medical  Association 
Library,  401  W 15th  St,  Austin,  TX  78701 
(512)  370-1552  or  (800)  880-1300,  ext  1552 

Oct  23,  1993 

GRATEFUL  MED:  Computer  Access  To 
Information.  Austin.  Contact  Texas  Medi- 
cal Association  Library,  401  W 15th  St, 
Austin,  TX  78701  (512)  370-1552  or 
(800) 880-1300,  ext  1552 

General  Medicine 

Oct  29-30,  1993 

Hematology  & Oncology  for  Primary  Care 
Physicians.  Scottsdale,  Ariz.  Contact  Mayo 
Clinic  Scottsdale,  13400  E Shea  Blvd, 
Scottsdale,  AZ  85259  (602)  391-7447 


Geriatrics 

Oct  8-9,  1993 

Clinical  Approach  to  Common  Problems 
in  the  Mature  Adult.  San  Antonio.  Contact 
Scott  & White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Infectious  Diseases 

Oct  29,  1993 

Practical  Update  in  Infectious  Disease  I. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Internal  Medicine 

Oct  9-13,  1993 

Gastroenterology  Board  Review  Course. 
Arlington,  Va.  Contact  George  Washington 
University  Medical  Center,  2300  K St,  NW, 
Washington,  DC  20037  (202)  994-4285 

Medical  Ethics 

Oct  29-30,  1993 

Techniques  of  Patient-Oriented  Research. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Obstetrics  and  Gynecology 

Oct  8-9,  1993 

Women's  Health  Care.  College  Station. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Oct  29,  1993 

Frontiers  in  Ovulation  Induction.  Teaneck, 
NJ.  Contact  Washington  University  School 
of  Medicine,  Campus  Box  8063,  660  Eu- 
clid Ave,  St  Louis,  MO  63110-1093  (800) 
325-9862 

Oct  19-23,  1993 

Contemporary  Issues  & Practices  in  Ob- 
Gyn.  Dallas.  Contact  The  University  of 
Texas  Southwestern  Medical  Center,  Office 
of  CME,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Oncology 

Oct  3-5,  1993 

Pharmacy  Symposium  on  Cancer  Chemo- 
therapy. Houston.  Contact  The  University  of 
Texas  M.D.  Anderson  Cancer  Center,  Con- 
ference Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792-2222 


Oct  9-10,  1993 

Annual  Cancer  Care  Update.  Dallas.  Con- 
tact Presbyterian  Healthcare  System,  Office 
of  CME,  8160  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214) 891-2323 

Oct  9-13,  1993 

Medical  Oncology  Board  Review  Course. 
Pentagon  City,  Va.  Contact  George  Wash- 
ington University  Medical  Center,  2300  K 
St,  NW,  Washington,  DC  20037  (202) 
994-4285 

Pediatrics 

Oct  22-23,  1993 

Annual  Pediatric  Postgraduate  Conference. 
Lubbock.  Contact  Office  of  CME,  Texas 
Tech  University  Health  Sciences  Center, 
Lubbock,  TX  79430  (806)  743-2929 

Radiology 

Oct  22-24,  1993 

Diagnostic  Radiology  Update.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Risk  Management 

Oct  11-12,  1993 

Beyond  the  Basics:  Advanced  Case  Studies 
in  Medical  Risk  Management.  Dallas/Ft 
Worth.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 

Urology 

Oct  22-23,  1993 

Solving  Prostate  Problems  in  Clinical  Prac- 
tice. Austin.  Contact  Scott  & White  Memo- 
rial Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

NOVEMBER 

Anesthesiology 

Nov  12-14,  1993 

Anesthesiology  and  the  Geriatric  Patient. 
St  Louis.  Contact  Washington  University 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  63110-1093 
(800) 325-9862 

Computer  Applications 

Nov  6,  1993 

Basics  of  Searching  MEDLINE.  Austin. 
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Contact  Texas  Medical  Association  L ibrary, 
401  W 15th  St,  Austin,  TX  78701  (512) 
370-1552  or  (800)  880-1300,  ext  1552 

Gastroenterology 

Nov  19-20,  1993 

Gastroenterology  Update.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

Nov  20,  1993 

Hypercholesterolemia.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  631 10-1093  (800)  325-9862 

Gynecology 

Nov  11-13,  1993 

Techniques  in  Gynecologic  Surgery.  Scotts- 
dale, Ariz.  Contact  Mayo  Clinic  Scotts- 
dale, 13400  E Shea  Blvd,  Scottsdale,  AZ 
85259  (602) 391-7447 

Infectious  Diseases 

Nov  5-6,  1993 

Update  in  Sexually  Transmitted  Diseases. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Nov  12,  1993 

Update  in  Infectious  Diseases  II.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Neurology 

Nov  5-6,  1993 

Movement  Disorders  for  the  Practitioner. 
Phoenix.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Nov  12,  1993 

Therapy  of  Movement  Disorders.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-494 1 

Oncology 

Nov  4-7,  1993 

Advances  in  the  Biology  & Therapy  of 
Colorectal  Cancer.  Houston.  Contact  The 
University  of  Texas  M.D.  Anderson  Cancer 


Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Nov  12-14,  1993 

Head  and  Neck  Oncology.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St  Louis, 
MO  63110-1093  (800)  325-9862 

Otolaryngology 

Nov  4-6,  1993 

Otology,  Neurotology  & Skull  Base 
Surgery.  San  Francisco.  Contact  University 
of  California  at  San  Francisco,  Extended 
Programs  in  Medical  Education,  Rm  LS- 
105,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Pediatrics 

Nov  5-6,  1993 

Pediatrics  Update  for  the  Practitioner.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Thoracic  Surgery 

Nov  17-19,  1993 

Contemporary  Cardiothoracic  Surgery.  St 
Louis.  Contact  Washington  LIniversity 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  631 10-1093 
(800) 325-9862 

DECEMBER 

Cardiology 

Dec  II,  1993 

Cardiology  Seminar.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  63110-1093  (800)  325-9862 

Gastroenterology 

Dec  4,  1 993 

Gl  Update.  St  Louis.  Contact  Washington 
University  School  of  Medicine,  Campus 
Box  8063,  660  Euclid  Ave,  St  Louis,  MO 
631 10-1093 (800) 325-9862 

General  Medicine 

Dec  3,  1 993 

Women's  Health  Care  Issues.  St  Louis. 
Contact  Washington  LIniversity  School  of 
Medicine,  Campus  Box  8063,  660  Euclid 


Ave,  St  Louis,  MO  63110-1093  (800) 
325-9862 

Obstetrics  and  Gynecology 

Dec  4-5,  1993 

Update  in  Pelvic  & Vaginal  Surgery.  San 
Antonio.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Otorhinolaryngology 

Dec  2-4,  1993 

Balance  Disorders:  Controversies  in  Diag- 
nosis & Management.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (2  1 4)  688-2 1 66 

Risk  Management  Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  through  its 
Risk  Management  Office.  For  further  in- 
formation, contact  the  TMA  Risk  Manage- 
ment Office,  401  W 15th  St,  Austin,  TX 
78701  (800)  880-1300. 

September-December,  1993 

Your  Burden  of  Proof:  Avoiding  Expensive 
Failure  to  Diagnose  Claims 
Sept  I I , Austin 

Sept  23,  El  Paso  and  S Padre  Island 

Oct  7,  Beaumont  and  Galveston 

Oct  14,  Dallas 

Oct  28,  Temple 

Nov  4,  Houston 

Nov  18,  San  Antonio 

Dec  2,  College  Station 

Calendar  of  Meetings 


• Denotes  Texas  meeting 

October 

Oct  13-17,  1993,  Washington,  DC 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  ASIM,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808  (202) 835-2746,  ext  266 

Oct  28-31,  1993,  New  Orleans 
Southern  Medical  Association  Annual  Sci- 
entific Assembly 

Contact  SMA  Registration  Dept,  35 
Lakeshore  Dr,  Birmingham,  AL  35219- 
0088 (800) 423-4992 
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Ambulatory 
Preventive  Medicine 


Physician  Oncology 


Education  Program 


Oct  28-31,  1993,  San  Antonio 

• Society  for  Professional  Well-Being  Na- 
tional Conference 

Contact  SPW,  21  W Colony  Place,  Ste  150, 
Durham,  NC  27705  (919)  489-9167 

November 

Nov  4-7,  1993,  Orlando,  Fla 

American  Pain  Society  Annual  Scientific 

Meeting 

Contact  APS,  5700  Old  Orchard  Rd, 
1st  Floor,  Skokie,  IL  60077-1057  (708) 
966-5595 

Nov  14-18,  1993,  Chicago 
American  Academy  of  Ophthalmology 
Annual  Meeting.  Contact  AAO,  655  Beach 
St,  San  Francisco,  CA  94109-1336  (415) 
561-8500 

Nov  18-21,  1993,  Houston 

• American  Association  for  Cancer  Education 
Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 

December 

Dec  3-7,  1993,  St  Louis 

International  Endourology  Society  1 994 

World  Congress 

Contact  Washington  University  School  of 
Medicine,  Campus  Box  8063,  660  Euclid 
Ave,  St  Louis,  MO  63110-1093  (800) 
325-9862 


For  assistance  in  locating  CME  opportunities 
offered  elsewhere  or  for  self-paced  home  study 
materials,  contact  the  Texas  Medical 
Association  CME  Resource  Center  at 
(800)  880-1300,  ext  1552,  or  (512)  370-1552. 


The  city  of  Fort  Worth  / Tarrant 
County  Health  Departments 
are  seeking  BE/BC  family 
practice  or  public  health/pre- 
ventive medicine  physicians 
for  full-time  employment.  Will 
work  In  areas  of  pediatrics, 
family  planning,  STD  control 
and  HIV  services. 

Consider  a full-time  public 
health  career  with  no  office 
overhead,  minimal  night 
call,  flexible  hours,  research 
opportunities  and  excellent 
benefits.  Texas  license  or 
ability  to  obtain  required. 

Send  CV  to: 

Nick  Curry,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  TX  76107 


Malpractice  Insurance 


You  Need  to  Call  Us. 

If  you  are  presently  insured  with  the 
JUA  and  want  out—  or  if  you  are 
having  trouble  obtaining  reasonably 
priced  malpractice  insurance,  call  us. 

Aberdeen  Medical  Insurance  Services,  Inc. 

We  offer: 

I A.M.  Best  Rated  Companies 
I The  Objectivity  of  Being  Independent 
I Premium  Financing 

Fora  no  obligation  consultation,  contact 

Forrest  S.  Pullen 

Executive  Director 

(800)  622-9296 
(713)  622-9296  in  Houston 

mp 

Aberdeen 

5^^ 

Medical  Insurance  Services 

5231  Westheimer  • Suite  800 
Houston,  Texas  77056 


Cancer  Prevention 
and  Detection 
Information  for 
Texas  Physicians 

The  Texas  Medical 
Association  Physician 
Oncology  Education 
Program  is  designed  to 
enhance  the  role  of  the 
primary-care  physician  in 
implementing  and  commu- 
nicating cancer  prevention, 
screening  and  early  detection. 
The  POEP  is  funded  by  the 
Texas  Cancer  Council. 

All  materials  and 
services  are  FREE 
OF  CHARGE  to  Texas 
physicians. 

■ 

Cancer  education  resources 
for  the  physician 

m 

Funding  for  CME  cancer 
education  programs 

■ 

Scholarships  for 
physicians  to  attend 
CME  cancer  education 
programs 

■ 

Grants  for  innovative 
cancer  education 
approaches 

■ 

Speakers’  Bureau 

For  an  order  form 
or  information: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext.  1672 
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Texas  physicians 
and  nursing 
homes 


• • • 


# 


Excitement  by  Autoflex  Leasina 
Endorsement  bV  TMA; 


■PiyR&g 


I 


ft 


Behind  the  wheel, 

this  car  makes  me  feel  like  I'm  flying. 
Excitement  on  the  highway, 
now  everything  is  moving  my  way. 
The  car  of  my  dreams  was  waiting  for  me 
at  Autoflex  Leasing! 

When  you  call  Autoflex  Leasing, 
you're  in  touch  with  the  exclusive 
"Flexlease",  a lease  designed  with 
convenience  in  mind. 

With  just  a phone  call  today, 
you  can  be  driving  your  new  car, 
truck  or  van  tomorrow  and  you  will  have 
no  down  payment,  no  deposit 
free  rent  cars,  and  much  more! 
Volume  leasing  means  the  best  price 
on  the  best  car 
delivered  right  to  your 

home  or  office. 

■ 

The  TMA  and  Autoflex  Leasing 
have  joined  forces  to  offer  you  the  best 
auto  lease  available. 

It  was  designed  for  convenience, 
it  was  endorsed  for  quality, 


1-800-634-0304 


For  more  information 
Contact  one  of  these  specialists: 
Louis  Murad  or 
John  Welch 


212  W.  Spring  Valley  Richardson,  Tx  75081 
214-234-1234 


♦TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

GROUP  PLUS 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 


created  and  endorsed 
by  the  Texas  Medical 
Association. 


2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 

PO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 


6. 


Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for  24 
years  (1969 — 1993) 


Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 
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The  Health 
of  Elderly  Texans 


• • • 


“ You  get  a lot  of 
positive  feedback  . . . 
by  the  differences  you 
can  make  in  small  ways 
in  people's  lives. " 

— Elizabeth  Ernst,  MD 
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Symposium 
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Geriatric 

Medicine 


Texas 

Geriatrics 

Society 


CHEVES  MCC. 

smythe,  md, 

Guest  Editor 


‘Sorry,  I don’t  see  nursing 
home  patients.’ 

Most  Texas  physicians  don't. 

That's  no  surprise.  But  here  are  the 
stories  of  three  who  do,  and  their 
reasons  might  interest  you. 

BY  I E A N PIETROBONO  AND  BETH  GRADDY 


Congestive  heart  failure 

BY  CHEVES  MCC.  SMYTHE,  MD 


Hispanic  elders  in  Texas: 
implications  for  health  care 

BY  DAVID  V.  ESPINO,  MD;  CARLOS  A.  MORENO,  MD, 
MSPH;  AND  MELISSA  TALAMANTES,  MS 

Challenges  to  quality  care  in 
Texas  nursing  facilities 
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You  don’t  need  a calculator  to  figure  out  that  today’s 
medical  students  will  get  plenty  of  practice  in  caring  for  elderly 
patients.  By  2026,  the  number  of  Texans  age  65  and  older  is 
expected  to  more  than  double,  to  nearly  4 million. 

But  the  aging  trend  has  already  picked  up  momentum,  bringing  with  it  a 
plethora  of  challenges  for  today’s  physicians.  Addressing  some  of  the  most 
compelling  — though  common  — issues  in  geriatric  medicine  was  the  im- 
petus for  this  theme  issue  of  Texas  Medicine. 

In  an  expanded  Journal  section,  five  peer-reviewed  clinical  articles  em- 
phasize practical  management  of  older  patients.  Authored  by  members  of 
the  Texas  Geriatrics  Society  and  guest  edited  by  Cheves  McC.  Smythe, 
MD,  past  president  of  the  society,  the  articles  present  topics  likely  to  be 
faced  by  most  Texas  physicians:  congestive  heart  failure,  osteoporosis, 
health  care  of  Hispanic  elders,  nursing  facilities,  and  late-life  depression. 

Shifting  the  focus  from  the  patient  to  the  physician,  Texas  Medicine 
managing  editor  Jean  Pietrobono  and  assistant  editor  Beth  Graddy  present 
an  excellent  multipart  feature  story,  “Texas  physicians  on  the  nursing  home 
front”  (p  34).  Anchoring  the  article  are  visits  with  three  Texas  physicians  as 
they  make  their  nursing  home  rounds.  Also  included  are  a brief  look  at  the 
underfunding  of  nursing  facilities  in  Texas  and  a regulator’s  viewpoint  on 
how  physicians  can  improve  the  quality  of  care  in  them. 

Rounding  out  the  series  is  a report  on  a highly  lauded  program  at  The 
University  of  Texas  Health  Science  Center  at  San  Antonio  that  takes  all 
third-year  medical  students  through  a 6-week  geriatrics  course.  Says  the 
founder  of  the  course:  “It  helps  students  get  a grip  on  the  difference 
between  knowledge  and  wisdom.” 

Only  a large  dose  of  both  (and  a shift  in  the  state’s  budget  priorities) 
will  give  Texas  physicians  what  they  need  to  provide  quality  care  for  Texas 
elders  into  the  next  century. 
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Austin  internist  Peggy  Russell,  DO,  like  many  Texas  physicians,  knows  both  the  challenges 
and  the  rewards  of  geriatric  care. 
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a special  Texas  Medicine  issue 
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Ever  wonder  if  your  medical  liability  carrier  would 
be  there  for  you  if  you  should  need  them  in  the  years 
to  come? 

TMLT  has  been  there  for  Texas  physicians  and  their 
practices  since  1979.  From  tailor-made  risk  manage- 
ment programs  to  help  you  reduce  the  chance  of  a 
lawsuit  to  our  outstanding  claims  service  should  it  be 
needed.  TMLT  works  hard  to  make  practicing  medi- 
cine in  the  90’s  a little  easier.  And.  of  course,  we 
never  settle  a claim  without  a policyholder’s  written 
consent  to  do  so. 


Over  the  years,  TMLT  has  grown  steadily  in 
strength  and  numbers  through  sound  business  man- 
agement and  by  being  pro-active  with  ideas  designed 
for  the  Texas  physician.  TMLT  is  your  Trust  and  we 
never  forget  that  we  are  here  to  serve  you.  We  trust 
you  to  do  your  job  well.  Trust  us  to  do  ours. 

Questions?  Call  us  at 
800-580-8658  or  512-454-6781 
extension  301 1 or  3026. 
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Photo  feature  rates 
standing  ovation 

The  editors  of  Iowa 
Medicine  have  always  envied 
the  excellent  publication 
of  TMA,  Texas  Medicine , and 
the  July  1993  issue  rates  a standing 
ovation. 

The  special  photography  feature 
— “A  Day  and  a Night  With  Texas 
Physicians”  — is  beautiful.  We  hope 
every  critic  of  the  medical  profession 
gets  to  see  it,  not  to  mention  legisla- 
tors, members  of  the  press,  patients, 
and  others.  The  photos  tell  a story  a 
thousand  words  couldn’t  match. 

Tina  Preftakes 

Assistant  Executive  Vice  President 
Iowa  Medical  Society 
1001  Grand  Ave 
West  Des  Moines,  IA  50265-3599 

Where  were  the  DOs? 


IT  WAS  WITH  GREAT  INTEREST 
that  I opened  your  July  issue  fea- 
turing a day  and  a night  with 
Texas  physicians.  As  I glanced 
through  page  after  page  of  pho- 
tographs of  Texas  physicians,  it  be- 


Express  your  point  of  view  in 
Texas  Medicine 

To  submit  a letter,  mail  or  fax  it  to  Texas 
Medicine,  TMA,  401  W 15th  St,  Austin,  TX 
78701;  fax  (512)  370-1362.  Please  type  letters 
you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you 
may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discre- 
tion of  the  managing  editor  and  editorial  advi- 
sors, and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the 
authors  and  do  not  necessarily  reflect  the  poli- 
cies of  the  Texas  Medical  Association. 


Letters 


came  increasingly  apparent  that  you 
were  unable  to  hnd  one  DO  practice 
in  the  entire  state  that  you  consid- 
ered significant  enough  to  include  in 
the  article.  I read  about  MDs,  RNs, 
LVNs,  and  even  paramedics  . . . but 
not  one  DO! 

You  are  apparently  unimpressed 
with  the  fact  that  nearly  2,000  DOs 
practice  daily  in  this  state.  Many 
DOs  are  board  certified,  and  DOs 
practice  in  all  the  areas  of  medicine 
for  which  you  selected  an  MD  repre- 
sentative to  feature.  I am  not  pleased 
that  you  overlooked  an  entire  popu- 
lation of  physicians,  many  of  whom 
are  rural,  “frontline”  caregivers. 

As  DOs,  we  have  been  first  segre- 
gated by  the  general  allopathic  com- 
munity and  then  by  our  own  osteo- 
pathic leadership  in  this  state.  I 
frankly  think  it’s  time  we  all  decided 
to  accept  the  fact  that  we  are  on  the 
same  team.  Articles  like  this  don’t 
make  this  goal  any  easier  to  achieve. 
They  just  continue  to  perpetuate  ig- 
norance and,  once  again,  support 
the  view  that  DOs  aren’t  worthy  of 
comment  or  appreciation. 

As  a member  of  TMA,  a board- 
certified  family  physician,  a practic- 
ing rural  physician,  and  a graduate 
of  the  Texas  College  of  Osteopathic 
Medicine,  I take  exception  to  your 
article  as  being  representative  of 
anything  other  than  a day  and  a 
night  with  Texas  MDs. 

Will  Miller,  DO 

910  East  Avenue  C 
Alpine,  TX  79830 

(Editor’s  note:  Texas  Medicine  did  not  inten- 
tionally exclude  doctors  of  osteopathy  or  DO 
students  / see  next  letter]  from  the  article,  and 
we  regret  any  misunderstanding  their  omis- 
sion may  have  caused.) 


And  where  were  the 
DO  students? 

I enjoyed  your  story, 
“A  Day  and  a Night  With  Texas 
Physicians,”  and  was  very  happy 
to  see  that  you  included  many  fe- 
male physicians  and  students  in  your 
photos.  However,  there  was  not  one 
DO  or  DO  student  represented.  You 
invited  the  students  of  the  Texas 
College  of  Osteopathic  Medicine  to 
join  TMA,  and  many  of  us  did. 
How  could  you  overlook  us  on  this 
story? 

Linda  Odom 

6554  Arbor  Place,  #2724 
Fort  Worth,  TX  76132 

Article  gives  outstanding 
overview  of  physicians’ 
human  side 

My  congratulations  on 
the  outstanding  issue  of 
Texas  Medicine  that  in- 
cludes “A  Day  and  a Night  With 
Texas  Physicians.”  It  gives  an  out- 
standing overview  of  the  very  hu- 
man side  of  Texas  doctors,  and  you 
are  to  be  commended  for  an  out- 
standing publication. 

Judy  P.  Wolf 

Director  of  Public  Affairs 
The  University  of  Texas 
Health  Science  Center 
at  San  Antonio 
7703  Floyd  Curl  Dr 
San  Antonio,  TX  78284-7768 
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til  DO  YOU  KNOW 
vi§  A DOCTOR  - 

% WHO  NEEDS 

t OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  questions 
below: 

Do  you  know  a doctor  who- 

• is  experiencing  problems  coping  with  patients  or  with 
the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

- then,  you  may  know  a doctor  who  needs  our  help.  If 
you  feel  that  you,  a colleague,  a resident  or  student  need 
counseling  or  treatment,  won’t  you  give  us  an  opportunity 
to  help?  Strictly  confidential  contacts  can  be  made 
through  our  Hotline:  (800)  880-1640  or  (512)  370-1640. 
Call  us  anytime. 

TMA  Committee  on  Physician  Health  and  Rehabilitation 

Edgar  P.  Nace,  MD,  Dallas,  Chairman (214)  788-6282 

Gretchen  L.  Megowen,  MD,  Dallas, 

Vice  Chairman (214)  696-8227 

Wayne  E.  Fortson,  MD,  Kilgore (903)  984-2564 

RoyJ.  Hotz,  Jr.,  MD,  Kingsville (512)  595-5556 

Robert  N.  Jones,  MD,  San  Antonio (512)  222-0196 

Herbert  C.  Munden,  Jr.,  MD,  Austin (512)  327-1679 

Elizabeth  L.  Stuyt,  MD,  Lubbock (806)  796-5375 

Georgia  A.  Thomas,  MD,  Houston (713)  792-2204 

Judy  Tucker,  MD,  Sugar  Land (713)  536-9492 

Allan  McCorkle,  MD,  Lubbock 

(Resident  Representative) (806)  743-2800 

Michael  R.  Mayo,  MD,  Dallas 

(Alternate  Resident  Representative) (214)  948-6120 

Mrs.  Jack  Smith,  Corpus  Christi 

(Alliance  Representative) (512)  991-1331 

Brent  Anderson,  San  Antonio 

(Student  Representative) (210)  692-1995 
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Physician  Oncology 

0000 

Education  Program 


Cancer  Prevention 
and  Detection 
Information  for 
Texas  Physicians 

The  Texas  Medical 
Association  Physician 
Oncology  Education 
Program  is  designed  to 
enhance  the  role  of  the 
primary-care  physician  in 
implementing  and  commu- 
nicating cancer  prevention, 
screening  and  early  detection. 
The  POEP  is  funded  by  the 
Texas  Cancer  Council. 

All  materials  and 
services  are  FREE 
OF  CHARGE  to  Texas 
physicians. 

■ 

Cancer  education  resources 
for  the  physician 


Funding  for  CME  cancer 
education  programs 


Scholarships  for 
physicians  to  attend 
CME  cancer  education 
programs 


Grants  for  innovative 
cancer  education 
approaches 


Speakers’  Bureau 

For  an  order  form 
or  information: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext.  1672 


Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 


A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 


And  an  elegant  discovery  for  your  practice. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent— 
a gentle  blend  of  softness  and  strength. 


At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  vaseretic" 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fetal/Neonntnl  Morbidity 
and  Mortality. 


TABLETS 

VASERETIC 

(ENALAPR1L  MALE ATE-HYDR0CHL0RQTH1  AZIDE) 

USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(I  nalapril  Maleate-Hvdrochlorotniazide)  should  be  discontinued  as  soon 
as  possible  See  WARNINGS.  Fetal/Neonatal  Morbidity  mid  Mortality. 

CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  any  component  of  this  product  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  enzyme  inhibitor.  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuria  or  hypersensitivity  to  other  sulfonamide-derived  drugs. 
WARNINGS:  General;  Enalapril  Malente;  Hypotension:  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possi- 
ble consequence  of  enalapril  use  in  severely  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis 
Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapril  alone,  the  incidence  of  syn- 
cope is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  by 
proper  titration  of  the  individual  components.  (See  PRECAUTIONS, 
Drug  Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarely 
with  acute  renal  failure  and/or  death.  Because  of  the  potential  fall  in 
blood  pressure  in  these  patients,  therapy  should  be  started  under  very 
close  medical  supervision.  Such  patients  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascu- 
lar accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  posi- 
tion and,  if  necessarv,  receive  an  intravenous  infusion  of  normal  saline.  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC 
should  be  promptly  discontinued  and  appropriate  therapy  and  monitoring 
should  be  prov  ided  until  complete  anci  sustained  resolution  of  signs  ana 
symptoms  has  occurred  In  instances  where  swelling  has  been  confined  to 
the  face  and  lips  the  condition  has  generally  resolved  without  treatment, 
although  antihistamines  have  been  useful  in  relieving  symptoms. 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is 
involvement  of  the  tongue,  glottis  or  larynx,  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  necessary  to  ensure  a patent  air- 
way, should  be  promptly  provided.  (See  ADVERSE  REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS) 

Neutropenia/ Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarelv  in  uncomplicated  patients  but  more  frequent- 
ly in  patients  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be 
excluded.  Periodic  monitoring  of  white  blood  cell  counts  in  patients  with 
collagen  vascular  disease  and  renal  disease  should  be  considered. 
Hydrochlorothiazide : Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  or  progressive  liver  disease,  since  minor  alterations  of 
fluid  and  electrolyte  balance  may  precipitate  hepatic  coma 
Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleateand  Hydrochlorothiazide). 
Pregnancy,  Enalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum 
human  dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  '/-  times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapril  (50  times  the  maximum  human  dose)  in  combi- 
nation with  10  mg/kg/day  of  hydrochlorothiazide  (2  V:  times  the  maxi- 
mum human  dose).  At  these  doses,  fetotoxicity  expressed  as  a decrease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  occurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as 
ossible.  (See  Enalapril  Maleale,  Fetal/Neonatal  Morbidity  and  Mortality, 
elow.) 

Enalapril  Maleate.  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors 
can  cause  fetal  and  neonatal  morbidity  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  reported  in  the  world 
literature  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
tinued as  soon  as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of 
regnanev  has  been  associated  with  fetal  and  neonatal  injury,  including 
vpotension,  neonatal  skull  hypoplasia,  anuria,  reversible  or  irreversible 
renal  failure,  and  death.  Oligohydramnios  has  also  been  reported,  pre- 
sumably resulting  trom  decreased  fetal  renal  function;  oligohydramnios 
in  this  setting  has  been  associated  with  fetal  limb  contractures,  craniofa- 
cial deformation,  and  hypoplastic  lung  development.  Prematurity, 
intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 
been  reported,  although  it  is  not  clear  whether  these  occurrences  were 


due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester. 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
tinue the  use  of  VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the 
mothers  should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniotic  environment 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesav  ing  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy.  Patients  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapril,  which  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  bv  peritoneal  dialysis  with  some  clinical  benefit,  and 
theoretically  may  be  removed  by  exchange  transfusion,  although  there  is 
no  experience  with  the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in 
rats),  and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide  Hydrochlorothiazide  given  in  a two-litter 
study  in  rats  at  doses  of  4 - 5. 6 mg/kg/dav  (approximately  1 - 2 times  the 
usual  daily  human  dose)  did  not  impair  fertility  or  produce  birth  abnor- 
malities in  the  offspring.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleate;  Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. 
In  patients  with  severe  congestive  heart  failure  whose  renal  function  may 
depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treat- 
ment with  angiotensin  converting  enzyme  inhibitors,  including  enalapril, 
mav  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
with  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine were  observed  in  20  percent  of  patients.  These  increases  were  almost 
always  reversible  upon  discontinuation  of  enalapril  and/or  diuretic  ther- 
apy. In  such  patients  renal  function  should  be  monitored  during  the  first 
few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapril  has  been  given  concomitantly  with  a diuretic.  This  is  more  likely 
to  occur  in  patients  with  pre-existing  renal  impairment.  Dosage  reduction 
of  enalapril  and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialvzed  with  high-tlux  membranes  (e  g.,  AN  69*)  and  treated 
concomitantly  with  an  ACE  inhibitor.  In  these  patients  consideration 
should  be  given  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  of  antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clini- 
cal trials  treated  with  enalapril  alone.  In  most  cases  these  were  isolated 
values  which  resolved  despite  continued  therapy,  although  hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive 
patients.  Hvperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
patients  treated  with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diuretics,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  enalapril.  (See  Drug  Interactions.) 

Cough  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves 
after  discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differential  diagnosis  of  cough. 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalapril  mav  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  patients  receiving  thiazide  therapy  should  be  observed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance/hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Warning  signs  or  svmptoms  of  fluid  and  elec- 
trolyte imbalance,  irrespective  of  cause,  include  arvness  of  mouth,  thirst, 
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weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia, 
and  gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensitize  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e.g., 
increased  ventricular  irritability).  Because  enalapril  reduces  tne  produc- 
tion of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diuretic-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather;  appropriate  therapy  is  water  restriction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hyponatremia  is  life-threat- 
ening. In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of 
choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  required  Hyperglycemia  may  occur  with  thi- 
azide diuretics.  Thus  latent  diabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
sympathectomv  patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diuretic  therapy 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism.  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with 
thiazide  diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  especially  following  the  first  dose  of  enalapril.  Patients 
should  be  so  advisee!  and  told  to  report  immediately  any  signs  or  symp- 
toms suggesting  angioedema  (swelling  of  face,  extremities,  eyes,  lips, 
tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness 
especially  during  the  first  few  days  of  therapy.  If  actual  syncope  occurs, 
the  patients  should  be  told  to  discontinue  the  drug  until  they  nave  con- 
sulted with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehy- 
dration mav  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduc- 
tion in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting 
or  diarrhea  may  also  lead  to  a fall  in  blood  pressure;  patients  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  contain- 
ing potassium  without  consulting  their  physician. 

Neutropenia.  Patients  should  be  told  to  report  promptly  any  indication 
of  infection  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about 
the  consequences  of  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  trimester.  These  patients  should  be  asked  to 
report  pregnancies  to  their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  "warranted  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hypotension — Patients  on  Diuretic 
Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  ther- 
apy was  recently  instituted,  may  occasionally  experience  an  excessive 
reduction  of  blood  pressure  after  initiation  of  therapy  with  enalapril.  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  discontinuing  the  diuretic  or  increasing  the  salt  intake  prior  to  initi- 
ation of  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic, 
provide  medical  supervision  for  at  least  two  hours  and  until  blood  pres- 
sure has  stabilized  tor  at  least  an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g., 
diuretics). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blocking agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolac- 
tone, triamterene,  or  amiloride),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
otassium  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
ecause  of  demonstrated  hypokalemia  they  should  be  used  with  caution 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithi- 
um concomitantly  with  drugs  which  cause  elimination  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in 
patients  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  discontinuation  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium. 

Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypoten- 
sion may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the 
antidiabetic  drug  may  be  required. 

Other  antihypertensive  drugs— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resms— Absorption  of  hydrochlorothiazide 
is  impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of 
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either  cholestyramine  or  colestipol  resins  bind  the 
hydrochlorothiazide  and  reduce  its  absorption  from  the  gas- 
trointestinal tract  by  up  to  85  and  43  percent,  respectiv  ely 

Corticosteroids,  ACTH-  intensified  electrolyte  depletion, 
particularly  hypokalemia. 

Pressor  amines  fey.,  norepinephrine)— possible  decreased 
response  to  pressor  amines  but  not  sufficient  to  preclude  their 
use. 

Skeletal  muscle  relaxant s.  mmdc}X)larizm g fey.,  tiibocurarine)— 
possible  increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics. 
Diuretic  agents  reduce  the  renal  clearance  of  lithium  and  add  a 
high  risk  of  lithium  toxicity.  Refer  to  the  package  insert  for 
lithium  preparations  before  use  of  such  preparations  with 
VASERETIC. 

Non-steroidal  Anti-inflammatory  Drugs— In  some  patients,  the 
administration  of  a non-steroidal  anti-inflammatory  agent  can 
reduce  the  diuretic,  natriuretic,  and  antihypertensive  effects  of 
loop,  potassium-sparing  and  thiazide  diuretics  Therefore, 
when  VASERETIC  and  non-steroidal  anti-inflammatory 
agents  are  used  concomitantly,  the  patient  should  be  observed 
closely  to  determine  if  the  desired  effect  of  the  diuretic  is 
obtained. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Enalapril  in 
combination  with  hydrochlorothiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Enalapril-hvdrochlorothiazide  did  not  produce 
DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution  assay 
in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo 
mouse  bone  marrow  assay 

Enalapril  Maleate:  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapril  was  administered  for  106  weeks  to  rats 
at  doses  up  to  90  mg/kg/ day  (150  times*  the  maximum  daily 
human  dose).  Enalapril  has  also  been  administered  for  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg/day,  respectively.  (150  and  300  times’  the  maximum 
daily  dose  for  humans)  and  showed  no  evidence  of  carcino- 
genicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapril  was  also  negative  in  the  follow- 
ing genotoxicitv  studies:  rec-assay.  reverse  mutation  assay 
with  E.  coh.  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  micronucleus  test  with  mice,  as  well  as  in 
an  in  vivo  cvtogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/dav  of 
enalapril. 

Hydrochlorothiazide:  Two-year  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hydrochlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/dav)  or  in  male  and  female 
rats  (at  closes  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  however,  found  equivocal  evidence  for  hepatocarcino- 
genicitv  in  male  mice 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames 
mutagenicity  assay  of  Salmonella  typhimurium  strains  TA  98, 
TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  Ovary  (CHO)  test  for  chromosomal  aberrations,  or  in 
vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophila  sex-linked  recessive  lethal  trait  gene.  Positive  test 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicitv)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrochlorothiazide  from  43  to  1300  |jg/mL,  and  in  the 
Aspergillus  nidulans  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respectively,  prior  to  conception  and  throughout  ges- 
tation. 

Pregnancu:  Pregnancy  Categories  C (first  trimester)  and  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnancy, 
Enalapril  Maleate,  Fetal /Neonatal  Morbidity  and  Mortality 
Nursing  Mothers:  Enalapril  and  enalaprilat  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  serious  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enalapril  or  hydrochlorothiazide 

The  most  frequent  clinical  adverse  experiences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occurring  in  greater  than  two  percent  of  patients  treated 
with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included:  Body  As  A Whole: 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular: 
Orthostatic  hypotension,  palpitation,  tachycardia;  Digestive: 
Vomiting,  dvspepsia,  constipation,  flatulence,  dry  mouth; 
Nervous/Psychiatric:  Insomnia,  nervousness,  paresthesia,  som- 


’ Based  on  patient  weight  of  50  kg. 


nolence,  vertigo;  Skin:  Pruritus,  rash;  Other:  Dyspnea,  gout, 
back  pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus, 
urinary  tract  infection. 

Angioedema:  Angioedema  has  been  reported  in  patients 
receiving  VASERETIC  (0.6  percent).  Angioedema  associated 
with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  occurs,  treat- 
ment with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0.9  percent), 
orthostatic  hypotension  (1.5  percent),  other  orthostatic  effects 
(2.3  percent).  In  addition  syncope  occurred  in  1.3  percent  of 
patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinical  biboratori/  Test  Findings:  Serum  Elect  whiles  See  PRE- 
CAUTIONS. 

Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuation  of  therapy,  were  observed  in 
about  0.6  percent  of  patients  with  essential  hypertension  treat- 
ed with  VASERETIC.  More  marked  increases  have  been 
reported  in  other  enalapril  experience.  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  arterv  stenosis.  (See  PRE- 
CAUTIONS.) 

Serum  Uric  Acid.  Glucose,  Magnesium,  and  Calcium:  See  PRE- 
CAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hematocrit  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia. 

Liver  Function  Tests:  Rarelv,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  severity 

Enalapril  Maleate — Enalapril  has  been  evaluated  for  safety  in 
more  than  10,000  patients.  In  clinical  trials  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC.  However,  since  enalapril  has  been  marketed,  the 
following  adverse  reactions  have  been  reported.  Body  As  A 
Whole  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients):  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARN- 
INGS, Hypotension):  pulmonary  embolism  and  infarction;  pul- 
monary edema;  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atrial  fibrillation;  hypotension;  angina 
pectoris;  Digestive  Ileus,  pancreatitis,  hepatic  failure,  hepatitis 
(hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth; 
Hematologic:  Rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression.  Hemolytic  anemia,  including  cases 
of  hemolysis  in  patients  with  G-6-PD  deficiency,  has  been 
reported;  a causal  relationship  to  enalapril  has  not  been  estab- 
lished. Nervous  System/Psychiatric:  Depression,  confusion,  atax- 
ia, peripheral  neuropathy  (e.g.,  paresthesia,  dysesthesia); 
Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRE- 
CAUTIONS), flank  pain,  gynecomastia;  Respiratory: 
Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis, 
rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respira- 
tory infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal 
necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythe- 
ma multiforme,  urticaria,  pemphigus,  alopecia,  flushing,  pho- 
tosensitivity; Special  Senses  Blurred  vision,  taste  alteration, 
anosmia,  conjunctivitis,  dry  eves,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  mav  include  a positive  ANA,  an  elevated  erythrocyte 
sedimentation  rate,  arthralgia/arthritis,  myalgia /myositis, 
fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosen- 
sitivity, rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortaliti/:  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality. 

Hydrochlorothiazide— Body  as  a Whole:  Weakness;  Digestive: 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic: 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hypersensitivity:  Purpura,  photosensi- 
tivity, urticaria,  necrotizing  angiitis  (vasculitis  and  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal: 
Muscle  spasm;  Nervous  System/Psychiatric:  Restlessness;  Renal: 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS);  Skin:  Erythema  multiforme  including  Stevens- 
Johnson  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Pharma 
Representative  or  see  Prescribing  Information 
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Looking 
for  that 
perfect 
fit? 

You  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  fit  the  pieces  together 
in  vour  search  for  the 
right  physician  or 
practice  location  in  Texas. 


WE  OFFER: 

Free  sewiee  for 
physician  applicants 

★ 

Low-cost  recruitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  sewiee 

★ 

Urban  and  niral  placements 

★ 

Texas-based  matching  sewiee 


CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


The  time  and  place  for 
open  discussions  of 
physicians ' concerns 

November  4-6 
Loews  Anatole 
Dallas,  Texas 

Featured  speakers 
include 

Senator 

Phil  Gramm  (R-TX) 

Representative 
Mike  Synar 
(D-OK,  2nd  CD) 


The  AMA  Brings  Washington  to  You. 

Shape  Your  Future 

at  the  Physicians'  Forum  on  Health 
System  Reform  in  Dallas. 


Now  is  the  time  for 
direct  dialogue  with 
members  of  the  Administration 
and  Congress.  And  now,  the 
American  Medical  Association 
(AMA)  brings  you  the 
Physicians’  Forum:  Agenda  for 
Action,  an  unprecedented 
opportunity  for  every  physician 
to  interact  with  policy  makers 
and  help  shape  the  way  health 
care  will  be  delivered. 

Speak  face  to  face  with 
Congressional  leaders, 
Presidential  advisors  and  top 
Administration  officials  on  the 
political  pressures  that  will 
ultimately  form  health  care 
policy.  Help  ensure  that 
patients’  needs  remain  the 
focus  of  reform.  Hear 
governors  and  heads  of  state 
health  departments  describe 
how  their  states  are  preparing 
for  a new  national  policy. 


The  Physicians y Forum 

series  of  conferences  invites  all 
physicians,  not  just  AMA 
members,  to  join  the  dialogue 
on  issues  vital  to  their  practices. 
Physicians,  board  members  and 
officers  of  the  AMA  will  come 
together  to  reach  common 
ground. 

Voice  your  concerns  about 
the  coming  changes.  Do  not 
wait  passively  for  those  changes 
to  be  imposed  without  your 
input.  The  Physicians’  Forum  is 
the  time  and  place  to  speak  out 
and  make  an  impact. 

Your  attendance  is  crucial. 
Call  toll  free  800  621-8335. 
Conference  fee  for  meeting 
facilities  and  food  service — AMA 
members  $50,  nonmembers 
$125.  MasterCard,  Visa, 
American  Express,  Optima  are 
accepted. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


TEXAS  MEDICAL  ASSOCIATION 


Upfront 


News  video  focuses  on  response  to  health-system  reform 

RESPONSE  by  ORGANIZED  MEDICINE  and  the  US  Congress  to  Presi- 
dent Clinton’s  health-system  reform  plan,  as  well  as  TMA  actions  to 
position  physicians  in  the  forefront  of  the  reform  debate,  are  the  focus 
of  a TMA  news  video  available  late  this  month. 

Part  of  the  Texas  Physicians  Speak  Out!’’  series,  the  10-minute  news 
video  also  reports  on  efforts  to  create  a US-Mexico  border  health  commis- 
sion, T MA’s  Managed  Care  Check-Up  program,  and  other  public  health  and 
regulatory  issues  of  interest  to  physicians. 

The  news  series  is  hosted  by  Susan  Rudd  Wynn,  MD,  of  Fort  Worth,  who 
chairs  I MA’s  Council  on  Communication.  To  view  this  edition,  ask  your 
county  medical  society  or  hospital  medical  staff  department  to  show  it  at  an 
upcoming  meeting. 


What  do  patients  think 
about  their  physicians? 

AS  PHYSICIANS  STRUGGLE  TO 
find  their  place  in  a health-care 
system  that  seems  to  be  chang- 
ing faster  than  you  can  say  “health 
insurance  purchasing  cooperative,” 
one  constant  has  emerged:  doctors 
and  their  patients  must  be  firm  allies 
in  the  battle  to  preserve  what’s  good 
about  the  practice  of  medicine. 

To  develop  such  partnerships, 
phy  sicians  need  to  know  which 
health-related  issues  concern  their 
patients,  as  well  as  where  patients 
stand  on  the  issues  that  are  most  im-  | 
portant  to  physicians.  And  it’s  essen-  I 
tial  to  know  what  patients  really 
think  of  their  own  doctors  and  the 
medical  profession  in  general. 

The  Texas  Medical  Association’s 
Council  on  Communication  recently 
commissioned  a public  opinion  re- 
search study  to  shed  light  on  those 
subjects.  The  study  was  conducted 
in  direct  response  to  TMA  members’ 
concern  with  declining  public  opin- 
ion of  physicians. 

NuStats,  Inc,  an  Austin-based 
market  research  firm,  conducted  six 
focus  groups  with  a sample  of  Tex- 
ans in  Austin,  Houston,  and  Lub- 
bock. As  with  any  qualitative  re- 
search involving  focus  groups,  the 
findings  are  exploratory  and  can’t  be 
considered  representative  of  all  Tex- 
ans. However,  the  researchers  were 
surprised  to  uncover  very  few  differ- 
ences among  the  groups. 

So  what  do  Texans,  or  at  least  j 
the  Texans  who  participated  in  the 
study,  have  to  say  about  medical 
care  and  their  doctors? 

• Rising  costs  was  the  single  most 
important  health-care  issue  for 
all  the  focus  groups,  including 


those  with  employer-paid  health 
insurance  and  the  uninsured.  Pa- 
tients said  doctors  are  partly  to 
blame  for  spiraling 
costs,  but  so  are  the 
government,  malprac- 
tice abusers,  insurance 
companies,  and  phar- 
maceutical companies. 

• While  most  patients 
thought  favorably  of 
their  personal  physi- 
cians, their  overall 
impressions  of  the 
medical  profession 
were  negative. 

• Most  of  all,  patients 
want  their  doctors  to 
treat  them  as  individu- 
als, listen  to  their  ques- 
tions and  take  the  time 
to  answer  them,  ex- 
plain the  reasons  for  treatments 
and  lab  tests,  and  be  sensitive  to 
the  cost  of  care  and  medications. 

The  results  of  the  research  are  the 
topic  of  a video  released  this  month  ti- 
tled The  State  of  Medicine:  Texans 
Speak  Out!  Hosted  by  Susan  Rudd 
Wynn,  MD,  of  Fort  Worth,  who 
chairs  TMA’s  Council  on  Communi- 


cation, the  video  includes  interviews 
with  some  of  the  researchers  and  film 
clips  of  the  actual  focus  groups. 

Council  members  are  avail- 
able to  show  the  video  and 
give  a presentation  about 
the  findings  to  county  med- 
ical societies  and  hospital 
medical  staffs. 

The  study  was  conduct- 
ed as  part  of  the  “Texas 
Physicians  Speak  Out!” 
public  awareness  campaign. 
Lisa  Stark  Walsh,  TMA’s 
director  of  public  relations, 
says  the  council  plans  to 
use  the  findings  of  the  re- 
search to  develop  public 
service  announcements, 
brochures,  and  other  mate- 
rials to  help  physicians 
communicate  better  with 
the  general  public  and  with  their  own 
patients. 

To  arrange  a presentation  of  the 
video  by  a member  of  the  Council 
on  Communication  at  your  county 
medical  society  or  hospital,  contact 
Melissa  McAdoo,  speakers  bureau 
coordinator,  at  (800)  880-1300  or 
(512)  370-1393. 


While  most 
patients  thought 
favorably  of 
their  personal 
physicians, 
their  overall 
impressions 
of  the  medical 
profession  were 
negative. 
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Physicians  reaching  out 
to  their  communities 
through  CMS  programs 

Are  you  interested  in 
becoming  involved  in  commu- 
nity education  or  outreach  ac- 
tivities but  aren’t  sure  where  to  get 
started?  There’s  a good  chance  you 
need  look  no  further  than  your 
county  medical  society  (CMS). 

CMS-sponsored  programs  all 
over  the  state  are  helping  physicians 
help  their  communities  through  ac- 
tivities ranging  from  talks  at  local 
schools  to  volunteer  service  at  indi- 
gent health-care  clinics. 

“County  medical  societies  are  do- 
ing a lot  to  reach  out  to  their  local 
communities  and  show  that  physi- 
cians care,”  said  Judith  Livingston, 
MEd,  TMA’s  science  and  preventive 
medicine  program  manager.  “One  of 
their  key  objectives  is  to  support  sci- 
ence education  in  local  schools  by 
providing  physicians  as  speakers, 
training  science  teachers,  and  helping 
develop  curriculums.” 

The  Dallas  County  Medical  Soci- 
ety, for  example,  has  had  a variety  of 
outreach  programs  in  place  for  sever- 
al years.  One  of  the  most  successful, 
according  to  program  coordinator 
Tracy  Pulaski,  is  the  annual  “Health 
Check”  fair  set  up  at  shopping  malls. 

Ms  Pulaski  said  “The  Doctor  Is 
In”  booth  is  popular.  “The  people 
who  come  into  the  booth  are  usually 
pretty  impressed  that  a ‘real  doctor’ 
would  give  up  a Friday  afternoon  or 
a Saturday  to  talk  with  them  for 
free,”  she  said. 

: The  Dallas  CMS  also  maintains  a 

| speaker’s  bureau  to  visit  schools  and 
: community  groups.  “Most  of  our  re- 
; quests  come  from  the  schools,”  Ms 
| Pulaski  said.  “We  get  a lot  of  calls 
: from  science  teachers  and  from  the 


gifted  and  talented  programs  for 
physicians  to  talk  about  medical  ca- 
reers.” Speakers  on  aerospace 
medicine  and  organ  transplants  are 
also  in  high  demand,  she  says. 

Here’s  a sampling  of  other  CMS 
outreach  programs  around  the  state: 

• Harris  County  Medical  Society  — Pro- 
grams targeted  to  school  children 
include  “Health  Adventure,”  a mo- 
bile trailer  that  travels  to  schools 
for  teacher  training  and  student 
programs;  “BrainLink”  hands-on 
science  kits  for  grades  1-6;  a sub- 
stance abuse  prevention  project 
jointly  sponsored  by  the  Harris 
County  Bar  Association;  and 
an  AIDS  education  program.  Out- 
reach programs  for  the  general 
public  include  “Stop  The  Bleed- 
ing,” a series  of  TV  and  radio  pub- 
lic service  announcements  on  injury 
prevention,  and  “Family  Violence 
Hurts  Everyone,”  a program  that 
allows  callers  to  discuss  family  vio- 
lence problems  with  a physician. 

• Bexar  County  Medical  Society  — 
Activities  include  “Ask-a-Doc,”  a 
local  TV  call-in  program;  the 
Alamo  Regional  Science  Fair;  a 
speakers  bureau;  and  an  annual 
program  to  introduce  nonprofit  in- 
digent health-care  clinics  to  physi- 
cians interested  in  volunteering. 

• Tarrant  County  Medical  Society  — 
The  society  sponsors  a safety 
committee  for  school  children,  in- 
cluding programs  such  as  Buckle 
Bear  and  Belt  Man;  an  annual 
health  fair  for  adults  and  school- 
age  children;  a science  fair;  and  a 
teen  council. 

• Taylor-Jones-Haskell  County  Medical 
Society  — The  society  sponsors  a 
children’s  health  fair,  and  physi- 
cians provide  medical  care  on  a 
sliding  scale  for  the  working  poor 
in  the  Presbyterian  Mission  Clinic. 


Annual  Session 

INTERLINK  FOR  PATIENT  CARE 

Mark  your  calendars 
now  and  plan  to  attend  the 
Texas  Medical  Association’s 
1994  Annual  Session  May  12-15  in 
Austin.  “Interlink  for  Patient  Care,” 
the  theme  of  the  4-day  conference, 
reflects  the  benefits  of  increased  dia- 
logue among  physicians  from  all  spe- 
cialties. Participants  will  be  able  to 
choose  from  a broad  spectrum  of  edu- 
cational opportunities  at  the  session. 


Pamphlets  help  educate 
patients  about  mental 
illnesses 

According  to  the 

American  Psychiatric  Associa- 
tion, one  in  four  American 
families  is  affected  by  mental  illness, 
and  most  people  with  mental  disor- 
ders first  seek  help  from  their  prima- 
ry care  physicians. 

The  association  has  produced  a 
series  of  18  pamphlets,  called  “Fet's 
Talk  Facts  About  Mental  Illnesses,” 
to  help  physicians  answer  their  pa- 
tients’ questions  about  mental  dis- 
orders. Four  new  pamphlets  avail- 
able this  year  focus  on  eating 
disorders,  psychiatric  medications, 
Alzheimer’s  disease,  and  coping 
with  HIV  and  AIDS. 

Physicians  may  request  a free 
sample  set  of  pamphlets,  with  infor- 
mation on  how  to  order  them  in 
bulk,  by  contacting  the  American 
Psychiatric  Association,  DPA/Dept 
TEX,  1400  K St  NW,  Washington, 
DC  20005;  fax  (202)  682-6255; 
phone  (202)  682-6220. 
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In  search  of  the  j 

compleat  physician  j 

The  Houston  Academy  • 
of  Medicine  has  issued  a call  • 
for  nominations  for  the  1994  • 
John  P.  McGovern  Compleat  Physi-  • 
cian  Award.  The  annual  award  rec-  • 
ognizes  a physician  who  has  made  j 
extraordinary  contributions  to  j 
medicine  and  humanity.  j 

The  recipient  will  be  presented  j 
with  $5,000  and  a medallion.  The  • 
award  is  open  to  all  licensed  physi-  j 
cians  nationwide.  Nominations  must  ] 
be  received  by  November  1,  1993.  j 
For  more  information  and  a j 
nomination  form,  write  the  Houston  j 
Academy  of  Medicine,  Jesse  H.  j 
Jones  Library  Building,  1133  M.D.  j 
Anderson  Blvd,  Texas  Medical  Cen-  j 
ter,  Houston,  TX  77030.  ★ : 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  Is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindication;  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general, 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  amt  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 T4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . in  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day.  followed  by  gradual  increases  to  t tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Oral  tablets  of  YOCON®  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000’s  NDC  53159-001-10  and  Blister-Paks  of  30's 
NDC  53159-001-30 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medicine:  1221  November  12, 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188.  McMillan 
December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 1983. 

4.  A.  Morales  et  at,  The  Journal  of  Urology  128: 

45-47, 1982. 


Available  at  pharmacies  nationwide 

PALISADF^ 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)569-8502 
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TEXAS  MEDICAL  ASSOCIATION 


NEWSMAKERS 


Dudley  P.  Baker,  MD 


The  Scott  & White  OB/GYN  Alum- 
ni Association  established  an  en- 
dowed research  fund  and  renamed 
the  association  to  honor  Dudley  P. 

Baker,  MD,  of  Temple. 

Dallas  psychiatrist  Dennis  Dalton,  MD, 
received  the  Art  Griffin  Award  for 
his  contribution  to  medical  student 
teaching  at  The  University  of  Texas 
Southwestern  Medical  School. 

Michael  E.  DeBakey,  MD,  chancellor  of 
Baylor  College  of  Medicine  in  Hous- 
ton, was  reelected  a national  vice 
president  of  the  Muscular  Dystro- 
phy Association. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are  TMA  membership;  election  or  ap- 
pointment to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  per- 
mitting, recognition  at  the  local  level.  Items 
for  the  Newsmakers  section  are  published  at 
the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possi- 
ble, to  Denise  Kotson,  People,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701; 
fax  (512)  370-1632. 


Veople 


Daniel  W.  Foster,  MD,  chairman  of  inter- 
nal medicine  at  The  University  of 
Texas  Southwestern  Medical  Center  at 
Dallas,  was  elected  secretary-treasurer 
of  the  Association  of  Professors  of 
Medicine.  Dr  Foster  will  assume  the 
presidency  of  the  organization  in  1995. 

Fernando  A.  Guerra,  MD,  metropolitan 
health  district  director  in  San  Anto- 
nio, and  John  P.  Howe  III,  MD,  presi- 
dent of  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio, were  selected  to  serve  on  the 
Pew  Health  Professions  Commis- 
sion. This  independent  organization 
emphasizes  relevant  education  and 
training  of  health-care  professionals 
for  maximum  benefit  under  national 
health-care  reform. 

Cardiologist  Charles  A.  Marsh,  MD, 

San  Angelo,  received  the  Philip  R. 
Overton  Award  for  meritorious  ser- 
vice in  medical  peer  review  from  the 
Texas  Medical  Foundation. 

Newly  elected  officers  of  the  San  An- 
tonio/Austin Psychoanalytic  Society 
include  San  Antonians  Diane  Martinez, 
MD,  president;  Lawrence  A.  Stone,  MD, 
vice  president;  and  Emilio  Dominguez, 
MD,  treasurer;  and  Carlos  Estrada,  MD, 
Corpus  Christi,  counselor. 

M.D.  Anderson  Cancer  Center  ra- 
diotherapist Marsha  D.  McNeese,  MD, 

was  recognized  as  Houston’s  1993 
YWCA  Outstanding  Woman  in 
Medicine  for  her  achievements  in 
the  treatment  of  breast  cancer. 

The  Texas  Medical  Foundation 
appointed  Houston  psychiatrist 

Priscilla  Ray,  MD,  to  its  board  of 
trustees.  TMA  Past  President  D.  Clif- 
ford Burross,  MD,  a Wichita  Falls  fam- 
ily practitioner,  was  named  secretary 
of  the  board. 


D.  Clifford  Burross,  MD 


Jean  D.  Wilson,  MD,  chief  of  en- 
docrinology and  metabolism  in  the 
department  of  internal  medicine  at 
The  University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas,  re- 
ceived the  Fred  Conrad  Koch  Award 
from  the  Endocrine  Society  for  his 
contributions  to  endocrine  research 
and  medical  education. 

H onored  for  excellence  in  medical 
broadcasting,  Dallas  internist  David 
Winter,  MD,  received  the  Jules 
Bergman  Award  from  the  National 
Association  of  Physician  Broadcast- 
ers and  the  Welby  Award  from  the 
Academy  of  Radio  and  Television 
Health  Communicators. 


DEATHS 


James  L.  Barnard,  Jr,  MD,  49;  Corpus 
Christi;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1969; 
died  June  27,  1993. 

Baltazar  A.  Benavides,  MD,  39;  Hous- 
ton; Baylor  College  of  Medicine, 
1979;  died  June  26,  1993. 

Curzon  C.  Ferris,  Jr,  MD,  71;  Abilene; 
State  University  of  New  York  School 
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People 


of  Medicine  at  Buffalo,  1946;  died  : 
July  27,  1993.  j 

Octavio  Garcia,  MD,  94;  McAllen;  St  ; 
Louis  University  School  of  • 
Medicine,  1923;  died  July  15,  1993.  j 

Henry  G.  Gardiner,  MD,  74;  Fort  Worth;  : 
The  University  of  Texas  Medical  ; 
Branch  at  Galveston,  1943;  died  • 
July  23,  1993.  j 

Frank  J.  Gerow,  MD,  63;  Houston;  Uni-  ; 

versity  of  Toronto  Medical  School,  • 

1954;  died  July  17,  1993.  : 

Josephine  A.  Giesler,  MD,  39;  Houston;  : 
Baylor  College  of  Medicine,  1984;  ; 
died  June  29,  1993.  : 

James  Greenwood,  Jr,  MD,  85;  Houston;  \ 
The  University  of  Texas  Medical  J 
Branch  at  Galveston,  1931;  died  | 
July  3,  1993.  j 

Prescott  H.  Haralson,  MD,  71;  Amaril- 
lo; University  of  Oklahoma  School  : 
of  Medicine;  1951;  died  July  5,  | 
1993.  j 

Roland  J.  Helman,  MD,  72;  Austin;  : 
Ohio  State  University  College  of  j 
Medicine,  1 944;  died  July  31,  1993.  | 

T.D.  Mayo,  Jr,  MD,  79;  Fort  Worth;  The  • 
University  of  Texas  Medical  Branch  ; 
at  Galveston,  1948;  died  June  24,  ; 
1993.  j 

: Robert  L.  Pearce,  MD,  64;  Fort  Worth;  ; 
Medical  College  of  Georgia,  1954;  • 

• died  July  I 5,  1993.  : 

• Milton  Spark,  MD,  83;  Waco;  New  j 
: York  University  School  of  Medicine,  | 

• 1935;  died  July  26,  1993.  : 


"Let's  Talk  Facts  About " 
Mental  Illness  Awareness 
Pamphlet  Series 


Now  available  from  the 
American  Psychiatric  Association 

These  18  pamphlets  are  designed  to  promote 
informed,  factual  discussions  of  psychiatric  disorders 
and  their  treatments.  Each  is  clearly  written  in  everyday 
language,  presented  in  an  easy-to-read  format,  and 
contains  an  overview  of  the  illness,  its  symptoms, 
and  the  illness's  effect  on  family  and  friends.  Ideal 
for  waiting  rooms,  libraries  or  patient  education. 

For  a free  sample  set  and  order  information,  write  to: 

The  American  Psychiatric  Association 
Division  of  Public  Affairs/  Dept.  TEX 
1400  K Street,  N.W. 

Washington,  D.C.  20005 
Or  fax  your  request  to: 

(202)  682-6255 
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Breast  of 
chicken 


Best  of 
pork 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat,  cholesterol, 
and  calories.1-2* 


New  study: 

Pork  is  now  31%  leaner 

Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. ' According  to  new  1992  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Compare  pork  with  chicken1 2* 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4. 1 g 

1 -4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6. 1 g 

2-2g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi 
tional  fat  in  preparation. 

1.  US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1992. 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products,  1979. 
Agricultural  handbook  8-5. 


Table  refers  to  3-oz,  cooked  servings. 


TODAY’S  PORK 


The  Other  White  Meat® 


© 1993  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 
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Legislative  Affairs 


Physicians  find  good,  bad 
news  in  Clinton  budget 

Despite  the  $55.8  billion 
in  Medicare  cuts  contained  in 
the  federal  budget  package 
passed  in  August  by  the  US 
Congress,  the  new  budget  contains 
some  good  news  for  physicians.  In- 
cluded in  the  good  news  are  positive 
Medicare  payment  schedule  updates 
for  1994  and  two  of  the  four  Medi- 
care reforms  that  the  Texas  Medical 
Association  has  lobbied  for  during 
the  past  2 years. 

“While  the  reductions  in  pay- 
ments for  Medicare  for  both  doctors 
and  hospitals  are  high,  they  are  sig- 
nificantly less  than  originally  pro- 
posed, due  in  large  part  to  the 
American  Medical  Association’s  and 
TMA’s  demonstration  of  the  devas- 
tating effect  that  cuts  would  have  on  j 
access  to  services,”  said  Louis  Good- 
man, PhD,  TMA  director  of  medical 
economics. 

Alfred  Gilchrist,  TMA  legislative 
affairs  director,  also  points  out  that 
most  of  the  budget  cuts  contained  in 
the  Clinton  package  do  not  actually 
reduce  physician  payments.  “The 
cuts  are  losses  off  of  projected  in- 
creases,” he  said.  “Virtually  all  spe- 
cialties will  receive  updates,  and  pri- 
mary care  will  receive  its  full  update 
after  1994.” 

The  nearly  $56  billion  in  Medi- 
care savings  will  be  achieved  in  part 
through  a reduction  in  the  scheduled 
increase  in  the  physician  payment 
schedule  update  and  through  in- 
creases in  Part  B premiums  for 
Medicare  beneficiaries.  In  1994,  the 
payment  updates  will  be  reduced  by 
j 3.6%  for  surgical  services  and  2.6% 

• for  all  other  services.  In  1995,  re- 


* Ken  Ortolon,  Associate  editor,  writes  and  edits  the  Legislative 

• Affairs  section  of  Texas  Medicine. 
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ductions  will  be  2.7%  for  surgical 
and  nonsurgical  services.  Primary 
care  services  will  be  exempted  from 
the  second-year  cuts. 

Despite  those  cuts,  Medicare  pay- 
ment schedule  updates  for  1994  will 
increase  8.6%  for  surgical  services, 
6.6%  for  primary  care,  and  4%  for 
other  nonsurgical  services. 

Another  cut  that  will  af- 
fect physician  payments, 
particularly  for  surgeons, 
is  a reduction  in  practice 
expense  relative  value  units 
(RVUs).  The  secretary  of 
health  and  human  services 
has  been  directed  to  phase 
in  reductions  to  the  prac- 
tice expense  RVUs  for  cer- 
tain services  if  they  exceed 
the  number  of  work  RVUs. 

Beginning  in  1994, 

25%  of  the  difference  be- 
tween practice  cost  and 
work  RVUs  will  be  elimi- 
nated. Further  differences 
will  be  eliminated  in  25% 
increments  over  the  suc- 
ceeding 2 years.  However, 
practice  cost  RVUs  will  not 
be  reduced  below  128%  of 
the  work  RVUs,  and  there 
will  be  no  reduction  for  services  per- 
formed in  office  settings  at  least 
75%  of  the  time. 

Robert  Donald,  MD,  Houston, 
chairman  of  the  TMA  Council  on 
Socioeconomics,  says  the  physician 
payment  cuts  could  affect  access  to 
care  by  forcing  some  physicians  to 
restrict  their  Medicare  patient  loads. 
“I  think  that  this  is  going  to  restrict 
access  by  those  physicians  who  were 
almost  there  anyway,”  he  said. 
“This  will  just  be  the  extra  blow.” 

However,  the  success  of  AMA 
and  TMA  in  winning  some  long- 
sought  reforms  is  a major  break- 
through, Dr  Donald  sa  ys.  The 
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AMA-  and  TMA-backed  Medicare 
reforms  in  the  budget  include 
restoration  of  payment  for  EKG  in- 
terpretation and  elimination  of  the 
reduction  in  payment  for  physicians 
in  their  first  4 years  of  practice. 

The  other  reforms  pushed  by 
TMA  — correction  of  data  used  to 
calculate  geographic  practice  cost  in- 
dices and  a series  of  anti- 
hassle measures  — were  re- 
moved from  the  bill  by 
senators  using  the  “Byrd” 
rule,  which  prohibited  in- 
clusion of  any  provision 
that  did  not  contribute  to 
deficit  reduction.  Congres- 
sional leaders  have  agreed 
to  take  up  those  issues  in  a 
“technicals”  bill,  which 
they  promised  to  pass  later 
this  year. 

“There’s  a light  at  the  end 
of  the  Medicare  reform  tun- 
nel and  it’s  called  a techni- 
cals bill,”  Mr  Gilchrist  said. 

There  is  demonstrated 
support  in  Congress  for  the 
Medicare  reforms.  All  four 
of  the  provisions  sought  by 
AMA  and  TMA  were  part 
of  a broader  measure 
passed  in  1992  but  vetoed  by  then- 
President  George  Bush  for  unrelated 
reasons.  Organized  medicine,  how- 
ever, must  work  to  ensure  a techni- 
cals bill  does  not  get  weighted  down 
with  unrelated  special  interest  items 
that  might  kill  it,  Mr  Gilchrist  says. 

While  many  physicians  may  be 
upset  about  the  Medicare  cuts,  Mr 
Gilchrist  says  congressmen  who  vot- 
ed for  the  budget  did  not  cast  an 
“antiphysician”  vote. 

“The  budget  issue  was  much 
broader  than  just  health  care,”  he 
said.  “Republicans  and  Democrats 
both  were  trying  to  demonstrate  to 
the  American  people  that  Congress 
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“WHILE  THE 
REDUCTIONS  IN 
PAYMENTS  FOR 
MEDICARE  FOR 
BOTH  DOCTORS 
AND  HOSPITALS 
ARE  HIGH, 
THEY  ARE 

SIGNIFICANTLY 
LESS  THAN 
ORIGINALLY 
PROPOSED.” 
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A summary  of  how  Medicare  fared 

Following  are  the  key  Medicare  provisions  of  the  Omnibus  Budget  Recon- 
ciliation Act  of  1 993: 

• Scheduled  increases  in  Medicare  payment  schedule  updates  for  1994  will 
be  reduced  3.6%  for  surgical  and  2.6%  for  other  services.  The  resulting 
increases  will  be  8.6%  for  surgical  services,  6.6%  for  primary  care,  and 
4%  for  other  nonsurgical  services.  For  1995,  updates  will  he  reduced 
2.7%,  except  for  primary  care  services,  which  will  be  exempted  from  the 
second-year  cuts. 

• The  floor  on  the  default  formula  for  updating  the  payment  schedule  will 
drop  to  the  Medicare  Economics  Index  minus  5 percentage  points. 

• A third  separate  Medicare  Volume  Performance  Standard  (MVPS)  catego- 
ry will  be  created  for  primary  care  services.  Anesthesia  services  will  be 
moved  to  the  surgical  MVPS.  The  “performance  standard  factor,”  which 
is  deducted  from  the  default  MVPS,  will  increase  to  3.5  percentage  points 
in  1994  and  4 percentage  points  from  1995  on. 

• For  services  for  which  practice  expense  RVUs  exceed  the  physician  RVUs 
by  at  least  128%,  the  practice  expense  RVUs  will  be  reduced  by  25%  of 
the  excess  in  1994  and  by  an  additional  25%  of  the  remaining  difference 
in  1995  and  1996.  Services  performed  in  the  office  75%  or  more  of  the 
time  would  be  exempted. 

• For  anesthesia  services  provided  by  anesthesia  care  teams  on  or  after  Jan- 
uary 1,  1994,  payments  will  be  limited  to  120%  of  the  fee  that  would  be 
made  to  a single  anesthesiologist  in  the  same  locality. 

• Separate  payments  for  EKG  interpretation  performed  in  conjunction  with 
a visit  will  be  reinstated. 

• The  reduction  in  Medicare  payments  in  the  first  4 years  of  practice  by 
new  physicians  will  be  eliminated. 

• Balance  billing  limits  and  participation  differentials  now  applied  to  physi- 
cians will  be  extended  to  other  providers  when  billing  for  a service  cov- 
ered under  the  physician  fee  schedule. 

• Direct  cost  of  graduate  medical  education  payments  to  hospitals  will 
be  frozen  for  1994  and  1995,  except  for  primary  care  and  obstetric/gyne- 
cology residents.  Payments  for  residency  beyond  the  initial  period  re- 
quired for  board  eligibility  will  no  longer  be  made. 

• The  current  ban  on  the  referral  of  Medicare  patients  to  clinical  laborato- 
ries in  which  the  referring  physician  has  an  ownership  interest  will  be  ex- 
tended to  physical  therapy;  occupational  therapy;  radiology  and  other  di- 
agnostic services;  radiation  therapy;  durable  medical  equipment; 
parenteral  and  enteral  nutrients,  equipment,  and  supplies;  prosthetics,  or- 
thotics,  and  prosthetic  devices;  home  health  services;  outpatient  prescrip- 
tion drugs;  and  inpatient  and  outpatient  hospital  services. 

• Medicare  Part  B premiums  will  be  set  at  25%  of  program  costs  in 
1996-1998. 


can  reduce  the  deficit.  Medicare, 
Medicaid,  and  other  health  pro- 
grams are  seen  by  both  sides  of  the 
aisle  as  areas  of  potential  savings.” 

The  deficit  was  an  issue  that  was 
staked  out  during  the  1992  presi- 
dential debate,  particularly  by  Presi- 
dent Clinton,  as  creating  new  direc- 
tion for  the  country,  Mr  Gilchrist 
says.  “The  budget  vote  is  not  a good 
indicator  of  congressional  support 
or  opposition  to  physicians.” 


Four  named  to  medical 
examiners  board 

New  blood  was  infused 
into  the  Texas  State  Board  of 
Medical  Examiners  in  August 
when  Gov  Ann  Richards  named  four 
physicians  to  6-year  terms  on  the 
board.  All  four  were  among  physi- 
cians recommended  for  appointment 
by  the  Texas  Medical  Association. 

The  new  appointees  are  Carlos 
Campos,  MD,  MPH,  New  Braun- 
fels; Charles  W.  Monday,  Jr,  MD, 
Huntsville;  R.  Russell  Thomas,  Jr, 
DO,  MPH,  Eagle  Lake;  and  William 
A.  Pollan,  DO,  MPH,  Ballinger. 
They  replace  George  Bayoud,  MD, 
Garland;  John  Boyd,  DO,  Eden;  and 
Alfred  Johnson,  DO,  Dallas,  whose 
terms  expired,  and  Richard  Stassney, 
MD,  Houston,  who  resigned. 

Drs  Campos,  Monday,  and 
Thomas  are  members  of  TMA  and 
the  American  Medical  Association. 
Dr  Pollan  is  a member  of  the  Texas 
Osteopathic  Medical  Association. 
All  four  will  serve  terms  expiring 
April  13,  1999. 

Dr  Campos  is  in  private  practice 
and  is  chief  of  staff-elect  at  McKenna 
Memorial  Hospital.  He  earned  his 
medical  degree  from  Baylor  College  of 
Medicine  and  is  a fellow  in  the  Ameri- 
can Academy  of  Family  Physicians. 


TEXAS  MEDICINE 


VOLUME  89  NO.  10 


OCTOBER  19  93 


21 


Legislative  Affairs 


Dr  Monday,  a general  surgeon, 
graduated  from  The  University  of 
Texas  Medical  Branch  at  Galveston. 
He  is  a member  of  the  Texas  Medi- 
cal Foundation  Area  Peer  Review 
Commission. 

Dr  Thomas,  a family  physician, 
earned  his  osteopathic  degree  from 
the  Texas  College  of  Osteopathic 
Medicine.  He  is  a member  of  the 
Texas  Osteopathic  Medical  Associa- 
tion, the  Texas  Association  of  Rural 
Health  Clinics,  the  Texas  Academy 
of  Family  Physicians,  and  the  Ameri- 
can Academy  of  Family  Physicians. 
Dr  Thomas  also  has  served  on  the 
Texas  Department  of  Health’s  Trau- 
ma Technical  Advisory  Committee 
and  is  a member  the  TMA  Commit- 
tee on  Emergency  Medical  Services 
and  Trauma. 

Dr  Pollan  is  in  private  practice  and 
is  medical  director  for  employee 
health  at  Shannon  Medical  Center.  He 
received  his  osteopathic  degree  from 
the  Kansas  City  College  of  Osteopath- 
ic Medicine.  Dr  Pollan  is  a member  of 
the  American  Osteopathic  Associa- 
tion, the  American  College  of  Preven- 
tive Medicine,  the  Texas  Medical 
Foundation,  the  American  College 
of  Occupational/Environmental 
Medicine,  and  the  American  Academy 
of  Disability  Examining  Physicians. 

Kim  Ross,  TMA  director  of  public 
affairs,  says  the  association  had 
worked  for  more  than  a year  compil- 
ing a list  of  names  to  submit  for  pos- 
sible appointment  to  the  board.  Input 
was  sought  from  county  medical  so- 
cieties, the  Texas  Academy  of  Family 
Physicians,  and  other  organizations. 

All  four  new  board  members  at- 
tended their  first  meeting  in  mid-Au- 
gust. Dr  Thomas  says  it  will  take 
some  time  for  the  new  members  to 
settle  into  their  jobs.  However,  he 
sees  continuing  improvements  in  the 
board’s  disciplinary  processes  and 


hiring  a new  executive  director  as 
major  priorities. 

“My  goals  are  to  continue  the 
progress  that’s  been  made  over  the 
past  few  years  in  expediting  and  ap- 
propriately managing  complaints 
against  physicians  so  the  people  of 
the  state  are  served  and,  at  the  same 
time,  physicians  are  given  appropri- 
ate due  process,”  Dr  Thomas  said. 

Governor  Richards’  decision  not 
to  reappoint  any  of  the  outgoing 
board  members  was  not  surprising. 
Board  members  came  under  harsh 
criticism  from  legislators  during  the 
agency’s  “sunset”  review  earlier  this 
year.  Also,  several  of  the  physicians, 
including  Dr  Bayoud,  originally 
were  appointed  by  former  Gov  Bill 
Clements,  a Republican. 

At  press  time,  Governor  Richards 
was  in  the  process  of  selecting  ap- 
pointees to  fill  three  new  nonphysi- 
cian positions  added  to  the  board  as 
part  of  this  year’s  sunset  bill.  TMA 
also  has  made  recommendations  for 
possible  appointees  to  those  posi- 
tions, which  were  expected  to  be 
filled  shortly  after  the  bill  took  effect 
September  1 . ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as 
"legislative  advertising,"  according  to  Tex  Govt  Code  Ann 
§305.027.  That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine:  Robert  G. 
Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St, 
Austin,  TX  78701. 


Malpractice  Insurance 


You  Need  to  Call  Us. 

If  you  are  presently  insured  with  the 
JUA  and  want  out — or  if  you  are 
having  trouble  obtaining  reasonably 
priced  malpractice  insurance,  call  us. 

Aberdeen  Medical  Insurance  Services,  Inc. 

We  offer: 

I A.M.  Best  Rated  Companies 
I The  Objectivity  of  Being  Independent 
I Premium  Financing 

Fora  no  obligation  consultation,  contact 

Forrest  S.  Pullen 

Executive  Director 

(800)  622-9296 
(713)  622-9296  in  Houston 

AbekdeeN 



Medical  Insurance  Services 

5251  Westheimer  • Suite  800 
Houston,  Texas  77056 
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Improve  your  under- 
standing of  the  interre- 
lationship of  medicine 
and  the  law  with  the 
revised  edition  of  the  i 
Code.  To  receive  your 
free  copy(ies),  compli- 
ments of  TMA  and  the 
State  Bar  of  Texas, 
send  a self-addressed, 
stamped  envelope  to:  , 
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Melissa  Nitsche 
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Association 

40 1 W.  1 5th  St., 

10th  Floor 

Austin,  Texas 
78701-1680 
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Breathing 
New  Life  Into  Your 
Foundation 

Will  Take  Hard 
Work  From  Us  And 
A Few  Injections 
From  You. 


The  TMA  Education  and 
Research  Foundation  is  the  charitable 
arm  of  Texas  Medical  Association. 
Our  purpose  is  to  fund  the  health- 
care projects  you  care  about.  And  we 
have  rededicated  ourselves  to  this 
mission. 

We  are  your  non-profit,  health- 
care foundation.  We  are  physician 


directed,  with  good  stewardship, 
strong  leadership  and  a focus  on 
responding  to  the  health-care  needs 
of  today's  Texans.  Our  work  with 
the  statewide  immunization 
coalition  and  commitment  to  child 
and  adolescent  health  programs 
show  our  dedication  to  fund 
projects  that  Texas  doctors  believe 
are  important. 


Although  your  financial  sup- 
port is  important  to  us,  what  we 
value  most  is  your  trust,  because  we 
know  there  are  so  many  other 
organizations  to  which  you  can 
give.  Look  at  us  again  before  you 
give.  Or  call  us  at  (800)  880-1300, 

Ext.  1372  to  learn  how  you  can  play 
a vital  role  in  your  foundation. 


Texas  Medical  Association  Education  And  Research  Foundation 

401  West  15th  Street,  Austin,  Texas  78701-1680  Phone  (512)  370-1572  Fax  (512)  370-1631 
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Above,  a water  truck  makes  a delivery  to  a family  living  near  Juarez.  Below,  signs  on  a well  that 
supplies  water  to  a colonia  near  El  Paso  warn  that  the  water  isn’t  safe  to  drink. 


are  fueled  by  an  in- 
credible increase  in 
population  that  has 
placed  an  enormous 
strain  on  the  ability 
to  provide  potable 
water,  proper  treat- 
ment and  disposal  of 
raw  sewage,  health 
care,  and  even  paved 
roads.  In  1900, 
there  were  36,000 
people  living  along 
the  US-Mexico  bor- 
der. Today  the  popu- 
lation has  climbed 
to  7 million. 


Troubling  waters: 
sister  cities  struggle 
with  health  conditions  on 
the  US-Mexico  border 

WHILE  CHILDREN  PLAY  IN 
pools  containing  raw 
sewage  and  mothers  un- 
knowingly fill  discarded  toxic  waste 
barrels  with  water,  Texas  physicians 
are  rallying  to  address  health  and 
environmental  conditions  along  the 
US-Mexico  border. 

The  Texas  Medical  Association 
has  joined  with  the  American  Medi- 
cal Association  and  medical  associa- 
tions from  New  Mexico,  Arizona, 
and  California  in  support  of  legisla- 
tion to  create  a binational  commis- 
sion directed  to  seek  solutions  to 
health  dilemmas  on  both  sides  of  the 
border.  (See  Texas  Medicine , 
September  1993,  pp  20-23). 

A multitude  of  problems  exist  up 
and  down  the  2,000-mile  border 
stretching  from  Brownsville,  Tex,  to 
San  Diego,  Calif.  A prime  example 
of  what  physicians  and  legislators 
are  talking  about  can  be  clearly  wit- 
nessed along  the  border  shared  by  El 
Paso  and  Juarez. 

“The  US-Mexico  border  is  burn- 
ing, and  the  fl a m e s need  to  be 
extinguished  before  they  consume 
us,”  said  Laurance  N.  Nickey,  MD, 
director  of  the  El  Paso  City-County 
Health  District  and  chairman  of  the 
TMA  Council  on  Public  Health.  Dr 
Nickey,  a self-proclaimed  “desert 
rat”  with  a passion  for  the  harsh 
West  Texas  landscape  and  the  peo- 
ple who  call  it  home,  sees  the  health 
problems  firsthand  every  day. 

In  El  Paso,  as  in  most  border 
cities,  many  of  the  health  problems 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
Health  section  of  Texas  Medicine. 


Residential  areas 

called  colonias  have  developed  along 
both  sides  of  the  border  as  a result 
of  the  population  boost.  Some 
homes  are  built  from  wood  and 
brick,  others  from  cardboard.  Shal- 
low wells  provide  water  to  some  res- 
idents, but  the  absence  of  proper 
waste  disposal  results  in  contaminat- 


ed water  supplies.  The  number  of 
colonias  in  El  Paso  has  reached  350, 
with  about  68,000  residents. 

Dr  Nickey  warns  that  the  border 
health  situation  may  soon  become  a 
national  crisis.  “These  living  condi- 
tions pose  a serious  public  health 
problem  that  may  well  migrate  to 
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Unforgiving  deserts  near 
El  Paso,  above,  and 
Juarez,  below,  are  host 
sites  for  colonias.  Com- 
munities often  spring  up 
over  night,  with  popula- 
tions at  times  exceeding 
1,500.  More  than 
300,000  Americans  live 
in  an  estimated  1,200 
colonias,  in  homes  and 
communities  with  no 
running  water  or  sewer 
systems. 


[T 


other  parts  of  the  United  States  as 
people  search  for  improved  employ- 
ment opportunities,”  he  said. 

The  health  problems  in  El  Paso 
County  don’t  stop  at  the  border. 
Across  the  Rio  Grande  from  El  Paso 
is  Juarez,  which,  with  a population 
of  more  than  1 million,  has  no 
sewage  treatment  facility.  An  open 
ditch  paralleling  the  city  limits  of  El 
Paso  for  18  miles  carries  wastewater 
that  eventually  flows  onto  farmland 
or  into  the  Rio  Grande. 

Health  officials  from  all  four  bor- 
der states  agree  it  will  take  action  on 
both  sides  of  the  Rio  Grande  to  solve 
present  problems  and  prevent  future 
ones.  “The  problems  are  escalating 


on  a daily  basis,”  said  Dr  Nickey. 
“They  will  escape  us  if  we  don’t  get  a 
handle  on  them  soon. 

“There  is  no  question  in  the  minds 
of  public  health  officials  in  the  border 
region  that  years  of  neglect  in  provid- 
ing border  residents  with  clean,  safe 
drinking  water  and  adequate  sewage 
treatment  has  set  the  stage  for  a 
possible  disaster,”  said  Dr  Nickey. 
“It  is  time  to  correct  this  shameful 
situation.”  ★ 


On  the  border: 
a crisis  by  the  numbers 

• Eour  of  the  five  poorest  cities  in 
the  United  States  are  on  the  Texas- 
Mexico  border. 

• Border  residents  represent  9%  of 
the  Texas  population. 

• El  Paso  is  the  fourth  poorest  city  in 
the  nation  and  the  fourth  largest 
city  in  Texas. 

• Twin  cities  — El  Paso-Cuidad 
Juarez,  Del  Rio-Cuidad  Acuna,  Ea- 
gle Pass-Piedras  Negras,  Laredo- 
Nuevo  Earedo,  McAllen-Reynosa, 
and  Brownsville-Matamoros  — ac- 
count for  92.5%  of  the  border 
population. 

• Fifteen  Texas  counties  — El  Paso, 
Hudspeth,  Jeff  Davis,  Presidio, 
Brewster,  Terrell,  Val  Verde,  Kinney, 
Maverick,  Webb,  Zapata,  Starr,  Hi- 
dalgo, Cameron,  and  Willacy  — 
share  a border  with  Mexico. 

• There  are  more  than  400  million 
border  crossings  a year. 

• The  rate  of  hepatitis  A infection  in 
El  Paso  County  is  up  to  five  times 
greater  than  that  of  the  United 
States  as  a whole. 

• Some  862,897  cases  of  cholera 
have  been  reported  in  the  western 
hemisphere  to  date  (primarily  in 
South  America),  resulting  in  more 
than  7,559  deaths. 

• Mexico  has  reported  more  than 
14,186  cases  of  cholera  in  30 
states  and  Mexico  City.  There  have 
been  at  least  198  deaths. 

• Tuberculosis  and  shigellosis  rates 
are  twice  the  national  average 
along  the  border. 

• The  Centers  for  Disease  Control 
found  that  66%  of  the  measles  cas- 
es during  a 1991  epidemic  in  the 
United  States  were  brought  in 
from  Mexico. 
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••We're 

phone  call 

T MA’s  Health  Care  Financing  Department 
responds  to  more  than  6,000  phone  calls  and 
letters  from  physicians  and  their  office  staff, 
annually.  Wherever  a problem  exists,  a physician 
reimbursement  specialist  and  a physician  coding 
specialist  make  aggressive  efforts  to  resolve  that 
problem  through  whatever  steps  are  necessary, 
ranging  from  advise  to  the  medical  office  to 
direct  intervention  with  the  payor.  In  addition, 
the  department  operates  three  programs  aimed 
at  helping  physicians  deal  with  payers. 

ON-SITE  MINI-CONSULTATIONS: 

Under  the  sponsorship  of  county  medical  soci- 
eties, TMA  holds  Mini-consultations  around  the 
state.  At  no  charge,  physicians  and  their  staff  are 
invited  to  half-hour  sessions  that  focus  on  the 
payment  and  coding  problems  of  special  concern 
to  their  practice.  Issues  that  cannot  be  resolved 
during  a session  are  followed  up  by  TMA  staff, 
and  physicians  are  informed  of  any  progress. 


just  a 
away!” 

extremely  productive  and  useful.  They  provide  a 
forum  for  discussion  of  issues  too  complex  to  be 
resolved  through  normal  claims  review  channels, 
and  they  offer  the  payers  a physician  perspective 
on  the  operation  of  their  plans.  In  TMA’s  meet- 
ings with  Medicare,  85-90%  of  the  problems  are 
typically  resolved  in  favor  of  physicians. 

HASSLE  LOGS: 

TMA’s  hassle  factor  log  simplifies  the  process  of 
communicating  to  the  Association  the  hassles 
that  medical  offices  experience  with  insurance 
companies,  Medicare,  Medicaid,  utilization 
review  firms  and  regulatory  agencies.  The  logs 
are  being  used  to: 

make  it  easier  for  medical  offices  to  seek 
assistance  from  TMA 

>-  identify  hassle  factors,  e.g.  by  identifying 
the  principal  sources  of  hassles 
> build  a long-term  computerized  data  base 
on  medical  practice  in  Texas 


ADVOCACY: 

TMA  meets  regularly  with  Medicare,  Medicaid, 
the  larger  private  payers  and  the  larger  managed 
care  plans  to  resolve  both  individual  problems 
and  policy  issues.  These  meetings  have  been 
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GIVE  US  A CALL! 


Any  questions  concerning  TMA’s  mini-consulta- 
tions, Medicare  problems,  or  advocacy  issues 
should  be  directed  to  either  Pat  Coffey 
(Ext.  1416)  or  Bradley  Reiner  (Ext.  1407). 


TMA  Department  of 
Health  Care  Financing 
800-880-1300 


Q0000QQ00000000000000000000000000000000000000000000000000000 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Dallas  Houston 

Bruce  Crim,  Keith  H.  Prince,  L.  Wayne  Kirk,  Rick  D,  Bolin, 

Charles  F.  Curtice,  Daniel  S.  Marley,  John  Bedingfield 

Steve  Baggett  (713)465-4445 

(214)  821-4640 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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TMA  targets  private 
insurers  to  cut  red  tape, 
hassles  for  physicians 


WHEN  ASKED  WHY  THEY  ARE 
less  satisfied  practicing 
medicine  than  they  used  to 
be,  a majority  of  physicians  point  to 
th  e hassles  of  filling  out  endless 
forms  and  dealing  with  third-party 
reimbursement. 

While  public  sector  and  managed 
care  plans  are  generally  acknowl- 
edged as  the  red-tape  experts,  tradi- 
tional health  insurance  companies 
contribute  their  share  of  problems  as 
well.  That’s  why  the  Texas  Medical 
Association’s  latest  efforts  to  lessen 
physicians’  administrative  and  pa- 
perwork hassles  for  the  first  time  | 
target  private-sector  health  insur- 
ance companies. 

“We  have  actively  been  working 
with  Medicare,  Medicaid,  and  man- 
aged care  plans  for  some  time,”  said 
Mike  Dabbs,  TMA  director  of  quali- 
ty assurance  and  utilization  review. 
“We  are  now  expanding  the  pro- 
gram to  work  with  third-party  in- 
surers to  reduce  the  number  of  has- 
sles we  are  seeing  from  them. 

“Physicians  and  TMA  staff  will 
be  meeting  with  the  top  10  or  20 
hasslers  over  the  next  few  months,” 
Mr  Dabbs  said.  “The  goal  is  to  es- 
tablish an  ongoing  mechanism,  simi- 
lar to  the  ones  we  have  established 
with  Medicare  and  Medicaid,  to 
bring  these  companies  to  the  table  to 
resolve  problems  and  correct  nega- 
tive perceptions.” 

The  Physician-Patient  Advocacy 
Committee  already  has  met  with 
Aetna  and  Metropolitan  Life.  TMA 
physicians  and  staff  also  have  met 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


with  Blue  Cross  and  Blue  Shield  of 
Texas,  Travelers,  and  CIGNA,  Mr 
Dabbs  says. 

These  companies  and  others  were 
identified  through  TMA’s  3-year-old 
Hassle  Factor  Log  program,  which 
encourages  members  to  document 
third-party  payment  problems  and 
send  the  information  to  the  associa- 
tion’s health-care  financing  depart- 
ment. A copy  of  the  Hassle  Factor 
Log  form  is  on  the  facing  page. 

By  late  August,  Texas  physicians 
had  submitted  more  than  1,650  logs 
detailing  more  than  2,500  com- 
plaints. TMA  staff  have  not  only 
worked  one-on-one  with  many  of 
the  insurers  to  resolve  hassles,  but 
also  have  analyzed  the  data  to  deter- 
mine the  most  common  types  of 
complaints  and  to  identify  which 
companies  have  a pattern  of  causing 
the  most  hassles. 

Medicaid  efforts  continue 

TMA  also  is  renewing  its  efforts  to 
work  with  the  state’s  Medicaid  car- 
rier, the  National  Heritage  Insurance 
Company  (NHIC),  to  reduce  admin- 
istrative hassles  for  physicians  par- 
ticipating in  that  program.  In 
September,  TMA  physicians  held  the 
first  of  a planned  series  of  meetings 
with  NHIC  staff. 

According  to  Mr  Dabbs,  a 
change  in  top  management  at  NHIC 
has  brought  about  a new  willingness 
to  work  with  TMA  in  making  it 
simpler  to  file  a Medicaid  claim  and 
get  reimbursed  under  the  program. 

James  Dufner,  named  vice  presi- 
dent and  chief  executive  officer  of 
NHIC  in  July,  says  his  company  will 
undertake  a thorough  review  of  all 
Medicaid  rules,  regulations,  and  pro- 
cedures to  find  ways  to  streamline 
the  reimbursement  process,  but  it 
needs  physician  input  to  do  the  job. 


TMA  Hassle  Factor  Log  report 

Following  is  a summary  of  the  hassle  reports  re- 

ceived  by  TMA  from  July  1990  to  August  1993 

showing  how  often  particular  hassles  were  re- 

ported , the  kinds  of  actions  physicians  and  their 

staffs  had  to  take  in  order  to  deal  with  them. 

and  the  amount  of  time  spent  on  hassles. 

Total  number  of  complaints 

2,555 

Total  number  of  hassle  logs 

1,654 

Average  complaints  per  log 

1.5 

Total 

Hours  per 

hours 

hassle 

Staff  time  spent 

on  hassles  5,253 

3.2 

Physician  time  1,611 

1.0 

Number  of 

Subject  of  hassle 

reports 

Denial  or  reduction  of  payment 

545 

Repeat  request  for  information 

about  a patient 

356 

Medical  necessity  review 

258 

Recoding  or  downcoding  of 

billed  services 

105 

Precertification  of  services 

202 

Claim  lost  by  carrier8' 

6 

Claim  documentation8' 

7 

Length  of  stay  dispute 

87 

Managed  care  plan  problem 

103 

Quality  of  care  review 

39 

Prepayment  review8 

4 

Postpayment  review8 

4 

Referral 

50 

Reduction  of  billed  charges 

255 

Other 

534 

Actions  taken  by  physician 

Number  of 

or  staff 

reports 

Make  telephone  calls 

1,024 

Write  letter  or  narrative  report 

812 

Resubmit  claims 

788 

Review  office  medical  records 

671 

Copy  and  send  medical  records 

511 

Seek  outside  assistance 

302 

Consult  with  colleagues 

229 

Retrieve,  review,  and  send 

hospital  medical  records 

214 

Other8 

14 

8 Indicates  a new  category  added 

on  April  1, 

1993 
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TMA  Hassle  Factor  Log 


Instructions 

Please  fill  out  every  section  on  this  form.  We  would  appreciate  your  including  as  much  specific  information  as  possible.  Please  print. 


Physician  name 


Specialty 


Address 


City 


Zip 


Phone  number 


Details  of  Hassle 


Name  of  Hassler  (please  give  name  of  insurance  carrier,  review  firm,  government  agency,  or  managed  care  plan) 

Is  this  the  first  time  this  problem  has  occurred  or  is  it  a recurring  problem?  First  Time  Recurring  Problem 


Subject  of  Hassle  (Check  all  that  apply) 

: Denial  or  reduction  of  payment 
Repeat  request  for  information  about  a patient 
I I Medical  necessity  review 

Recoding  or  downcoding  of  billed  services 
Precertification  of  services 

□ Carrier  has  lost  claim 
HZ  Claim  documentation 
Length  of  stay  dispute 

I 1 Managed  care  plan  problem 

Quality  of  care  review 

i Prepayment  review 

Postpayment  review 

□ Other* 


Actions  Taken  by  Physician  or  Staff  (Check  all  that  apply) 

□ Make  telephone  call(s)  How  many? 

Write  letter  and/or  narrative  report 

Resubmit  claims 
Review  office  medical  records 
_ Copy  and  send  medical  records 

□ Seek  outside  assistance 

□ Consult  with  colleagues 

□ Retrieve,  review,  and  send  hospital  medical  records 

□ Other* 

* Please  include  description  of  “other"  hassles  or  actions  in  the 
space  below. 


Please  estimate  the  total  time  (IN  HOURS)  spent  on  this  hassle. 


Staff  time  . 


Physician  time 


Description  of  Hassle 

Please  add  information  you  think  would  be  helpful  in  documenting  the  nature  of  this  hassle  and/or  its  impact  on  your  medical  practice  or  on  your 
patients.  Include  any  relevant  documents  (copies  only). 


Please  return  completed  form  to:  TMA  Health  Care  Financing  Department,  401  W 15th  St,  Austin,  TX  78701-1680;  fax  (512)  370- 1 632 
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“We  need  to  understand  claims 
filing  from  the  doctor’s  perspective,” 
he  said.  “We  may  have  some  policies 
that  at  one  time  made  sense  but 
don’t  any  longer.  We  need  to  root 
those  out  and  eliminate  them.” 

Recent  cost-cutting  moves  by  the 
state  have  made  the  elimination  of 
Medicaid  hassles  for  physicians  all 
the  more  important,  according  to 
Mr  Dabhs. 

“Since  the  state  has  frozen  cost- 
of-living  increases  in  Medicaid  pay- 
ments for  physicians  for  the  next  2 
years,  making  it  simpler  to  partici- 
pate in  the  program  may  be  the  only 
way  to  attract  new  physicians  to 
Medicaid,”  he  said. 

Number  of  Medicare 
participating  physicians 
increases 

A RECORD  NUMBER  OF 
physicians,  59.8%  nationally 
and  61.3%  in  Texas,  have  en- 
rolled in  the  Medicare  participating 
physicians  program  in  1993,  accord- 
ing to  statistics  released  by  the 
Health  Care  Financing  Administra- 
tion (HCFA). 

The  1993  figure  represents  a 
12.7%  increase  nationally  over  the 
1992  level  of  52.2%.  In  Texas,  the 
increase  was  13.7%  over  the  1992 
level  of  51.9%. 

Enrolling  as  a participating  physi- 
cian brings  a 5%  higher  payment  and 
a listing  in  a Medicare  participating 
physician  directory,  but  physicians 
must  accept  what  Medicare  pays  as 
payment  in  full.  (Medicare  pays  80% 
of  the  fee,  patients  pay  a 20%  copay- 
ment.) Nonparticipating  physicians 
can  charge  15%  more  than  the  Medi- 
care fee  schedule,  but  must  collect 
from  their  patients,  who  are  reim- 
bursed directly  by  Medicare.  ★ 


We  don’t 
work  miracles. 


Today,  knowing  a little  about 
taxes,  Medicare  regulations  and 
insurance  reimbursement  is  not 
enough.  The  days  when  even  the 
best  physician  might  manage  his  or 
her  own  practice  and  know  every- 
thing there  is  to  know  about  insur- 
ance reimbursement  are  over. 
Reporting  requirements  and  gov- 
ernment regulations  have  become 
so  complex  that  it  is  difficult  to 
maintain  suitable  expertise  in- 
house  on  a wide  variety  of 
billing  issues. 

We  believe  these  complicated 
economic  times  demand  the  inde- 
pendent opinions  and  financial 
assessments  of  certified  public 
accountants  with  specific  training 
and  experience  in  health  care  issues. 

Our  firm  is  locally  owned.  Our 
clients  receive  our  personal  atten- 


tion. We  are  a team  of  men  and 
women  acknowledged  as  profes- 
sionals having  met  rigorous  edu- 
cational and  testing  standards. 
State  laws  recognize  that  only  cer- 
tified public  accountants  are  quali- 
fied to  perform  a full  range  of 
accounting  services.  We  are  the 
only  CPA  firm  endorsed  by  the 
Texas  Medical  Association. 

We  provide  a full  range  of  ser- 
vices: CPT  coding  assistance, 
Medicare  compliance,  tax  and 
estate  planning  for  physicians, 
insurance  reimbursement  issues, 
analysis  of  managed  care  contracts, 
practice  evaluations,  analysis  of  fee 
schedules,  work  flow  studies,  prac- 
tice valuations,  litigation  support, 
systems  analysis  and  financial  pro- 
cedures, cash  flow  and  cost  control. 

Only  a recognized  team  of  health 
care  certified  public  accountants 
can  give  you  all  these  services. 

We  don't  work  miracles.  We 
emphasize  planning.  We  empha- 
size structuring.  We  emphasize 
understanding. 

And  if  a physician  feels  like  we 
have  worked  a miracle,  it  just 
means  we  have  given  what  a team 
of  certified  public  accountants  and 
health  care  consultants  from  our 
firm  can  give. 


From  left:  Mickey  O'Neal,  Jim  1 laskins, 
Tom  McGuinness,  Reed  Tinsley 


Haynes  O’neal 

CERTIFIED  PUBLIC  ACCOUNTANTS 
& MANAGEMENT  CONSULTANTS 

HOUSTON, TX  (713)  993-0847  • DALLAS/FT.  WORTH. TX  (817)  545-1300  • AUSTIN,  TX  (512)  469-3569 


30 


TEXAS  MEDICINE 


VOLUME  89  NO.  10 


OCTOBER  1993 


DOES  MANAGING 
YOUR  MEDICAL 
PRACTICE  LEAVE  YOU 
FEELING  LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 


✓ Automatically  fills  out  HCFA  1500  claim  forms  ✓ 

✓ Prints  patient  billing  and  statements  ✓ 

✓ Submits  electronic  insurance  claims  via  modem  / 

✓ Tracks  all  insurance  and  patient  receivables  ✓ 


Increases  cash  flow 
Decreases  need  for  additional  staff 
Analyzes  practice  income  and  expenses 
Nearly  $10,000  less  expensive  than  our 


competitors  system 

^Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  installed  and  ready  to  run.  Prices  start  at  $3,495.  Prices  include  the  FOXMED  PRO  software,  FREE  com- 
^ puter,  90  days  of  FREE  telephone  support,  and  the  world  class  service  available  only  from  Practice  Management 
Jndustries.  Call  today  for  a FREE  information  packet  and  speak  with  one  of  our  solutions  experts. 

1 -800-829-4369 

FOXMED  PRO.  Available  from  Practice  Management  Industries. 
The  computer  system  the  competition  doesn't  want  you  to  hear  about. 


% 


WHIT  YOU  RATHER 
WALK  THAN  RUE? 

A brisk  walk  now  could  help  you  avoid  a fast  ride  later.  Try  it  for  30  to  60  minutes,  three  or  four  times  a week. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how.  Call  1-800-AHA-USA1. 

J% 

American  Heart  Association^^ 


This  space  provided  as  a public  service.  ©1993,  American  Heart  Association 


If  You  Think 
This  Is  All 
You  Get  For 
Your  $295, 


A 


t TMA,  your  annual 
dues  hire  a staff  of 
lawyers , researchers , lob- 
byists, public  relations 
experts,  librarians,  and  public  health 
and  education  specialists,  to  name  a 
few.  Not  to  mention  the  1,000-plus 
TMA  leaders  who  actively  represent 
Texas  medicine.  Now  that  you  have 
us,  please  use  us. 


1. 


Advocacy 

• Leadership  and 
advocacy  on 
health-system 
reform 

• Mini-consultations  on 
coding  and  payment  issues 

• Dispute  resolution  meet- 
ings with  Medicare/  Medicaid 

• Workshops  and  publications 
on  regulatory  compliance 

• Public  health  initiatives  on 
AIDS,  tobacco,  border 
health 


2. 


Representation 

• Aggressive  lobbying 
on  state/federal 
legislation 

• Amicus  briefs 

' Texas  physicians  voice  concerns 
at  AMA 

' TEXPAC  fighting  for  medicine 
in  the  electoral  process 
1 Authoritative  information  on 
managed  care  plans  and 
contracts 

Guidelines  on  issues  affecting 
health-care,  ethics,  your  per- 
sonal practice 


3. 


Communication 

• Media  relations 

• Action  newsletter 

• Texas  Medicine 


magazine 

• Fall/Winter  Leadership 
Conferences 

• Speakers'  bureaus  for 
physicians,  public 

• News  and  educational  videos 
for  members 


4. 


Education/ 
Research 

• Manpower  studies 

• CME  accreditation 
program 

1 Physician  education  resources, 
programs 

250  Category  1,  AMA  PRA  and 
230  AAFP  credit  hours  at 
Annual  Session 
Largest  state  medical  associa- 
tion library  in  the  country 
Licensure  and  credentialing 
information  and  resources 


5. 


Practice 
Management 

• Group  insurance 
and  professional 
liability 

1 Medical  equipment  leasing 
1 Physician  placement  program 
1 Long-distance  discount  service 
Medical  waste  management 
Practice  management  work- 
shops and  publications 


^ Tex 
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Aren’t  you  glad  you  looked?  Call  (800)  880-1300  for  these  and  other  services. 


Texas  Medicine  Feature 

Texas 

Physicians 

on  the 

Nursing  Home 

Front 


By  Jean  Pietrobono,  Managing  Editor,  and  Beth  Graddy,  Assistant  Editor 


NE 

INTERNIST 
can  clearly 
recall  the  first  time  he 
was  confronted  head 
on  with  bias  toward 
nursing  home  physicians 
by  a member  of  his  own 
profession. 

A Central  Texas  nursing  home 
where  he  practiced  had  called  to  ask 
if  he  would  admit  a woman  who 
was  going  to  be  transferred  from  a 
local  hospital  in  a few  days.  It 
wasn’t  an  unusual  request.  The  pa- 
tient’s attending  physician,  like  most 
doctors  in  town,  didn’t  go  to  nurs- 
ing homes. 

After  his  hospital  rounds  the  next 
morning,  he  couldn't  help  overhear- 
ing a young  doctor  who  was  answer- 
ing a page  at  the  nurses’  station.  “I’m 
sorry,  hut  I have  a lot  of  important 
things  to  do  and  don’t  have  time  to 
be  going  to  nursing  homes.  You’ll 
need  to  find  somebody  else  to  deal 
with  laxatives,  falls,  and  diets.” 

H is  stomach  tightened  as  he  real- 
ized this  was  the  attending  physician 
for  the  patient  he’d  received  the  call 
on  the  day  before.  “That  was  me  he 
was  talking  about!  Can  you  imagine 
how  I felt?  How  offended  and  awk- 
ward? That  doctor  was  3 years  my 
junior  in  practice  experience  — and 
so  uninsightful.” 

He  was  too  startled  to  confront 
the  young  physician  at  the  time,  and 
he  did  go  ahead  and  admit  the  pa- 
tient. Now,  several  years  later,  he 
can  laugh  about  the  young  doctor’s 
“uppity”  attitude.  But  he  can’t  help 
wondering  how  many  Texas  physi- 
cians share  that  view. 

While  most  nursing  home  doctors 
haven’t  been  directly  ridiculed  at  such 

Left:  Elizabeth  Ernst,  MD,  checks  on  a pa- 
tient who’s  recently  been  transferred  to  the 
skilled  nursing  unit  at  Morningside  Manor  in 
San  Antonio. 


close  range,  few  would  disagree  with 
the  assertion  that  they  suffer  from  a se- 
rious image  problem.  Among  the  criti- 
cisms sometimes  heard: 

• They  make  hurried  “gang”  visits, 
seeing  dozens  of  patients  an  hour,  or 
they  don’t  see  the  patients  at  all  but 
still  pocket  the  Medicare  money. 

• They  overmedicate  troublesome  pa- 
tients so  their  behavior  won’t  cause 
problems  for  the  nursing  staff. 

• Whether  out  of  greed  or  laziness, 
they  close  their  eyes  to  wretched 
conditions  in  substandard  homes. 

• And  perhaps  the  most  common  re- 
proach: They’re  losers  who  can’t 
find  work  doing  anything  better. 

Although  such  criticisms  can  come 
from  colleagues  in  the  medical  pro- 
fession, they’re  also  voiced  by  sources 
within  the  nursing  home  industry 
and  by  people  outside  the  system, 
such  as  government  officials  and  ad- 
vocacy groups. 

Until  recently,  the  notion  that  nurs- 
ing home  physicians  were  second  class 
was  reinforced  by  the  Medicare  reim- 
bursement hierarchy,  which  paid 
physicians  substantially  less  for  seeing 
patients  in  nursing  homes  rather  than 
in  their  offices. 

But  effective  January  1992,  the 
Resource-Based  Relative  Value  Scale 
(RBRVS)  did  away  with  the  rule  that 
lowered  reimbursements  for  physi- 
cians who  see  multiple  patients  dur- 
ing nursing  home  visits.  And  as  of 
January  1993,  RBRVS  raised  the  re- 
imbursements for  the  two  most  com- 
mon types  of  nursing  home  visits  to 
$27  and  $40,  putting  them  on  par 
with  office  visit  rates. 

At  the  state  level,  promising  devel- 
opments are  under  way  that  could  im- 
prove the  Texas  nursing  home  system 
and  encourage  more  physicians  to  be- 
come a part  of  it.  And  innovative  pro- 
grams at  medical  schools,  such  as  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio,  are  helping 
open  the  eyes  of  tomorrow’s  physi- 
cians to  the  value  of  geriatric  medicine, 
inside  or  outside  of  nursing  homes. 
(See  articles  on  pp  43  and  44,  and  the 
Journal  article  on  p 62.) 

Such  changes  are  coming  none  too 


soon.  Keith  Rapp,  MD,  of  Baytown, 
president  of  the  Texas  Medical  Direc- 
tors Association,  estimates  that  just 
one  tenth  of  the  state’s  internists  and 
family  practitioners  make  nursing 
home  visits.  That’s  not  nearly  enough 
physicians  to  properly  care  for  the 
91,000  residents  in  more  than  1,100 
nursing  homes  across  the  state. 

As  the  population  ages,  the  need 
for  more  nursing  home  physicians  will 
only  become  greater.  Demographers 
predict  that  the  number  of  Texans  age 
65  and  older  will  more  than  double  — 
to  nearly  4 million  — by  the  year 
2026,  when  the  majority  of  baby 
boomers  will  have  reached  retirement 
age.  If  current  trends  continue,  nearly 
half  of  them  will  need  nursing  home 
care  at  some  point  in  their  lives. 

Physicians  have  heard  many  rea- 
sons why  not  to  practice  in  nursing 
homes  beyond  battling  the  image 
problem:  The  work  is  depressing,  frus- 
trating, and  unrewarding,  and  the 
maze  of  Medicaid  regulations  leaves 
you  so  mired  in  paperwork  that  you 
have  little  time  for  direct  patient  care, 
to  name  a few. 

So  what’s  good  about  nursing 
home  work,  and  what  can  be  done  to 
interest  more  physicians  in  making  it  a 
part  of  their  practices?  While  the 
Texas  nursing  home  system  has  a long 
way  to  go,  physicians  across  the  state 
are  finding  ways  to  make  it  work  bet- 
ter for  their  patients  and  themselves. 
Three  such  physicians  — Peggy  Rus- 
sell, DO,  in  Austin;  Ted  Nicklaus, 
MD,  in  Amarillo;  and  Elizabeth  Ernst, 
MD,  in  San  Antonio  — talked  recently 
with  Texas  Medicine  about  the  pros 
and  cons  of  nursing  home  practice  and 
allowed  us  to  accompany  them  on 
their  nursing  home  rounds. 

Is  it  depressing?  Sometimes,  but  in- 
spiring at  times,  too.  Are  Medicaid 
regulations  a hassle?  As  always.  Erus- 
trating?  If  constant  change  frustrates 
you,  then  no  question  about  it. 

But  unrewarding?  At  least  for  the 
physicians  we  spoke  with,  nursing 
home  practice  appeared  to  offer  the 
rare  opportunity  to  practice  the  sci- 
ence and  art  of  medicine,  caring  for 
patients  at  a time  in  their  lives  when 
they  need  their  physicians  the  most. 
Read  on  and  decide  for  yourself. 
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Peggy  Russell,  DO,  of  Austin,  comforts  a patient  in  the  assisted  living  unit  at  Buckner  Villas. 

Dedication 
and  a 

System  That 
Makes  Sense 


It’s  9 am,  the  second  Tuesday  of 
the  month,  and  Peggy  Russell, 
DO,  of  Austin,  has  finished  her 
hospital  rounds.  She  calls  ahead 
to  Buckner  Villas,  a nursing  home 
in  the  suburbs  north  of  town.  “ Let 
Georgia  know  I'm  on  my  way.” 

Georgia  Bradford,  LVN,  is  nurs- 
ing supervisor  for  Buckner’s  assisted 
living  unit.  And  she  and  Dr  Russell 
have  their  system  down  to  an  art. 

When  Dr  Russell  arrives  20  min- 
utes later,  Ms  Bradford  has  pulled  the 
charts  she  will  need  and  is  ready  to 
brief  her  on  the  morning’s  schedule: 
three  routine  physicals  and  a visit  re- 
quested hy  family  members.  And  a 
situation  has  developed  in  the 
Alzheimer’s  unit  that  needs  attention. 

“Georgia  has  been  here  15  years. 
She  knows  the  patients  well,  and  she 
knows  how  I work,”  Dr  Russell  ex- 
plained. “Patients  and  their  families 
know  to  talk  to  her  if  they’re  wor- 
ried about  something.  Georgia  can 
check  it  out,  and  either  call  me  or 
make  sure  I see  those  patients  next 
week  when  I’m  here.” 

In  addition  to  serving  as  medical 
director.  Dr  Russell  is  attending 
physician  for  anywhere  from  75  to 
100  patients  at  the  facility,  and 
that’s  one  of  the  reasons  efficiency  is 
so  important. 

“To  make  nursing  home  practice 
feasible,  you  have  to  be  very  well  or- 
ganized,” Dr  Russell  said.  “The  only 
way  you  can  survive  is  by  having  a 
system  that  makes  sense,  one  that 
everybody  understands  and  can 
work  with.” 

She  should  know.  Dr  Russell  has 
been  doing  nursing  home  work  since 
she  went  into  private  practice  10 
years  ago.  In  recent  years,  she  has  be- 
come a leading  advocate  on  nursing 
home  issues  in  the  state.  A diplomate 
to  the  American  Board  of  Internal 
Medicine  with  added  qualifications 
in  geriatrics,  she  chairs  the  Texas 
Medical  Association’s  Committee  on 
Aging  and  Long-Term  Care  and  is 
president-elect  of  the  Texas  Medical 
Directors  Association. 


Peggy  Russell,  DO 


Patients ' names  have  been  changed  to  protect 
confidentiality. 
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Door-to-door  doc 

At  Buckner’s  assisted  living  unit,  Dr 
Russell  sees  patients  in  an  exam 
room  — something  pretty  unusual 
for  a nursing  home.  The  room  had 
been  built  for  storage,  but  Dr  Rus- 
sell worked  hard  to  get  it  and  even 
supplied  her  own  exam  table.  Al- 
though an  exam  room  may  seem  a 
small  thing.  Dr  Russell  says  it  adds 
an  element  of  professionalism  that 
nursing  home  work  often  lacks. 

“One  of  the  big  differences  be- 
tween typical  practice  and  nursing 
homes  is  that  when  patients  come  to 
your  office,  they  are  there  seeking 
your  professional  care.  It’s  under- 
stood that  they  value  your  services,” 
Dr  Russell  said. 

At  nursing  homes,  in  contrast, 
visits  often  are  requested  by  nurses 
or  family  members,  and  regular 
medical  care  is  required  by  the  state 
or  federal  government.  “The  pa- 
tients themselves  may  not  want  any 
part  of  it.  Sometimes  you  feel  like  a 
door-to-door  doctor,  knocking  on 
people’s  doors  saying,  ‘I’m  sure  you 
need  a doctor,  let  me  come  in.”  Dr 
Russell  spends  a good  10  or  15  min- 
utes talking  with  each  patient  before 
doing  physical  exams  — counseling, 
reassuring,  or  sometimes  offering  a 
gentle  dose  of  reality. 

Mrs  Dalton  yearns  to  return  to 
her  own  home,  although  she  knows 
she  can’t  live  alone  and  in  fact  has 
already  sold  her  house.  “But  that 
doesn’t  stop  me  from  being  home- 
sick and  wanting  to  be  free.” 

Miss  Yancy’s  family  has  asked  Dr 
Russell  to  check  on  her,  but  Miss 
Yancy  doesn’t  think  she  needs 
checking  and  is  annoyed  by  the  in- 
trusion. 

Mr  Johnson  is  healing  well  from 
recent  surgery,  but  he’s  the  only  fam- 
ily member  of  his  generation  still 
alive.  “What’s  going  to  happen 
when  I’m  gone?” 

What  do  you  get 

FOR  $11  A DAY? 

The  three  nursing  units  at  Buckner 
Villas  — assisted  living,  intermediate 
nursing,  and  a specialized  unit  for 
patients  with  Alzheimer’s  disease 


and  related  illnesses  — are  housed  in 
separate  buildings  on  a 25-acre  cam- 
pus that  includes  apartments  for  in- 
dependent residents.  The  facility  is 
administered  by  Buckner  Baptist 
Benevolences  of  Dallas,  which  also 
operates  retirement  centers  there  and 
in  Houston. 

Buckner  Villas  accepts  only  pri- 
vate-pay patients,  and  its  average 
daily  reimbursement  per  bed  is 
around  $65.  That’s  $11  a day  more 
than  Medicaid  usually  pays. 

So  what  does  $11  a day  buy?  In 
Dr  Russell’s  opinion,  the  more  im- 
portant question  might  be  what  it 
doesn’t  buy:  the  Medicaid  regula- 
tions under  which  most  Texas  nurs- 
ing homes  labor. 

“At  Medicaid  nursing  homes,  not 
only  do  you  start  out  with  less  to 
spend  per  patient,  but  a huge  mone- 
tary investment  has  to  go  into  paper- 
work, bureaucracy,  and  compliance,” 
Dr  Russell  said.  A visit  to  Sierra 
Health  Center  on  the  south  side  of 
town,  a nursing  home  funded  primar- 
ily by  Medicaid,  illustrates  her  point. 

A DOSE  OF 

ECONOMIC  REALITY 

Sierra  is  a good  nursing  home.  The 
nursing  staff  are  dedicated  and  hard- 
working; there  just  aren’t  near 
enough  of  them.  The  administrator, 
Samantha  Young,  is  responsive  to 
Dr  Russell’s  recommendations  as 
medical  director  and  tries  to  imple- 
ment them.  But  economic  reality 
limits  how  much  she  can  do. 

The  aesthetic  differences  between 
Sierra  and  Buckner  Villas  are  hard 
to  miss.  All  the  residents’  rooms  at 
Buckner  are  private,  most  with 
handsome  furniture  and  console  col- 
or TVs.  Each  door  bears  an  en- 
graved brass  nameplate. 

Every  patient  at  Sierra  has  a 
roommate,  sometimes  two.  Furnish- 
ings are  Spartan.  Some  rooms  have 
portable  TVs,  but  many  don’t. 
There’s  no  examining  room  for  see- 
ing patients,  no  activity  room,  no  li- 
brary lined  with  hardcover  books, 
not  even  a lobby  — the  front  doors 
open  directly  into  a patient  hallway. 

When  Dr  Russell  arrives  at  Sierra 
on  Thursday  morning,  she  heads  first 


to  the  nursing  station  to  pull  charts. 
It’s  8:30  am,  and  the  only  licensed 
vocational  nurse  on  duty  has  her 
hands  full  fielding  questions  from 
several  therapists  sent  in  by  the  state. 
“She’s  the  only  licensed  staff  profes- 
sional here  right  now,  and  everybody 
wants  something  from  her  immedi- 
ately,” Dr  Russell  said.  “She’s  also  re- 
sponsible for  all  58  patients  and  try- 
ing to  deliver  patient  care.” 

Alice  Denman,  RN,  director  of 
nursing,  arrives  shortly,  and  she  and 
Dr  Russell  begin  rounds,  pushing  a 
cart  and  bedside  table  stacked  with 
notes  and  charts.  As  she  walks  from 
room  to  room.  Dr  Russell  greets  just 
about  everyone  by  name  — from  the 
administrator  to  the  custodian.  Ms 
Denman  introduces  her  to  three  new 
aides,  and  she  makes  a point  of 
learning  their  names,  too. 

“Good  morning,  Mrs  Thibodeau. 
How  are  you?  Are  you  glad  to  be 
home?” 

Mrs  Thibodeau,  who  is  seated  in 
a wheelchair,  was  recently  released 
from  the  hospital  and  has  a stage  IV 
venous  stasis  ulcer.  Dr  Russell  gets 
down  on  her  knees  to  examine  the 
wound  and  spends  about  20  minutes 
showing  Ms  Denman  and  another 
nurse  how  to  clean  it  and  apply 
medications. 

Mr  Cho,  who’s  been  a patient  of 
Dr  Russell’s  for  14  years,  just  recent- 
ly entered  Sierra  because  his  family 
could  no  longer  take  care  of  him.  A 
small  poster  of  Buddha  is  tacked 
above  his  bedside  table.  He  is  Viet- 
namese and  speaks  no  English,  but 
he’s  made  it  clear  to  everyone  that 
he’s  unhappy  about  leaving  his 
home.  Dr  Russell  sits  beside  him  and 
talks  quietly  in  broken  French,  a 
language  both  understand. 

QA:  OF  CHARTS 

AND  SICK  LEAVE 

By  12:30,  Dr  Russell  has  finished 
her  rounds  and  joins  Ms  Young,  Ms 
Denman,  and  several  other  staff 
members  for  their  monthly  quality 
assurance  meeting. 

They  discuss  ways  to  lower  the 
staff  turnover  rate,  a problem  shared 
by  many  nursing  homes  because  of 
low  wages  and  poor  benefits.  Staff 
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do  not  have  paid  sick  leave,  and  a 
work  group  came  up  with  the  idea 
of  creating  a sick  leave  pool  by  ask- 
ing employees  to  voluntarily  con- 
tribute $2  from  each  paycheck. 

They  also  talk  about  ways  to 
make  the  patient  medical  records 
easier  to  use,  such  as  switching  to 
binder-style  charts.  Total  expense  for 
the  new  charts  would  be  $3,000,  in- 
cluding the  rack  to  hold  them.  Dr 
Russell’s  opinion:  “I’d  rather  have 
employee  sick  days.” 

Dr  Russell’s  caseload  generally 
includes  200  to  250  nursing  home 
patients,  making  up  about  10%  of 
her  total  practice.  “I’m  not  particu- 
larly crazy  about  the  workload,  and 
I would  never  do  it  exclusively,”  she 
said,  noting  that  she  limits  her  prac- 
tice to  no  more  than  50%  Medicare. 
“I  like  to  see  diversity  — all  spec- 
trums  of  ages  and  illnesses.  I think  it 
makes  me  a better  doctor.” 

Has  she  ever  thought  about  easing 
out  of  nursing  home  work?  “All  the 
time.  But  I have  a real  dedication  to 
doing  geriatrics,  and  I think  every- 
body should  get  good  medical  care.” 


A Regulator’s  Viewpoint 

To  help  improve  the  quality  of  care  in  Texas  nursing  homes, 
physicians  need  to  know  what  the  problems  are. 

By  Patrick  Woloszyn,  MD,  and  Dee  Sandefur ; RN* 

A PHYSICIAN  would  never  try  to  treat  a patient  without  first  di- 
agnosing a problem.  The  same  principle  applies  to  nursing 
homes.  In  order  for  medical  directors  and  attending  physicians  to 
significantly  improve  the  quality  of  care  in  nursing  facilities,  they 
must  be  aware  of  the  actual  problems. 

One  diagnostic  tool  that  can  help  physicians  in  this  undertaking  is  the  Bu- 
reau of  Long-Term  Care’s  “Statement  of  Deficiencies.”  This  detailed  report 
lists  all  state  requirements  that  a nursing  home  has  not  met,  including  specific 
findings  discovered  during  the  facility’s  most  recent  inspection. 

A report  is  generated  each  time  a facility  is  inspected.  Complete  surveys 
are  done  an  average  of  once  every  12  months.  Additional  visits  are  made  as 
needed  to  investigate  complaints. 

The  20  deficiencies  most  frequently  cited  during  annual  surveys  are  listed 
below.  The  most  common  deficiency,  which  involves  the  facility’s  physical  en- 
vironment, is  cited  in  64%  of  all  annual  surveys.  Other  common  deficiencies 
concern  record  maintenance,  care  planning,  formal  resident  assessments, 
pharmacy  services,  social  service  requirements,  and  staffing. 

So  if  you  want  to  make  a difference,  where  can  you  start?  A physician’s 
guidance  would  be  invaluable  in  helping  a facility  correct  two  commonly  cit- 
ed deficiencies:  infection  control  and  pressure  sores. 

Every  nursing  home  is  required  to  investigate,  control,  and  prevent  infec- 
tions. Find  out  if  the  facility  has  policies  and  procedures  to  address  common 
infection  problems.  Do  staff  need  training  on  infection  control?  Does  the  fa- 
cility’s quality  assurance  committee,  which  includes  a physician,  identify  in- 
fection trends  and  address  them? 

On  the  issue  of  pressure  sores,  find  out  if  the  facility  has  a system  in  place 
to  identify  and  treat  them.  Does  an  interdisciplinary  team,  including  a physi- 
cian, nurse,  and  dietitian,  prepare  care  plans  for  treating  pressure  sores?  Are 
the  orders  for  treatment  followed? 

Finally,  take  the  time  to  find  out  which  deficiencies  have  been  cited  at  the 
nursing  home  where  you  practice.  Each  facility  maintains  a copy  of  the 
most  recent  survey  results.  Review  the  report  to  see  which  specific  areas 
need  improvement. 


*Dr  Woloszyn  is  bureau  physician  and  Ms  Sandefur  is  a policy  specialist  at  the  Texas  Depart- 
ment of  Human  Services  Bureau  of  Long-Term  Care. 

Nursing  Home 

Deficiencies 

Here  are  the  20  areas  in  which  deficiencies  are  most  often  cited  during  the 

state’s  annual  surveys,  listed  in  order  of  how  frequently  they  are  cited. 

1.  General  environment 

1 1.  Assessments 

2.  Food  preparation 

12.  Accident  supervision 

3.  Housekeeping 

13.  Registered  nurse  coverage 

4.  Infection  control 

14.  Pharmacy  services 

5.  Care  plans 

15.  Dignity 

6.  Accident  hazards 

16.  Social  services 

7.  Clinical  records 

1 7.  Pressure  sore  formation 

8.  Drug  error  rate 

18.  Reporting  pharmacy  irregularities 

9.  Resident  needs  and  preferences 

1 9.  Tube  feedings 

10.  Clean,  comfortable 

20.  Assistance  with  hygiene 

environment 

and  eating 
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tent  as  part  of  his  practice  since 
1965.  About  2 years  ago,  he  took  on 
a part-time  job  as  medical  director 
of  a small  nursing  home.  “Then  I 
ended  up  being  the  attending  doctor 
for  40%  of  the  patients  there.” 

Now  he  spends  about  half  of  his 
time  working  in  nursing  homes,  ei- 
ther as  medical  director  or  attending 
physician.  In  the  past  few  years, 
nursing  home  work  has  become  a 
mission  for  him. 

At  the  first  home  he  visits  this 
morning,  he  discusses  the  role  of 
medical  director  with  the  director  of 
nursing.  The  medical  director  posi- 
tion is  the  key,  he  believes,  to  im- 
proving nursing  homes,  primarily 
because  a dedicated  person  in  that 
role  can  make  a nursing  home  at- 
tractive to  other  physicians  and  ulti- 
mately raise  the  level  of  care. 

“The  medical  director  has  to  take 
on  the  role  of  liaison  between  the 
nursing  home  and  the  attending 
physicians,  making  it  possible  for 


Ted  Nicklaus,  MD,  of  Amarillo,  visits  with  a patient  at  Ware  Memorial  Care  Center. 


A Return 
to  Old-Fashioned 
Doctoring 


Ted  Nicklaus,  M D , 

is  witnessing  the  begin- 
ning of  a quiet  crisis  in  bis 
hometown. 

Amarillo,  the  city  where  he  prac- 
tices internal  medicine,  has  1,400 
people  distributed  among  its  various 
nursing  homes.  Dr  Nicklaus  says 
that  more  than  half  of  those  people 
are  under  the  care  of  two  physicians 
who,  because  of  retirement  and  ill- 
ness, probably  will  stop  practicing 
within  the  next  2 years. 

“If  that  happens,  this  community 
is  in  trouble,”  he  said.  “We  don’t 


have  enough  family  practice  physi- 
cians and  internists  in  this  town  any- 
way. Out  of  that  group,  we  sure 
don’t  have  many  who  will  go  to 
nursing  homes.” 

That  900  people  may  suddenly 
find  themselves  without  doctors  be- 
cause they  live  in  nursing  homes 
worries  Dr  Nicklaus  and  under- 
scores a disturbing  problem.  Because 
the  medical  profession  has  chosen  to 
avoid  nursing  home  work,  the  pa- 
tients suffer. 

Dr  Nicklaus  has  worked  with 
nursing  home  patients  to  some  ex- 


TEXAS  MEDICINE 


VOLUME  89  NO.  10 


OCTOBER  1993 


39 


those  doctors  to  actually  serve,”  he 
said.  “The  medical  director  can  gear 
the  staff  to  meet  the  doctors’  needs 
and  gear  the  doctors  so  that  they 
can  get  things  done.” 

Midmorning,  he  visits  another 
home  where  one  of  his  patients  was 
recently  placed.  Dr  Nicklaus  hasn’t 
been  to  the  facility  in  a long  time, 
and  he’s  not  sure  what  he’ll  find. 
This  nursing  home  isn’t  as  light  and 
airy  as  the  first  home,  and  it  reeks 
of  urine. 

No  physician  has  taken  on  the 
burden  of  improving  this  home,  and 
most  of  the  residents  will  lose  their 
attending  physician  in  January. 
When  Dr  Nicklaus  tells  the  director 
of  nursing  he’s  taking  on  one  of  her 
residents,  she  unceremoniously 
hands  him  the  chart  and  directs  him 
to  sign  several  forms. 

“That’s  about  the  extent  of  creden- 
tialing  here,”  he  said.  “Walk  in  off  the 
street,  say  you’re  a doctor.  That’s  it. 
They’re  desperate  for  doctors.” 

A DIFFERENT  BRAND 
OF  MEDICINE 

By  10  am,  Dr  Nicklaus  is  at  his  third 
nursing  home,  the  Ware  Memorial 
Care  Center,  occupying  the  second 
floor  of  the  posh  Park  Place  Towers 
retirement  center,  which  is  in  turn 
part  of  a comprehensive  elder-care 
community  still  under  construction. 
From  the  way  he  proudly  shows  off 
his  patients,  the  staff,  even  the  tiny 
office  he  shares  with  a medical  codi- 
rector, it’s  clear  this  place  means 
something  to  him. 

He  bustles  down  the  hallway, 
stopping  to  comfort  a distressed 
Alzheimer’s  patient  and  poking  his 
head  into  the  room  of  an  alert,  chip- 
per former  oil  executive.  He  says  hel- 
lo to  the  nursing  home  administrator 
and  peeks  in  on  the  music  therapy 
session,  one  of  his  pet  projects. 

A nurse  informs  him  one  resident 
may  have  developed  a respiratory 
problem  and  also  has  cloudy  urine. 
Pulling  out  his  stethoscope,  Dr 
Nicklaus  strides  into  the  man’s 
room.  The  patient  keeps  up  an  unin- 
telligible babble  as  Dr  Nicklaus  lis- 
tens to  his  lungs. 


“Mr  Franklin  suffers  from  demen- 
tia and  doesn’t  cooperate,”  he  said. 
“You  have  to  let  him  babble.  You 
wait  for  him  to  take  a breath  — 
which  he  has  to  do.  Then  you  listen.” 

Having  done  as  he  described,  he 
pulls  the  stethoscope  front  his  ears 
and  tells  the  nurse  which  protocol  to 
follow. 

Nursing  home  care  allows  him  to 
be  more  like  the  “old-fashioned 
doc,”  he  says.  “It’s  a challenge  be- 
cause you’re  not  just  ordering  tests 
and  calculating  doses.” 

With  Mr  Franklin,  for  instance, 
he  won’t  run  costly  lab  tests  or  x- 
rays.  Instead,  Dr  Nicklaus  will  try  to 
cover  his  bases  by  treating  for  early 
pneumonia,  bronchitis,  and  urinary 
tract  infection. 

Nursing  home  care  resembles 
old-time  medicine  in  other  ways, 
too,  Dr  Nicklaus  says. 

“Doctors  don’t  like  some  of  the 
things  happening  in  medicine  these 
days,”  he  said.  “Doctors  get  these 
kinds  of  comments:  ‘Well,  how  do  I 
know  that’s  the  best  thing?  Why 
don’t  I get  another  opinion?  Have 
you  done  an  MRI?  What  about  that 
new  treatment  they’re  using  in  Dal- 
las? I’ll  call  my  lawyer  to  find  out 
why  they  didn’t  do  a better  job  here 
in  the  hospital.’” 

He  shakes  his  head  and  smiles. 
“You  |iist  show  up  at  a nursing 
home,  hold  hands  with  the  patient, 
say  hello  to  the  family,  and  you’re  a 
hero.  You  are  appreciated.  And  no 
one  is  saying,  ‘Are  we  doing  every- 
thing? Have  you  done  enough  tests?”’ 

Dr  Nicklaus  says  that  in  some 
ways,  nursing  home  work  has  al- 
lowed him  to  return  to  what  he’s  al- 
ways enjoyed  most  about  medicine: 
a very  rewarding  relationship  with 
patients  and  their  families.  “Maybe 
the  interns  and  the  residents  need  to 
see  that.” 

Breaking  stereotypes 

Just  as  the  Yale-  and  Columbia-edu- 
cated Dr  Nicklaus  defies  the  image  of 
the  “loser”  nursing  home  doctor  who 
can’t  get  work  elsewhere,  Park  Place 
Towers  defies  many  of  the  stereotypi- 
cal images  of  nursing  homes. 


During  lunch  in  the  cafeteria 
with  members  of  the  facility’s  advi- 
sory panel,  he  jokes  that  he  couldn’t 
eat  here  every  day.  The  food  is  too 
good,  and  he  believes  he’d  put  on 
weight.  After  lunch,  he  and  the  pan- 
el members  retreat  to  a meeting 
room  to  discuss  the  future  of  the 
nursing  home  and  the  surrounding 
retirement  community. 

Construction  will  soon  begin  on 
another  building  to  house  a larger 
nursing  unit  and  an  Alzheimer’s 
unit.  When  it’s  finished.  Park  Cen- 
tral will  be  a three-building  continu- 
um-of-care  facility. 

After  the  meeting.  Dr  Nicklaus 
heads  back  upstairs  to  watch  more 
of  the  music  therapy  session.  He’s 
already  running  a little  late  for  ap- 
pointments at  his  office,  but  he  can’t 
resist.  He  greets  each  resident  by 
name,  encouraging  them  in  their 
singing  and  bell-ringing,  then  makes 
for  the  hallway  and  stairs. 

It’s  after  noon,  and  he  still  has 
his  regular  patients  to  see,  but  the 
morning  has  been  well  spent.  With 
a smile  and  a shrug,  he  climbs  into 
his  Trooper.  “I  decided  this  is  my 
new  life.” 
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Elizabeth  Ernst,  MD,  an  Australian  doing  her  family  practice  residency  in  San  Antonio,  chats 
with  a patient  at  Morningside  Manor’s  skilled  nursing  unit. 


Making 

differences  in 

Small  Ways 


Elizabeth  Ernst,  MD 


Elizabeth  Ernst,  Ml),  is  a 
modern-day  gunslinger  of 
sorts  with  a beeper,  not  a 
six-shooter,  on  each  hip.  A 
primary  care  resident  at  The  Univer- 
sity of  Texas  Health  Science  Center 
at  San  Antonio,  Dr  F.rnst  needs 
at  least  two  beepers  to  respond  to 
the  constant  volley  of  calls  she  re- 
ceives daily. 

As  part  of  her  training  in  geri- 
atrics, Dr  Ernst  is  doing  a month- 
long rotation  at  Morningside 
Manor,  a state-of-the-art  nursing 
home  in  the  Jefferson  area  of  San 
Antonio  just  a few  miles  from  the 
health  science  center.  She  spends  her 
mornings  at  the  nursing  home  and 
then  afternoons  at  a public  clinic 
treating  geriatric  patients. 

Dr  Ernst  has  a special  interest  in 
geriatrics  and  expects  to  see  many 
nursing  home  patients  when  she 
starts  her  own  practice.  But  she  be- 
lieves geriatric  training  is  crucial  for 
all  residents.  “With  the  growing 
number  of  elderly  patients,  it  just 
makes  sense  to  learn  about  geriatrics 
even  if  you  don’t  become  a geriatri- 
cian,” she  said. 

She  views  nursing  home  practice 
from  a slightly  different  perspective 
than  the  average  Texas  physician.  Dr 
Ernst  is  here  from  Australia  with  her 
German-born  husband,  also  a physi- 
cian. When  they  complete  their  resi- 
dencies, she  expects  to  practice  in 
one  of  those  countries. 

One  objection  some  physicians 
have  to  nursing  home  visits  is  the 
hassle  and  expense  of  leaving  the 
office  for  the  equivalent  of  a house 
call.  In  Australia,  however,  primary 
care  doctors  are  accustomed  to  mak- 
ing home  visits  — to  private  homes 
as  well  as  nursing  homes.  In  fact, 
Australian  physicians  cannot  be 
board-certified  as  general  practition- 
ers unless  they  agree  to  make  house 
calls.  “That’s  part  of  the  definition  of 
who  you  are  — someone  who  makes 
house  visits,”  Dr  Ernst  explained. 

Like  most  residents,  Dr  Ernst 
moves  at  a significantly  brisker  pace 
than  the  rest  of  us.  On  this  Wednes- 
day morning,  she  checks  on  several 
patients  in  the  Alzheimer’s  unit,  re- 
sponding to  pages  in  between,  and 
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then  snatches  some  time  to  call  pa- 
tients’ families  before  heading  over 
to  the  nursing  unit. 

“Mr  Carlton  is  moderately  to 
severely  demented  and  has  a swal- 
lowing disorder,”  she  explained 
while  charting.  “He  had  a feeding 
tube  placed  at  the  beginning  of  the 
month  and  has  been  doing  pretty 
well.  The  dilemma  now  is  whether 
we  allow  him  to  have  any  feedings 
by  mouth.  If  we  feed  him,  we  run 
the  risk  that  he  will  aspirate  into  his 
lungs.  If  we  don’t  feed  him,  then 
we’re  denying  him  one  of  his  few 
pleasures  in  life.” 

Dr  Ernst  has  talked  over  the  op- 
tions with  the  patient’s  son.  “Right 
now,  he’s  leaning  toward  keeping 
him  NPO.  He  wants  to  do  the  right 
thing;  a lot  is  just  guided  by  morals 
and  personal  judgment.” 

When  patients  aren’t 

GOING  TO  GET  BETTER 

This  kind  of  ethical  dilemma  is  one 
of  the  hardest  parts  of  nursing  home 
practice,  Dr  Ernst  says.  “If  you’re 
dealing  with  younger  patients, 
there’s  almost  always  the  possibility 
that  they’re  going  to  get  better.  But 
if,  say,  you’ve  got  an  Alzheimer’s  pa- 
tient, she’s  only  going  to  get  worse; 
she’s  not  going  to  get  better.  You 
can’t  ‘fix’  it.  These  things  aren’t 
black  and  white,  and  I’m  not  saying 
there’s  only  one  answer,  but  you’ve 
got  to  be  realistic.” 

Mr  Santos’  wife  has  arrived,  and 
Dr  Ernst  heads  to  the  next  unit  to 
talk  with  her. 

“Your  husband  has  been  drop- 
ping off  weight  in  the  past  couple  of 
weeks.  We  talked  to  the  dietitian, 
and  it  seems  like  the  food  she’s  send- 
ing up  is  pretty  high  in  calories  and 
protein.  Is  he  eating  all  his  supper? 
We’re  thinking  of  giving  him  an  ex- 
tra shake  at  morning  tea  and  at  af- 
ternoon tea.  Do  you  think  he  would 
take  that?” 

Mrs  Santos  smiles  at  the  mention 
of  “tea,”  not  a usual  South  Texas 
custom.  Yes,  she  thinks  she  can  get 
him  to  drink  at  least  one  extra  shake 
at  around  4 o’clock. 


NO  TOWN  VS  GOWN 

The  nursing  unit  is  very  hospital- 
like: clean  and  hi-tech,  with  many 
white  lab  coats  hurrying  about. 
Pages  are  announced  continuously 
over  a loudspeaker  system.  The  resi- 
dential and  personal  care  unit  is 
plusher  and  more  homelike,  with  all 
private  rooms  and  baths. 

Rowan  Fisher,  MD,  medical  di- 
rector at  Morningside  Manor,  is 
proud  of  the  close  alliance  the  facili- 
ty has  forged  with  the  nearby  Uni- 
versity of  Texas  Health  Science 
Center  (UTHSC).  Besides  bringing 
in  residents  like  Dr  Ernst,  Morning- 
side  also  cooperates  with  the  health 
science  center  on  an  innovative 
training  program  for  third-year 
medical  students  (see  article  on  p 
44).  David  V.  Espino,  MD,  geriatrics 
division  director  of  the  UTHSC  fam- 
ily  practice  department,  chairs 
Morningside’s  medical  board. 

Dr  Fisher  says  he’s  heard  the  criti- 
cisms about  separation  between  aca- 
demics and  hands-on  nursing  home 
care  — the  classic  town-and-gown 
syndrome.  “We’ve  always  had  a good 
relationship  with  the  health  science 
center,”  he  said.  “We  think  it’s  impor- 
tant that  physicians  and  students 
learn  about  nursing  homes.  We  con- 
sider teaching  part  of  our  job  here.” 

While  most  nursing  homes  don’t 
have  the  luxury  of  being  right  down 
the  road  from  a major  medical  center, 
several  other  aspects  of  Morningside 
set  it  apart.  One  is  the  facility’s  open 
staff  policy.  All  patients  at  Morning- 
side must  have  private  physicians 
who’ve  been  accepted  on  staff. 

Applications  are  reviewed  by  the 
medical  board,  and  all  staff  physi- 
cians must  abide  by  certain  rules,  in- 
cluding the  Medicaid  requirement 
that  they  visit  patients  monthly  for 
the  first  90  days  and  then  every  oth- 
er month  thereafter.  Although  most 
patients  enter  Morningside  as  pri- 
vate pay,  the  facility  accepts  Medi- 
caid assignment  when  personal  re- 
sources run  out. 

Dr  Fisher  says  that  at  Morning- 
side’s  main  campus,  about  100  physi- 
cians usually  are  on  staff  at  any  one 
time,  caring  for  around  600  patients. 


Morningside  Manor  is  part  of  a 
continuum-of-care  community  that 
includes  apartments  and  cottages  for 
independent  retirees  — all  impeccably 
landscaped  with  gazebos,  fountains, 
and  blooming  flowers  everywhere. 

The  operation  is  run  by  Morning- 
side Ministries,  a not-for-profit  orga- 
nization founded  by  the  Methodist, 
Episcopal,  and  Presbyterian  church- 
es. From  its  second  campus,  located 
in  the  Monte  Vista  neighborhood 
right  across  the  street  from  the 
Bexar  County  Medical  Society, 
Morningside  Ministries  also  runs  a 
senior  activities  center.  In  March 
1993,  the  organization  launched  a 
home  health  agency. 

The  person-to- 
person  THING 

It’s  well  past  noon  and  time  for  Dr 
Ernst  to  head  to  the  clinic. 

Nursing  home  practice,  and  geri- 
atrics in  general,  aren’t  for  every- 
body, she  says.  “A  lot  of  people  go 
into  medicine  because  they  want  to 
be  involved  in  something  very  dy- 
namic and  powerful,  and  that’s 
good,  because  we  need  people  like 
that  in  some  aspects  of  medicine,” 
she  explained.  “But  with  elderly  pa- 
tients, you  need  people  with  a differ- 
ent approach.” 

Dr  Ernst  says  it’s  the  “person-to- 
person  thing”  that  attracts  her  to 
geriatrics.  “You  get  a lot  of  positive 
feedback  not  by  the  medical  differ- 
ence you  make  but  by  the  interper- 
sonal contact  you  have  and  by  the 
differences  you  can  make  in  small 
ways  in  people’s  lives.” 
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The  Good,  the  Bad,  and  the  Underfunded 

Physicians  and  state  agencies  are  working  together  — at  last  — 
to  improve  the  quality  of  care  in  Texas  nursing  homes. 


When  Patrick  Woeoszyn,  MD, 
of  Austin,  stood  up  at  a national 
meeting  of  medical  directors  to  give 
his  views  on  what  some  people  in 
the  audience  had  called  “terrorist” 
tactics  used  by  state  agencies  dealing  with  nursing 
homes,  the  crowd  applauded  and  cheered. 

Dr  Woloszyn  isn't  a medical  director,  or  even  an  at- 
tending physician  at  a nursing  home  — lie’s  the  bureau 
physician  for  the  Texas  Department  of  Human  Services 
Bureau  of  Long-Term  Care. 

“I  just  told  them  that  I’d  been  working  with  the  state 
medical  directors  association  in  Texas,  and  we'd  had 
some  major  accomplishments  in  1 year,”  explained  Dr 
Woloszyn.  “We  at  the  bureau  addressed  their  major  con- 
cerns from  their  perspective  as  physicians.” 

The  image  of  nursing  home  physicians  applauding  a 
bureaucrat  represents  a striking  change  from  the  images 
of  just  2 years  ago.  In  October  1991,  Gov  Ann  Richards 
released  the  results  from  an  investigation  of  Texas  nurs- 
ing homes  by  her  office.  In  publicizing  the  investigation, 
the  governor  and  several  other  state  officials  made  sur- 
prise visits  to  two  Houston  nursing  homes:  one  “bad” 
and  one  “good.” 

The  Bureau  of  Long-Term  Care,  then  part  of  the 
Texas  Department  of  Health,  was  closely  involved  in  the 
governor’s  high-profile  probe,  which  came  on  the  heels 
of  an  expose-style  investigation  of  Texas  nursing  homes 
conducted  by  the  television  show  20/20. 

While  allegations  of  wrongdoing  were  aimed  primari- 
ly at  nursing  home  administrators  and  the  state’s  own 
regulatory  system,  they  rubbed  off  on  physicians  as  well. 

“The  situation  had  gotten  so  negative  and  hostile  that 
physicians  were  ashamed  to  have  their  names  associated 
with  nursing  homes,”  said  Leggy  Russell,  DO,  who 
chairs  Texas  Medical  Association’s  Committee  on  Aging 
and  Long-Term  Care.  “Then  the  lawsuits  started,  and 
there  was  talk  about  the  doctors  being  involved  in  the 
suits.  We  knew  that  if  it  got  any  worse,  it  would  be  abso- 
lutely impossible  for  anybody  to  provide  medical  care  in 
nursing  homes.  You  couldn’t  take  that  risk.” 

A COMPLICATED  ISSUE 

“Everyone  agrees  that  the  governor’s  interest  highlighted 
the  fact  that  there  were  problems  in  nursing  homes,  and 
the  visits  refocused  everyone’s  direction,”  Dr  Woloszyn 
said.  “Basically  what  was  said  was  that  there  was  a prob- 
lem, and  the  problem  hadn’t  been  solved.”  What  wasn’t 
said  was  how  complex  the  problem  was  and  still  is. 

One  complication  can  be  traced  back  to  the  origins  of 
nursing  homes  in  the  early  part  of  this  century.  “The 
nursing  home  industry  arose  to  provide  residential  ser- 


vices,” Dr  Russell  explained.  “That’s  what  people  who 
are  in  real  estate  — as  opposed  to  health  care  — do. 
Nursing  home  owners  weren’t  in  the  business  of  provid- 
ing medical  care.” 

And  when  the  nursing  home  population  was  younger 
and  healthier,  providing  “real  estate”  was  probably 
enough.  But  10  years  ago,  Medicare  implemented  the 
Diagnostic  Related  Groups  (DRG)  reimbursement  sys- 
tem for  hospitals.  By  keying  reimbursement  to  diagnosis, 
regardless  of  length  of  stay,  the  DRG  system  motivated 
hospitals  to  discharge  patients  sooner  and  sicker. 

Often  those  patients  wound  up  in  nursing  homes, 
which  were  already  seeing  the  age  of  their  residents  rise. 

“This  really  shifted  a tremendous  burden  onto  the 
nursing  homes,”  Dr  Russell  said.  “Facilities  that  had 
been  set  up  primarily  to  provide  residential  services  and 
some  assistance  with  activities  of  daily  living  now  were 
expected  to  administer  complicated  medical  regimens, 
complicated  diets,  restorative  and  rehabilitative  services, 
and  counseling  and  social  services.” 

As  nursing  homes  began  to  look  less  like  rest  homes 
and  more  like  minihospitals,  it  became  clear  that  they  des- 
perately needed  physician  involvement  and  leadership. 

The  federal  government  recognized  that  when  it 
passed  the  Omnibus  Budget  Reconciliation  Act  of  1987 
(OBRA  87),  which  required  that  every  nursing  home 
have  a physician  medical  director.  That  regulation  went 
into  effect  in  October  1990. 

“Up  until  that  point,  the  medical  directors  had  been 
basically  rubber  stamps,”  Dr  Woloszyn  said.  “The  nurs- 
ing home  administrators  wanted  them  there  to  sign  con- 
tinued stays,  to  sit  on  committees,  but  basically  not  to 
get  involved.  There  is  still  some  of  that  attitude.” 

At  the  same  time,  Texas  ranked  around  43rd  in  the 
nation  in  Medicaid  reimbursement,  depending  on  how 
you  interpret  the  statistics.  Medicaid  provides  most  of 
the  funding  for  the  majority  of  the  state’s  nursing  homes. 

It  isn’t  any  wonder  that  the  governor’s  raids  shocked 
the  public.  The  “bad”  home  she  visited  in  Houston  was 
100%  Medicaid-supported.  “Here  you’ve  got  a nursing 
home  that’s  getting  maybe  $50  or  $55  per  person  per 
day,”  said  Kendra  Belfi,  MD,  of  Fort  Worth,  immediate 
past  president  of  the  Texas  Medical  Directors  Associa- 
tion (TMDA).  “$o  the  governor  goes  in  and  says  it’s 
horrible,  then  goes  into  a predominately  private-pay 
home  and  says,  ‘This  is  what  nursing  homes  should  be 
like.’  If  the  state  were  paying  the  same  rate  as  private 
pay,”  Dr  Belfi  added,  “they  might  be  able  to  have  some 
of  those  niceties.” 

Titled  “Victims  of  Greed,”  20/20's  expose  portrayed 
nursing  home  owners  as  the  greedy.  But  the  television 
program  didn’t  state  the  whole  issue,  and  it  didn’t  pin- 
point all  the  greedy. 
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“How  do  you  get  people  — the  public  — to  under- 
stand that  if  you  pay  43rd  in  the  nation  in  Medicaid 
rates,  your  Medicaid  homes  are  not  going  to  be  tops  in 
the  nation?”  Dr  Belfi  asked. 

Dr  Belfi  says  that  the  quality  of  personnel  makes  a 
huge  difference  in  nursing  homes,  yet  most  of  the  work  is 
done  by  nurse’s  aides  who  typically  make  minimum  wage. 

“You  can  go  flip  hamburgers  for  a lot  less  hassle  than 
working  as  a nurse’s  aide,”  she  said. 

Recent  progress 

Today,  a case  can  be  made  that  many  of  the  problems 
with  nursing  homes  are  being  addressed,  and  those  on 
the  front  lines  of  nursing  home  care  chalk  it  up  to  two 
things:  increased  physician  involvement  and  cooperation 
on  the  part  of  state  agencies. 

Many  physicians  in  nursing  home  care  consider  the 
medical  directorship  as  the  means  for  them  to  effect 
change,  and  that’s  where  they’ve  focused  their  efforts. 
TMDA,  which  had  for  some  years  been  dormant,  reor- 
ganized in  1990,  and  its  leadership  has  become  a dy- 
namic force  in  the  improvement  of  nursing  homes. 

At  a forum  held  during  TMA’s  fall  leadership  confer- 
ence this  September,  TMDA  and  the  Committee  on  Ag- 
ing and  Long-Term  Care  worked  on  establishing  guide- 
lines for  the  role  of  medical  directors. 

“Our  goal  is  to  be  part  of  the  planning  process,”  said 
TMDA  President  Keith  Rapp,  MD,  of  Baytown.  “We 
want  to  be  involved  before  regulations  are  developed, 
instead  of  reacting  to  things  after  they  occur.” 

One  result  of  increased  involvement  has  been 
clarification  of  when  nursing  staff  must  call  attending 
physicians.  Staff  are  now  beginning  to  feel  confident 
about  taking  care  of  more  things  themselves  and  not 
calling  the  attending  physicians  for  every  minor  inci- 
dent, Dr  Rapp  says. 

Despite  their  successes,  physicians  and  state  agencies 
may  have  gone  about  as  far  as  they  can  toward  improv- 
ing nursing  homes  within  the  confines  of  economic  reali- 
ty. For  standards  to  rise  any  higher,  the  governor  and  the 
legislature  — and  ultimately  their  constituencies  — will 
have  to  make  good  nursing  home  care  a budget  priority. 

“Lawmakers  and  the  public  need  to  be  aware  of 
what  it  costs  to  take  care  of  people,”  Dr  Russell  said. 
“If  they  say,  ‘No,  we  just  don’t  have  the  money  to  pay 
for  that  level  of  care,’  then  we  can  ask  what  level  of  care 
we  can  afford,  and  then  do  some  things  that  are  reason- 
able — instead  of  always  asking  people  for  unreason- 
able things  and  pushing  them  way  beyond  the  limits.” 


Bridging  the  Age  Gap 

An  innovative  program  is  sensitizing  medical 
students  to  the  needs  of  elderly  patients. 

SOME  FORWARD-THINKING  physicians  be- 
lieve that  in  order  to  change  attitudes  toward 
nursing  home  practice,  and  geriatrics  in  gener- 
al, you’ve  got  to  begin  at  the  beginning  — in 
medical  school.  A highly  lauded  program  at 
The  University  of  Texas  Health  Science  Center  at  San 
Antonio  is  doing  just  that,  with  the  enthusiastic  partici- 
pation of  the  residents  at  a local  nursing  home  and  re- 
tirement center. 

Since  1990,  all  third-year  medical  students  at  the 
health  science  center  have  been  required  to  take  a 6-week 
geriatrics  course  through  the  primary  care  department, 
regardless  of  which  specialties  they  intend  to  pursue.  As 
part  of  that  course,  students  are  paired  with  volunteers 
from  Morningside  Manor  nursing  home  or  The  Mead- 
ows retirement  community,  which  are  both  administered 
by  Morningside  Ministries  and  located  a few  miles  from 
the  health  science  center. 

Besides  complete  medical  histories,  the  students  do 
“life  reviews”  with  their  volunteers,  asking  them  to  re- 
count significant  events  and  accomplishments  they’ve  ex- 
perienced over  the  years.  “A  life  review  is  something 
most  people  do  themselves  as  they  get  older,  trying  to  put 
their  lives  in  perspective,”  said  Robert  Jensen,  MD,  who 
set  up  the  course  in  the  mid-1980s  and  still  teaches  some 
of  the  sessions. 

One  purpose  of  the  course  is  to  help  sensitize  the  stu- 
dents to  the  special  needs  of  geriatric  patients.  Dr  Jensen 
says.  And  the  life  reviews,  in  particular,  are  intended  to 
break  down  the  stereotypes  younger  people  often  hold 
about  their  elders. 

New  views  on 

LIFE  AND  DEATH 

Eric  Eifler,  a 24-year-old  student  who  plans  to  specialize 
in  orthopedics,  says  many  of  his  peers  come  into  medi- 
cal school  sharing  society’s  views  that  most  elderly  peo- 
ple are  “demented,  depressed,  or  a burden  to  society.” 
The  course  helped  him  realize  how  unfair  such  general- 
izations are. 

His  life  review  volunteer  was  an  86-year-old  “self-pro- 
claimed ‘old  maid’  and  proud  of  it.  She  was  a very  inde- 
pendent, self-sufficient  woman,”  Mr  Eifler  said.  “She  used 
a cane  because  of  a recent  knee  injury,  but  otherwise  her 
health,  both  mentally  and  physically,  was  excellent.” 

Mr  Eifler  recalls  the  first  day  he  went  to  interview  her. 
“I  was  5 minutes  early,  and  she  said,  ‘I  thought  you  were 
coming  at  7:30.’  I offered  to  wait  outside,  hut  she  said, 
‘No,  come  on  in.  I ain’t  afraid  of  ya.’  I remember  think- 
ing, ‘She  has  it  all  together.  She’s  just  as  playful  and  witty 
as  people  my  age  and  other  ages.” 

Vikram  Durairaj,  also  age  24,  says  the  course  rein- 
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forced  for  him  the  importance  of  respecting 
patients’  rights  to  make  decisions  about  how 
they  want  to  live  out  their  last  days.  I le  was 
struck  by  how  strongly  many  of  the  volun- 
teers felt  on  the  subject. 

“In  school,  we’re  trained  that  if  there  is 
something  wrong,  you  fix  it,”  Mr  Durairaj 
said.  “So  if  somebody  stopped  breathing,  you 
would  automatically  put  them  on  a resuscita- 
tor.  Or  if  somebody  had  a stroke,  you’d  do 
some  kind  of  protocol.  But  I’d  have  to  say 
that  the  majority  of  people  we  met  would 
rather  preserve  their  self-dignity  and  choose 
to  discontinue  life  than  go  through  IV  feeding 
and  artificial  respiration.” 

Mr  Durairaj,  who  is  interested  in  ophthal- 
mology, was  born  in  India  but  moved  to  the 
United  States  when  he  was  very  young.  Both 
his  parents  are  physicians.  His  mother  is 
Christian  and  his  father  is  Hindu,  so  he’s  been  exposed 
to  Eastern  and  Western  views  on  life  and  death. 

“In  most  Eastern  philosophies,  death  is  part  of  the  cy- 
cle of  life,”  he  said.  “Whereas  from  what  I’ve  experi- 
enced in  Western  society,  it’s  taboo  to  talk  about  death 
or  make  decisions  about  it.  But  I sense  that  is  changing.” 

Talk  and  really  listen 

The  life  review  volunteers  are  given  the  title  of  “hon- 
orary professor,”  and  Helen  Giles  has  certainly  done  her 
share  to  earn  that  accolade.  Mrs  Giles,  age  88,  holds  the 
record  for  15  consecutive  life  reviews. 

A retired  nurse  anesthetist,  she  wows  each  new  group 
of  students  with  recollections  of  her  service  with  medical 
units  behind  the  lines  during  World  War  II.  She  recalls 
one  student  telling  her,  “You  know,  you  can  read  about 
these  things  in  history  books,  but  I have  never  talked  to 
a woman  who’d  been  on  the  front  lines.” 

Mrs  Giles  says  she  enjoys  working  with  the  students 
because  it  gives  her  a chance  to  keep  up  with  medicine. 
“It’s  changing  so  fast  from  the  time  that  I was  working.” 

She  takes  her  teaching  role  very  seriously,  and  it  has 
become  an  important  part  of  her  life.  “If  I can  do  some- 
thing to  help  make  one  doctor  a better  doctor,  then  I’ve 
accomplished  my  reason  for  being  here,”  she  said. 

Her  best  advice  to  students  and  physicians:  “Listen. 
Take  time  to  talk  with  your  patients  and  really  listen  to 
what  they  have  to  say.  So  many  doctors  start  out  won- 
derful, but  then  they  get  too  many  patients  and  just  be- 
come callous.  Never  get  so  busy  that  you  don’t  listen.” 

Of  knowledge  and  wisdom 

Dr  Jensen  drew  on  personal  experience  in  developing  the 
life  review  part  of  the  course.  “When  I was  10  years  old, 
my  grandfather,  who  was  then  84,  sat  me  down  and  re- 
viewed his  experiences  throughout  his  life,”  he  said. 
“Starting  with  the  Civil  War,  he  told  me  about  what  he 
was  doing  through  every  president  from  Abraham  Lin- 


Helen  Giles , a resident  at  The  Meadows  retirement  community,  is  in- 
terviewed by  third-year  medical  students  Gray  Chilcoat,  left,  and  Bill 
Crump  as  part  of  the  family  practice  geriatric  life  review  program  at 
The  University  of  Texas  Health  Science  Center  at  San  Antonio. 


coin  to  Franklin  D.  Roosevelt. 

“I  said,  ‘Granddaddy,  why  are  you  telling  me  this?’ 
He  said,  ‘Because  when  my  granddaddy  was  95  and  I 
was  10,  he  sat  me  down  and  told  me  about  everything 
he  was  doing  from  the  time  of  George  Washington  to  the 
time  of  Abraham  Lincoln.’ 

“As  a kid,  that  just  kind  of  blew  my  mind,”  Dr 
Jensen  said.  “I  didn’t  fully  appreciate  it  then,  but  I real- 
ized later  that  my  grandfather  was  going  through  a remi- 
niscing stage,  and  it  was  a very  special  experience  for 
me.”  His  grandfather  died  6 months  later. 

Dr  Jensen  encourages  everyone  to  get  to  know  their 
grandparents,  especially  if  they’ve  reached  the  stage  that 
they  need  nursing  home  care.  Doing  life  reviews,  he  ex- 
plains, is  a similar  experience  for  his  students,  who  often 
stay  in  touch  with  their  reviewees  long  after  the  course 
has  ended. 

“It  helps  students  get  a grip  on  the  difference  between 
knowledge  and  wisdom,”  Dr  Jensen  said.  “And  maybe  it 
helps  them  sort  out  the  values  they  will  need  as  physi- 
cians and  throughout  their  lives.” 

Dr  Jensen,  who  graduated  from  the  University  of 
Minnesota  Medical  School  in  1948,  has  begun  to  cut 
back  on  his  clinical  work  as  a general  internist  so  that  he 
can  devote  more  time  to  teaching,  research,  and  eight 
grandchildren.  “I’m  67  years  old,  so  I guess  I can  slow 
up  a bit  and  do  some  other  things.”  Lately  he’s  been  in- 
volved in  an  AIDS  research  project  in  Africa. 

He’s  encouraged  by  the  caliber  of  medical  students  he 
sees  today.  “They’re  as  bright  as  we’ve  ever  had,”  Dr 
Jensen  said.  “But  when  I compare  them  with  the  medical 
students  of  10  years  ago,  1 think  they’re  a lot  more  so- 
cially perceptive  and  sensitive.  They’re  looking  for  mean- 
ingful values,  and  they  really  want  to  learn  how  to  do 
their  jobs  in  the  right  way.” 
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Studies  target  ethnic 
and  racial  differences 
in  drug  metabolism 

PHYSICIANS  HAVE  IONG 
known  that  patients  of  different 
racial  and  ethnic  backgrounds 
can  have  different  clinical  responses  to 
some  drugs.  Until  recently,  however, 
very  little  research  had  been  done  to 
quantify  those  differences. 

That  research  gap  appears  to  be 
narrowing,  as  several  Texas  research 
institutions  are  participating  in  stud- 
ies aimed  at  determining  how  a vari- 
ety of  classes  of  drugs  may  affect 
African  American,  Hispanic,  Asian- 
Pacific  Islander,  and  other  ethnic  mi- 
norities differently  than  they  do 
Caucasians,  on  whom  the  majority 
of  pharmaceuticals  have  been  tested. 

Such  clinical  differences  in  drug 
metabolism,  already  considered  to  be 
significant  by  many  physicians,  are 
taking  on  a new  urgency  in  an  era  of 
increasing  use  of  managed  care  and 
other  changes  in  medicine  that  may 
come  though  health-system  reform, 
according  to  Leonard  E.  Lawrence, 
MD,  president  of  the  National  Medi- 
cal Association  (NMA).  Dr  Lawrence 
is  a professor  of  psychiatry,  pedi- 
atrics, and  family  practice  and  also 
the  associate  dean  for  student  affairs 
at  The  University  of  Texas  Health 
Science  Center  at  San  Antonio. 

“Medications  that  have  great 
efficacy  in  some  populations  may  have 
limited  efficacy  in  other  populations,” 
he  said.  “Current  research  indicates 
that  use  of  substitutions,  a procedure 
that  seems  to  have  gained  some  popu- 
larity in  the  containment  of  health- 
care costs,  has  increased,  and  in  many 
situations  ...  is  not  in  the  best  inter- 


Mark  Richardson,  associate  editor , writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


Leonard  E.  Lawrence,  MD 


ests  of  minority  patients.” 

I)r  Lawrence’s  comments  came 
during  an  announcement  by  NMA 
of  a program  to  push  for  continued 
research  into  ethnic  and  racial  dif- 
ferences in  drug  metabolism  and  for 
regulations  that  would  allow  physi- 
cians and  patients  access  to  all  avail 
able  drugs.  The  NMA,  an  organiza- 
tion that  represents  the  nation’s 
16,000  African  American  physi- 
cians, held  its  national  convention  in 
San  Antonio  August  7-1 1. 

His  plea  was  made  in  the  wake  of 
congressional  action  that  allows 
states  to  include  restrictive  drug  for- 
mularies in  their  Medicaid  pro- 
grams. Formularies,  or  lists  of 
specific  drugs  that  may  be  prescribed 
for  specific  diseases  or  conditions, 
are  used  as  a way  to  cut  costs. 

“Restrictive  formularies,  more 
frequent  in  those  health-care  systems 
available  to  minority  patients,  do 
not  serve  the  best  health-care  inter- 
ests of  the  patients,”  he  said. 

Medicines  in  development 

The  NMA  also  announced  the  re- 
sults of  a survey  done  in  conjunction 
with  the  Pharmaceutical  Manufac- 
turers Association  (PMA)  showing 


Clinics  sought  for 
hypertension  study 

The  Coordinating  Center 
for  Clinical  Trials  at  The  Uni- 
versity of  Texas  School  of  Pub- 
lic Health  is  looking  for  clinics  to 
participate  in  the  Antihypertensive 
and  Lipid-Lowering  to  Prevent 
Heart  Attack  Trial. 

To  qualify,  a clinic  must  have  at 
least  150  patients  (55%  African 
American)  who  are  60  years  or  old- 
er and  are  receiving  or  in  need  of 
treatment  for  hypertension.  Patients 
for  the  study  must  have  one  of  the 
following  on  their  medical  records: 
left  ventricular  hypertrophy  on 
ECG,  peripheral  vascular  disease, 
low  level  of  HDL  cholesterol,  or 
type  II  diabetes  mellitus.  Patients 
will  be  followed  for  5 to  7 years. 

To  enroll  your  clinic  or  for  more 
information,  contact  C.  Morton 
Hawkins,  ScD,  at  the  Coordinating 
Center  for  Clinical  Trials,  UT 
School  of  Public  Health,  PO  Box 
20036,  Houston,  TX  77225. 

120  medicines  currently  in  develop- 
ment for  diseases  that  disproportion- 
ately affect  African  Americans.  The 
survey,  according  to  Robert  F.  A 1 1 - 
mitt,  PMA  executive  vice  president, 
is  the  first  comprehensive  effort  of 
its  kind. 

“We  all  know  there  is  an  urgent 
need  for  comprehensive  health-care 
reform,”  he  said.  “But  any  health- 
care reform  plan  must  take  into  ac- 
count the  fact  that  because  different 
people  may  react  to  the  same  drug  in 
different  ways,  all  drugs  approved 
by  the  Food  and  Drug  Administra- 
tion as  safe  and  effective  must  be 
available  to  meet  the  particular 
needs  of  individual  patients.” 
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MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Governor  designates  October  21  as  Texas  Biomedical  Research  Day 

Texas  Society  for  Biomedical  Research,  Austin  — Governor  Ann  Richards, 
noting  that  biomedical  research  has  led  to  numerous  lifesaving  drugs  and 
medical  procedures  and  that  the  state  has  always  been  committed  to  leader- 
ship in  medical  science,  has  designated  October  21  as  Biomedical  Research 
Day  in  Texas.  Ceremonies  sponsored  by  the  Texas  Society  for  Biomedical 
Research,  the  Texas  Medical  Association,  and  others  are  planned  in  Austin 
and  around  the  state  to  commemorate  the  day,  which  has  also  been  designat- 
ed National  Biomedical  Research  Day  by  Congress.  According  to  a report  by 
the  Texas  Comptroller  of  Public  Accounts,  higher  education  spending  on 
research  and  development,  led  by  a healthy  increase  in  medical  and  biotech- 
nology projects,  topped  the  $1  billion  mark  in  1992  for  the  first  time.  Ac- 
cording to  the  comptroller’s  newsletter,  Fiscal  Notes , such  research  is  at  an 
all-time  high.  In  addition  to  creating  new  drugs  and  medical  procedures,  the 
transfer  of  technology  from  the  laboratory  to  the  marketplace  is  helping  the 
state’s  economy  grow  and  creating  new  jobs. 

NCI  approves  new  drug  treatment  for  relapsed  bone  cancer  patients 

The  University  of  Texas  M.D.  Anderson  Cancer  Center,  Houston  — The 
National  Cancer  Institute  has  given  approval  for  clinical  trials  here  of  a 
new  treatment  for  bone  cancer  patients  who  have  suffered  a relapse.  The 
therapy,  developed  by  Eugenie  Kleinerman,  MD,  associate  professor  of  cell 
biology  and  pediatrics  at  M.D.  Anderson  Cancer  Center,  combines  the  bio- 
logic agent  interleukin  1 with  therapeutic  agent  VP- 16  to  turn  bone  cancer 
cells  that  are  resistant  to  chemotherapy  into  chemosensitive  cells.  “Normally, 
if  we  give  VP- 16  to  relapsed  osteosarcoma  patients,  it’s  not  effective,”  said 
Dr  Kleinerman.  “But  in  a tissue  culture  dish,  if  you  put  VP- 16  together  with 
interleukin  1,  you  can  kill  the  cancer  cells.  We  hope  for  a similar  response  in 
our  patients.” 


cancer.  According  to  NMA,  the 
three  leading  causes  of  death  for 
African  Americans  are  heart  disease, 
cancer,  and  cerebrovascular  disease. 

According  to  Richard  Butcher, 
MD,  of  California,  NMA  immediate 
past  president,  the  association  has 
been  actively  working  to  help  shape 
President  Clinton’s  health-care  re- 
form package  in  a way  to  ensure  that 
the  interests  of  minority  patients  are 
not  lost  in  the  shuffle,  particularly  in 
the  area  of  pharmaceuticals. 

“While  scientists  strive  for  cures  in 
the  laboratories,  the  rest  of  us  must 
work  to  see  that  the  fruits  of  pharma- 
ceutical research  are  accessible  to  all 
Americans,”  he  said.  “It  is  especially 
important  that  patients  have  access  to 
all  medicines.  There  is  no  such  thing 
as  a 'one-size-fits-all’  drug.” 


Researchers  seek  to  develop  system  to  mimic  human  visual  perception 

The  University  of  Texas,  Austin  — A team  of  experimental  psychologists 
and  computer  engineers  has  received  a 4-year,  $3.2  million  grant  from 
the  Air  Force  Office  of  Scientific  Research  to  develop  a new  theory  of  human 
visual  perception  and  to  design  artificial  vision  systems  based  on  how  the  hu- 
man visual  system  works.  According  to  researchers,  about  one  half  of  the 
brain,  the  cerebral  cortex,  is  devoted  to  the  complex  mechanisms  of  visual 
perception.  Researchers  will  develop  a mathematical  model  of  the  human  vi- 
sual system,  implemented  on  a parallel  supercomputer,  to  predict  the  accura- 
cy and  speed  of  human  performance  in  visual  search,  object  identification, 
and  estimations  of  patterns,  shape,  and  motion.  While  the  Air  Force  plans  to 
use  the  experiment’s  findings  to  devise  artificial  vision  systems  to  take  over 
some  of  a pilot’s  visual  tasks  on  an  aircraft,  researchers  say  the  study  could 
assist  physicians  in  early  detection  and  diagnosis  of  visual  disease  based 
upon  detecting  changes  in  a patient’s  visual  performance. 

Information  for  this  column  comes  from  a variety  of  sources , including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Mail  or  fax  them  to  Texas  Medicine,  Science  and  Education  Section,  401  W 15th  St,  Austin, 
TX  78701;  fax  (512)  370-1632. 

cian’s  ability  to  individualize  pa- 


He added  that  PMA  is  opposed 
to  any  plan  that  would  include  re- 
strictive formularies,  prior  approval 
requirements,  or  therapeutic  substi- 
tution of  prescription  drugs,  saying 
that  such  measures  limit  a physi- 


tients’  therapies. 

Among  the  drugs  listed  in  the 
survey  are  28  for  heart  disease,  25 
for  respiratory  disorders,  21  for 
AIDS  and  HIV  infection,  and  20  for 


Texas-based  studies 

With  hypertension  affecting  blacks  at 
a much  higher  rate  then  the  popula- 
tion as  a whole,  a 9-year,  $55  million 
study  at  The  University  of  Texas 
Health  Science  Center  at  Houston 
could  take  significant  steps  toward  a 
better  understanding  of  racial  and  eth- 
nic differences  in  drug  metabolism. 

Funded  by  the  National  Heart, 
Fung,  and  Blood  Institute  of  the  Na- 
tional Institutes  of  Health,  the  study 
will  attempt  to  identify  the  best 
treatment  options  for  hypertension, 
particularly  in  African  Americans. 

C.  Morton  Hawkins,  ScD,  princi- 
pal investigator,  says  55%  of  the 
40,000  subjects  in  the  Antihyperten- 
sive and  I.ipid-Fowering  to  Prevent 
Heart  Attack  Trial  (AFFHAT)  will 
be  black. 

“The  study  is  designed  to  evalu- 
ate four  classes  of  drugs  used  to 
treat  hypertension  and  heart  disease: 
diuretics,  ACE  inhibitors,  alpha 
blockers,  and  calcium  channel 
blockers,”  he  said.  “We  will  evalu- 
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ate  what  effects  the  treatments  have 
on  reducing  cardiovascular  disease 
and  the  impact  they  may  have  on 
quality  of  life.” 

The  study  will  he  conducted  at 
more  than  250  clinical  sites  through- 
out the  country. 

“Hypertension  in  African  Ameri- 
cans is  among  the  highest  in  the 
world,”  said  M.  David  Low,  MD, 
PhD,  president  of  the  UT-Houston 
Health  Science  Center.  “It  is  the  ma- 
jor health  problem  among  adult 
blacks.  We  feel  this  unprecedented 
study  will  make  great  strides  toward 
a better  understanding  of  how  to 
treat  and  prevent  this  condition.” 

A variety  of  other  studies  around 
Texas  are  looking  at  drug  metabo- 
lism and  prevalence  of  disease  among 
certain  racial  and  ethnic  groups. 

A recent  study  at  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio,  for  example,  looked  at 
how  drug  metabolisms  of  African 
Americans,  Chinese,  Hispanics,  and 
Caucasians  responded  to  the 
antipsychotic  drug  haloperidol.  Ac- 
cording to  Y.W.  Francis  Lam,  PhD, 
principal  investigator,  several  more 
metabolic  and  clinical  studies  of  dif- 
ferent ethnic  groups  are  planned. 

Studies  are  under  way  at  The 
University  of  Texas  Southwestern 
Medical  Center  in  Dallas  to  examine 
the  genetic  causes  of  sickle  cell  dis- 
ease in  African  Americans  and  to  in- 
vestigate the  unusually  high  inci- 
dence of  Alzheimer’s  disease  and 
related  neurological  problems 
among  Native  Americans  in  the 
Cherokee  Nation  of  Oklahoma.  ★ 
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Breast  implant  controversy: 
lawyers  say  physicians 
not  to  blame 

AS  HE  SAT  ON  A PANEL 
before  more  than  100  physi- 
cians, Richard  Laminack,  JD, 
might  have  felt  like  the  proverbial 
long-tailed  cat  in  a room- 
ful of  rocking  chairs. 

As  Mr  Laminack 
pointed  out,  he  had  sued 
most  of  the  doctors  in  the 
room.  However,  he  had 
come  to  speak  on  the 
breast  implant  issue,  and 
his  viewpoints  may  have 
surprised  some  members 
of  the  audience. 

“The  doctors  are  vic- 
tims in  the  breast  implant 
quagmire.  I know  they 
certainly  feel  that  way,” 
said  Mr  Laminack,  speak- 
ing during  a panel  discus- 
sion by  attorneys  and 
physicians  during  the 
Texas  Medical  Associa- 
tion Annual  Session  in 
May.  The  forum  was  organized  by 
the  Texas  Society  of  Plastic  Surgeons 
(TSPS)  to  educate  physicians  on  the 
medical  and  legal  aspects  of  the 
breast  implant  controversy. 

“We  see  the  cases  as  product  lia- 
bility suits,  with  obviously  the  manu- 
facturers as  the  culpable  parties,”  Mr 
Laminack  added.  “We’re  suing  the 
manufacturers,  saying,  ‘Look,  it  was 
a bad  idea,  you  did  a bad  job  of 
making  it,  and  then  you  didn’t  tell 
the  truth  about  it,  and  the  actual  per- 
son that  you  misled  was  the  doctor.’” 

Mr  Laminack,  who  has  filed 
about  1,300  breast  implant  lawsuits 
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since  1987,  recently  won  a much- 
publicized  $25  million  judgment  for 
his  client  in  Johnson  v Bristol  Myers. 

Copanelist  T.  Scott  Allen,  Jr,  JD, 
a medical  malpractice  defense  attor- 
ney, pointed  out  that  plastic  sur- 
geons had  only  performed  tech- 
niques learned  in  medical  school, 
using  products  they’d  been  assured 
were  safe. 

“The  manufacturers 
had  the  duty  to  research 
and  test  the  product  to 
ensure  biocompatibility,” 
Mr  Allen  said.  “They 
consistently  informed  the 
doctors  that  they  had 
met  that  responsibility. 
Based  upon  the  doctors’ 
training  and  experience 
and  upon  the  informa- 
tion from  the  manufac- 
turers, the  doctors  didn’t 
do  anything  wrong.” 

Mr  Laminack  noted 
that  many  questions 
about  breast  implants  will 
now  be  answered  in  the 
legal  arena,  not  the  medi- 
cal one. 

“It’s  a real  shame  that  this  whole 
issue  had  to  end  up  in  lawyers’ 
hands,  because  I guarantee  that  we 
are  the  least  equipped  to  deal  with 
this,”  Mr  Laminack  said.  “It  should 
have  been  handled  by  science  or 
government  or  medicine.  The  fact 
that  it’s  in  lawyers’  hands  now  indi- 
cates a terrible  failure.” 

A videotape  of  the  panel  discus- 
sion can  be  purchased  by  calling  Re- 
becca O.  Whites,  TSPS  administra- 
tive director,  at  (800)  880-1300,  ext 
1522.  The  cost  of  the  videotape,  in- 
cluding postage  and  tax,  is  $75  for 
TSPS  members,  $95  for  nonmember 
physicians,  and  $135  for  others. 


“WE  SEE  THE 
CASES  AS 
PRODUCT 
LIABILITY 
SUITS,  WITH 
OBVIOUSLY  THE 
MANUFACTURERS 
AS  THE 
CULPABLE 
PARTIES.” 


New  option  in  forming 
group  practices 

PHYSICIANS  IN  GROUP 
practice  now  have  a viable  al- 
ternative to  the  professional  as- 
sociation, according  to  Jerry  Cohen, 
JD,  of  Oppenheimer,  Blend,  Harrison 
and  Tate,  Inc,  of  San  Antonio. 

The  new  option,  the  limited  lia- 
bility company  (LLC),  actually  be- 
came law  in  1991,  but  it  was  unclear 
at  the  time  whether  doctors  could 
use  this  entity  while  complying  with 
the  Medical  Practice  Act’s  prohibi- 
tion against  the  corporate  practice  of 
medicine. 

This  uncertainty  was  resolved  by 
the  73rd  Legislature  when  it  revised 
the  Texas  Limited  Liability  Compa- 
ny Act  and  allowed  for  the  forma- 
tion of  professional  LLCs.  Doctors 
are  specifically  included  in  the  act, 
which  became  effective  September  1. 

Until  1991,  forming  a profession- 
al association  was  the  only  way  for 
doctors  to  incorporate  under  Texas 
law,  Mr  Cohen  said.  Otherwise,  they 
could  form  partnerships  or  become 
sole  proprietors  of  their  practices. 

But  in  1991,  the  legislature 
created  the  LLC,  already  available  in 
about  half  the  states  to  professionals 
such  as  lawyers  and  accountants. 

The  owners  of  an  LLC,  known  as 
“members,”  aren’t  liable  for  the 
debts,  obligations,  or  liabilities  of 
the  LLC  itself.  In  effect,  they  have 
the  same  protection  afforded  to 
shareholders  of  a corporation.  The 
LLC  also  can  offer  its  members  the 
federal  income  tax  benefits  of  a part- 
nership, allowing  them  to  avoid  be- 
ing taxed  twice  on  income,  as  mem- 
bers of  professional  associations  and 
other  corporations  are. 

Cheryl  Freed,  JD,  of  Oppen- 
heimer, Blend,  Harrison  and  Tate, 
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wrote  in  a recent  commentary  in 
The  Medical  Gazette , “In  the  ab- 
sence of  statutory  guidance,  the  Sec- 
retary of  State  of  Texas  generally 
looked  to  the  licensing  hoards  of 
various  professions  to  determine 
whether  a given  profession  could 
form  an  LLC.” 

In  a letter  dated  February  1992, 
Tony  Cobos,  JD,  staff  attorney  with 
the  Texas  State  Board  of  Medical 
Examiners,  responded  to  the  Secre- 
tary of  State’s  request  for  guidance: 
“I  have  . . . determined  that  forma- 
tion of  LLCs  by  physicians  is  not  in- 
consistent with  existing  statutes.” 

However,  depending  on  such  in- 
terpretations without  statutory 
guidance  is  “a  messy  way  to  do 
things,”  Mr  Cohen  says,  and  many 
health  professionals  hesitated  to 
form  LLCs  until  the  legislature 
clarified  the  act.  ★ 


Legal  articles  in  Texas  Medicine  are  intend- 
ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek  as- 
sistance from  their  attorneys. 
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PHYSICIANS  CARING  FOR  TEXANS 


Congestive  heart  failure  is  impor- 
tant to  the  physician  who  treats  el- 
derly patients  because  of  its  inci- 
dence, prevalence,  and  high 
morbidity  and  mortality  and  be- 
cause it  often  necessitates  repeated 
hospitalizations.  Presentation  may 
be  atypical  and  the  condition  may 
be  precipitated  by  many  of  the  ills 
that  occur  routinely  in  geriatric 
practice.  Diastolic  dysfunction  may 
complicate  diagnostic  evaluation. 
Many  of  the  symptoms  respond 
gratifyingly  to  therapy.  Congestive 
heart  failure  ranks  among  the  most 
treatable  of  the  geriatric  syndromes. 
The  physician  who  cares  for  older 
patients  should  be  constantly  alert 
for  its  presence  and  should  keep 
abreast  of  the  current  therapies 
available  and  acquire  experience  in 
their  use. 


Send  reprint  requests  to  Dr  Smythe,  Depart- 
ment of  Internal  Medicine,  The  University  of 
Texas  Medical  School  at  Houston,  PO  Box 
20708,  Houston,  TX  77225. 
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Congestive  heart  failure 

Cheves  McC.  Smythe,  MD 


CONGESTIVE  HEART  FAILURE 
(CHF)  is  as  important  to  the 
physician  in  geriatric  medi- 
cine as  are  dementia,  osteoporosis, 
falls,  incontinence,  susceptibility  to 
infection,  and  stroke.  The  incidence, 
prevalence,  and  high  morbidity  and 
mortality  of  CHF  as  well  as  the  hos- 
pitalization and  rehospitalization  it 
necessitates  all  justify  this  emphasis 
(1-2).  The  practitioner  must  appreci- 
ate the  extraordinary  range  and  sub- 
tlety of  patients’  presenting  com- 
plaints, the  sensitivity  of  the  impaired 
aged  heart  to  insults  or  increments  in 
demand,  the  significance  of  diastolic 
dysfunction  in  geriatric  cardiology, 
and  the  basis  for  the  selection  of 
drugs  used  to  manage  heart  failure  in 
this  population.  Therefore,  the  fol- 
lowing overview  containing  high- 
lights of  the  epidemiology  and  prog- 
nosis of  heart  failure,  precipitating 
factors,  less  familiar  presentations, 
some  differences  between  systolic 
and  diastolic  dysfunction,  and  phar- 
macologic and  nonpharmacologic 
management  may  be  useful  for  physi- 
cians who  treat  elderly  patients. 

EPIDEMIOLOGY  AND  PROGNOSIS 

As  ischemic  heart  disease  has  de- 
clined in  the  middle-aged  popula- 
tion, the  increase  in  CHF  occurring 
in  the  elderly  has  been  less  well  ap- 
preciated. The  incidence  of  CHF  is 
now  estimated  at  approximately 
500,000  cases  per  year.  Some  1.5 
million  patients  with  this  diagnosis 
are  discharged  from  hospitals  each 
year  (1).  Prevalence  of  CHF  increas- 
es only  gradually  in  patients  from  45 
to  65  years  old;  after  65,  rates  begin 
to  rise  sharply  and  they  ascend  even 
more  rapidly  after  75. 

Estimates  suggest  that  as  many  as 
10%  of  patients  over  age  75  have 
significant  impairment  of  ventricular 
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function.  Recurrence  of  CHF  is  the 
most  frequent  cause  of  rehospitaliza- 
tion of  elderly  patients  (2-3).  Car- 
diovascular events,  including  heart 
failure,  were  found  to  be  the  com- 
monest reason  for  hospitalization 
and  rehospitalization  of  residents  in 
a retirement  community  (C.M.S.,  D. 
Osterweil,  unpublished  data,  1986). 
Accompanying  this  morbidity  is  the 
well-known  high  mortality  of  CHF, 
now  documented  widely  by  large, 
carefully  conducted  studies  of  the  ef- 
fects of  vasodilator  and  angiotensin 
converting  enzyme  (ACE)  inhibitor 
therapy  (4-7).  These  studies  showed 
that  approximately  50%  of  patients 
presenting  with  severe  CHF  (New 
York  Heart  Association  class- 
ification stages  III  or  IV)  survive  less 
than  18  months,  with  causes  of 
death  divided  more  or  less  evenly  be- 
tween pump  failure  and  arrhyth- 
mias. That  those  who  survive  the 
first  year  have  a much  better  prog- 
nosis is  encouraging. 

RANGE  OF  PRESENTATIONS  AND 
PRECIPITATING  FACTORS 

Older  and  younger  patients  with 
CHF  share  many  of  the  same  com- 
plaints, but  for  the  elderly  person, 
these  are  only  the  beginning.  Pa- 
tients in  both  age  groups  complain 
commonly  of  shortness  of  breath, 
decreased  exercise  tolerance,  and  fa- 
tigue (8).  Edema  is  less  prominent. 
But  the  aging  brain  is  more  suscepti- 
ble to  any  metabolic  disruption. 
Thus,  delirium,  sleeplessness,  night- 
mares, hallucinations,  nocturnal 
cough,  falls,  declining  ability  to 
walk,  urinary  incontinence,  anorex- 
ia, and  weight  loss  all  bring  older 
patients  to  the  doctor.  When  careful 
evaluation  of  these  symptoms  leads 
to  diagnosis  of  and  treatment  for 
heart  failure,  the  treatment  causes 
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these  symptoms  to  improve. 

The  list  of  etiologic  factors  that 
produce  heart  failure  in  elderly  per- 
sons is  even  longer.  As  in  younger 
individuals,  myocardial  infarction 
and  an  arrhythmia,  especially  atrial 
fibrillation  of  recent  onset,  must  be 
sought.  Infection,  most  often  pul- 
monary or  urinary  tract,  and  pul- 
monary embolism  will  unmask  car- 
diac dysfunction. 

The  role  of  drugs,  either  too 
many  or  too  few,  and  the  impact  of 
sudden  or  inadvertent  increases  in 
sodium  intake  cannot  be  overem- 
phasized. Other  factors  may  be  un- 
accustomed exertion  (a  holiday,  a 
family  celebration,  or  an  exercise 
program),  the  demands  of  hot  and 
humid  conditions,  and  even  increas- 
es in  fluid  intake.  In  hospitals,  and 
especially  in  intensive  care  units,  in- 
travenous fluids  may  push  old  peo- 
ple into  heart  failure.  The  physician 
must  remember  that  piggybacks,  so- 
called  carrier  fluids,  the  to-keep- 
open  (TKO)  order,  and  the  sodium 
load  imposed  by  some  antibiotic 
programs  add  to  the  load  of  intra- 
venous fluids.  The  ubiquitously  used 
5%  dextrose  in  0.9%  sodium  chlo- 
ride solution  administered  at  75  mL 
per  hour  delivers  16.2  g of  sodium 
chloride  or  286  mEq  of  sodium  to  a 
patient  in  24  hours.  Glucocorticoids, 
nonsteroidal  anti-inflammatory 
agents,  beta  blockers,  calcium  chan- 
nel blockers,  digoxin,  chronic  ob- 
structive pulmonary  disease  and  the 
drugs  used  in  its  management,  and 
diminished  renal  function  must  be 
considered  also  in  an  evaluation  to 
determine  why  an  85-year-old  heart 
might  have  failed  (9). 

SYSTOLIC  AND  DIASTOLIC 
DYSFUNCTION 

Systolic  dysfunction  is  the  familiar 
heart  failure  of  the  middle-aged  per- 


son who  has  rheumatic  or  ischemic 
heart  disease.  Simply  put,  the  heart 
is  unable  to  pump  blood  out  in 
amounts  sufficient  to  meet  metabolic 
demand.  Hallmarks  of  systolic  dys- 
function include  an  enlarged  (dilat- 
ed), usually  hypertrophied,  left  ven- 
tricle, a diminished  ejection  fraction, 
often  an  S3  gallop  in  the  condition’s 
more  flagrant  presentations,  and  evi- 
dence of  compensatory  fluid  reten- 
tion with  peripheral  edema,  distend- 
ed neck  veins,  an  enlarged  liver,  and 
pulmonary  rales.  This  syndrome  oc- 
curs at  any  age. 

Diastolic  dysfunction  is  confusing 
in  the  evaluation  of  the  old  person  in 
heart  failure.  Diastolic  dysfunction 
describes  the  inability  of  the  heart  to 
let  in,  or  admit,  the  amount  of  blood 
that  has  to  he  pumped  out  to  meet 
metabolic  demand.  The  concept  is 
an  elaboration  of  the  older  term,  re- 
strictive cardiomyopathy.  Simplified 
again,  systolic  dysfunction  is  output 
failure  whereas  diastolic  dysfunction 
is  input  failure.  Either  of  these  two 
types  of  dysfunction  may  exist  alone 
or  the  two  may  be  combined.  Cen- 
tral to  their  management  is  the  un- 
derstanding that  the  systolically  im- 
paired heart  is  especially  sensitive  to 
afterload  or  peripheral  resistance, 
and  the  diastolicallv  impaired  heart 
is  sensitive  to  preload  and  other  fac- 
tors affecting  cardiac  filling  (10,1 1). 

The  aged  heart  is  stiff  and  slow.  It 
relaxes  more  slowly,  beats  less  rapid- 
ly, accelerates  less  efficiently,  and 
does  not  achieve  the  rates  accessible 
to  the  younger  heart.  The  older 
heart  depends  more  on  stroke  vol- 
ume than  on  rate  to  maintain  output 
when  demand  increases. 

Paradoxically,  because  the  older 
heart  fills  more  slowly  and  is  more 
dependent  on  atrial  filling  (atrial 
kick),  its  output  may  fall  as  rates  in- 
crease. Quite  literally,  it  does  not 
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have  time  to  fill.  The  time  consumed 
by  systole  remains  more  or  less  con- 
stant, but  as  rates  increase,  the  dias- 
tolic time  (ie,  time  available  for 
filling)  is  reduced.  The  young  heart 
fills  rapidly  in  early  diastole  and  is 
less  dependent  on  atrial  contraction 
for  filling,  whereas  the  old  heart, 
when  impaired,  fills  slowly,  with  a 
significant  proportion  of  filling  oc- 
curring late  in  diastole  and  driven  by 
normal  atrial  function  (11,12). 

In  contrast  to  the  dilated  heart, 
the  familiar  hallmark  of  heart  failure 
in  the  middle  aged,  diastolic  dys- 
function often  does  not  cause  overt 
enlargement  of  the  heart;  the  ejec- 
tion fraction  may  be  reasonably  pre- 
served (around  45%),  an  S3  may 
not  be  significant,  and  an  S4  may  of- 
ten be  present.  Pulmonary  conges- 
tion is  present,  but  basilar  rales  in 
the  elderly  are  difficult  to  evaluate, 
and  edema  is  not  necessarily  promi- 
nent. The  heart  does  reasonably  well 
at  low  levels  of  demand  when  dias- 
tolic filling  is  unperturbed  but  gets 
into  difficulty  when  demand  goes  up 
and/or  filling  is  impaired. 

The  elegant  studies  of  Lakatta 
and  those  of  other  authors  elucidate 
physiologic  changes  such  as  these;  to 
a degree,  they  are  manifestations  of 
normal  aging  (12).  Obviously,  not 
every  85-year-old  patient  is  in  heart 
failure.  Although  the  normal  85- 
year-old  heart  behaves  differently 
from  the  normal  25-year-old  heart, 
the  older  heart  can  meet  normal  and 
increased  metabolic  demand  and  can 
respond  to  stress  (exercise,  infection, 
and  surgery).  Thus,  even  if  it  is  85 
years  old,  the  heart  that  fails  is  a dis- 
eased heart. 

ETIOLOGY  AND  PRESENTATIONS 

By  far  the  most  common  etiologies 
of  the  left  ventricular  hypertrophy 
and,  often,  fibrosis  found  in  dys- 
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functional  aged  hearts  are  ischemic 
or  coronary  artery  disease  and  hy- 
pertension (8).  Amyloidosis,  idio- 
pathic hypertrophic  cardiomyopa- 
thy, aortic  stenosis,  and  some  rare 
syndromes  all  occur  and  should  not 
be  forgotten,  especially  those  with  a 
potentially  reversible  component, 
such  as  aortic  stenosis  or  pericardial 
disease. 

Keeping  these  facts  in  mind,  we 
can  predict  the  situations  that  will 
push  the  heart  with  diastolic  dys- 
function into  failure: 

• Increased  demand  caused  by  fever, 
infection,  surgery,  trauma,  unac- 
customed exertion,  heat  and  high 
humidity,  and  thyrotoxicosis. 

• Decreased  contractility  caused  by 
myocardial  infarction  or  is- 
chemia, beta  blockers,  calcium 
channel  blockers  (especially  vera- 
pamil), hypoxia,  acidosis,  sepsis, 
and  hypothermia. 

• Volume  expansion  caused  by  ex- 
cessive intake  of  salt,  intravenous 
fluids,  excessive  intake  of  oral 
fluids  (especially  if  renal  function 
is  diminished),  nonsteroidal  anti- 
inflammatory drugs,  glucocorti- 
coids, and  overly  rapid  blood 
transfusions. 

• Decreased  diastolic  filling  times 
and/or  pressures  caused  by  atrial 
fibrillation  of  recent  onset,  other 
tachycardias,  overly  aggressive 
preload  reduction  by  diuretics, 
other  causes  of  volume  contrac- 
tion, and  overly  aggressive  after- 
load reduction  or  vasodilator 
therapy. 

From  this  list  emerge  some  of  the 
reasons  or  explanations  for  some  of 
the  unusual  presentations  of  CHF  in 
elderly  patients. 
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DIAGNOSIS  AND  TREATMENT 

The  diagnosis  of  CHF  with  systolic 
dysfunction  is  straightforward,  espe- 
cially in  the  absence  of  chronic  pul- 
monary disease.  History,  physical 
examination,  and  chest  roentgen- 
ogram provide  the  data  needed.  The 
diagnosis  of  CHF  with  diastolic  dys- 
function can  be  more  elusive.  The 
heart  may  not  be  enlarged  overtly, 
left  ventricular  dilatation  may  be  ab- 
sent, and  hypertrophy  may  not  be  so 
obvious.  Some  edema  of  the  ankles 
and  inspiratory  rales  at  the  bases  of 
the  lungs  are  common  findings  in 
old  people  and  are  nonspecific  for 
heart  failure.  Although  sophisticated 
nuclear  and  invasive  diagnostic  pro- 
cedures do  provide  precise  informa- 
tion, the  essential  information  comes 
from  the  echocardiogram.  From  it, 
the  physician  must  determine  if  the 
ventricular  wall  is  thickened,  if  dias- 
tolic filling  is  slowed  or  late,  and  if 
the  ejection  fraction  is  estimated  to 
be  in  the  range  of  40%  or  more.  An 
electrocardiogram  provides  neces- 
sary information  about  rhythm,  the 
presence  of  acute  and/or  previous 
myocardial  infarction,  and  ventricu- 
lar hypertrophy  (10).  To  manage 
these  patients,  the  practitioner  also 
needs  to  know  serum  creatinine  and 
sodium  levels,  blood  pressure,  and 
its  response  after  the  patient  has 
been  standing  for  3 minutes. 

NONPHARMACOLOGICAL 

MANAGEMENT 

Obviously  the  physician  treats  acute 
concomitant  conditions.  However, 
the  role  of  salt,  fluids,  activity,  envi- 
ronment, and  other  drugs  in  treat- 
ment for  these  conditions  must  be 
kept  in  focus.  Furosemide  may 
lessen  the  necessity  for  rigid  salt  re- 
striction but  does  not  remove  it.  On 
our  service,  we  diagnose  “acute  piz- 
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za  intoxication”  to  capture  the  idea 
of  suddenly  increased  sodium  intake. 
Old  people  often  eat  food  prepared 
by  others  and,  consequently,  have 
little  control  over  sodium  intake. 
Thirst  mechanisms  also  fail  in  the  el- 
derly, and  physicians  cannot  take 
fluid  intakes  for  granted.  Too  little 
fluid  ingestion  is  more  common  than 
too  much,  but  the  idea  of  “flushing 
out  the  kidneys”  when  a person  is 
ailing  lingers  in  those  who  grew  up 
70  years  ago.  Air-conditioning  may 
be  nearly  universal  in  Texas,  but  not 
everyone  is  so  blessed.  As  incomes 
contract,  air-conditioning  may  not 
be  used.  Heat  and  exceptionally 
high  humidity  increase  the  work  of 
the  heart. 

The  physician  is  often  amazed  at 
what  turns  up  when  patients  or  fam- 
ilies are  asked  to  bring  in  all  medica- 
tions — old,  new,  prescribed,  over 
the  counter,  borrowed,  left  over,  and 
otherwise  procured.  The  medication 
programs  in  heart  failure  are  com- 
plex; the  physician  must  help  the  pa- 
tient to  get  straight  what  is  being 
used  and  what  is  necessary  and, 
then,  to  dispose  of  the  rest. 

Levels  of  activity  also  need  moni- 
toring. Older  people  do  mow  lawns, 
attend  exercise  classes,  volunteer  for 
many  tasks,  and  perform  other 
work.  Saddest  of  all  are  the  devoted 
caregivers  struggling  to  look  after  an 
incapacitated  spouse  or  the  widowed 
spouses  struggling  to  maintain  their 
autonomy. 

Nutrition  is  the  final  aspect  of 
management.  The  anticholesterol 
trend  affects  the  older  population, 
too.  With  as  many  as  60%  of  elderly 
women  having  cholesterol  levels 
above  those  currently  recommended, 
we  commonly  find  frail  old  people 
coping  with  yet  another  dietary  re- 
striction. Weight  loss  and  loss  of 
muscle  mass  (so-called  cardiac 
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cachexia)  are  common  in  as  many  as 
25%  of  patients  with  advanced 
CHF.  Tissue  necrosis  factor  is  elevat- 
ed. Serum  albumin  may  be  low. 
Geriatricians  stress  adequate  intake 
of  protein,  calories,  and  calcium  and 
stress  the  importance  of  achieving 
these  immediate  goals. 

Thus,  the  management  of  CHF  is 
built  on  control  of  salt,  water,  activi- 
ty, ambient  conditions,  unnecessary 
medication  intake,  and  good  nutri- 
tion. Unless  contraindications  (eg, 
egg  allergy)  are  known,  these  pa- 
tients should  receive  influenza  vac- 
cine annually.  All  should  be  given 
the  polyvalent  antipneumococcus 
vaccine  once.  Bacteriuria  or  asymp- 
tomatic urinary  tract  infection  may 
be  treated  at  least  once;  and  in  men, 
relief  of  significant  bladder  outlet 
obstruction  will  sometimes  make 
CHF  easier  to  manage.  For  those  pa- 
tients whose  symptoms  suggest  they 
become  hypoxic  at  night,  nighttime 
administration  of  nasal  oxygen  is 
advocated  (13). 

MEDICATIONS 

To  treat  patients  with  systolic 
dysfunction,  diuretics,  digoxin,  ni- 
trates, ACE  inhibitors,  and  antihy- 
pertensives are  useful.  Following  are 
more  specific  guidelines  for  the  use 
of  these  agents: 

• Use  digoxin  in  the  presence  of  a 
dilated  heart,  a low  ejection  frac- 
tion, or  an  S3,  and  to  control  the 
heart  rate  in  atrial  fibrillation 
and,  sometimes,  to  prevent  other 
supraventricular  tachycardias. 
Only  rarely  is  a dose  greater  than 
0.25  mg  needed,  and  in  patients 
older  than  80  years,  the  standard 
dose  is  0.125  mg. 

• Once  the  patient  is  out  of  acute 
failure,  reduce  the  use  of  diuretics 
to  a dosage  necessary  to  maintain 


dry  weight.  If  the  patient  is  at  dry 
weight  and  has  no  S3  and  no 
jugular  vein  distention  or  hepato- 
jugular  reflux,  the  physician  can 
often  reduce  both  the  dose  and  its 
frequency.  Schedules  consisting  of 
doses  given  alternate  days  or  5 
days  a week  become  feasible. 
Without  diuretics,  people  often 
feel  better  and  undesirable  side 
reactions  can  be  minimized.  Thi- 
azide diuretics  are  not  as  effective 
as  loop  diuretics  when  reduced 
renal  function  is  present. 

• A long-acting  nitrate  (isorbide  or 
its  equivalent)  used  three  times  a 
day  and  in  the  highest  dose  toler- 
ated (up  to  40  mg  three  times  a 
day)  is  a convenient  schedule. 

• In  older  people,  both  unexpected 
hypotensive  reactions  and  sensi- 
tivity to  ACE  inhibitors  may  oc- 
cur. 1 recommend  starting  with 
6.25  mg  of  a short-acting  agent 
(captopril)  at  bedtime  and  work- 
ing up  to  a dose  of  25  mg  three 
times  a day,  but  then  shifting  to  a 
long-acting  agent  (lisinopril  or 
enalapril)  that  allows  a simpler 
dosage  schedule.  The  com- 
bination of  a loop  diuretic 
(furosemide),  a long-acting  ni- 
trate, and  an  ACE  inhibitor  can 
be  too  much.  All  patients  must 
have  blood  pressures  followed 
both  when  they  are  sitting  and 
when  they  are  standing.  Postural 
hypotension  is  variable.  Patients 
may  be  symptomatic  at  home 
with  dizziness,  no  energy,  and 
problems  completing  a task,  but 
the  physician  cannot  find  a blood 
pressure  drop  during  an  office  ex- 
amination. These  drugs  cause 
potassium  retention;  thus,  serum 
potassium  levels  should  be  fol- 
lowed if  patients  are  taking 
potassium  supplements,  potassi- 
um-sparing diuretics  (dyazide, 
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moduretic,  aldactone,  aldac- 
tazide,  or  triamterene),  or  nons- 
teroidals,  or  if  they  have  de- 
creased renal  function.  Also, 
patients  with  serum  sodium  levels 
lower  than  132  mEq/F  or  creati- 
nine levels  above  177pmol/L  (2.0 
mg/dL)  may  not  tolerate  these 
drugs.  These  values  should  be 
monitored  in  such  individuals. 
Every  physician  who  prescribes 
these  drugs  has  seen  patients  who 
complain  of  a nagging  cough. 
Unfortunately,  this  cough  does 
not  usually  subside  and  does  not 
respond  to  a switch  of  drugs.  A 
recent  report  suggests  that  non- 
steroidal drugs  or  nifedipine  will 
control  the  ACE  inhibitor-in- 
duced cough  (14). 

Other  vasodilators  and  antihy- 
pertensives such  as  clonidine,  pra- 
zosin, and  hydralazine  may  be  used. 
As  a rule,  the  physician  should  give 
maximum  doses  of  nitrate  and  ACE 
inhibitors,  use  only  as  much  diuretic 
as  needed,  and  add  other  agents 
only  if  blood  pressures  measured 
when  the  patient  is  standing  cannot 
be  controlled  at  or  below  160/85 
mm  Hg.  Once  a person’s  CHF 
reaches  stage  III  or  stage  IV,  strong 
indications  (angina)  for  the  use  of 
calcium  channel  or  beta  blockers 
should  be  present. 

DIASTOLIC  DYSFUNCTION 

In  patients  with  diastolic  dysfunc- 
tion, digoxin  is  not  indicated  except 
to  control  heart  rate  in  atrial  fibrilla- 
tion. Diuretics  should  be  used  cau- 
tiously at  first.  The  heart  may  be  de- 
pendent on  filling  pressure  and  may 
not  be  able  to  tolerate  a large  reduc- 
tion of  preload  induced  by  diuretics. 
The  physician  should  watch  for 
weakness,  increased  fatigue,  confu- 
sion, postural  hypotension,  de- 
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creased  urinary  output,  and  rising 
creatinine,  all  of  which  indicate  pos- 
sible diuretic  intolerance.  Once  a pa- 
tient’s tolerance  for  diuretics  has 
been  established,  as  in  systolic  dys- 
function, these  agents  should  he 
used  to  bring  the  patient  to  dry 
weight  and  then  their  use  should  be 
minimized  (13).  Vasodilator  therapy 
(ie,  nitrates,  hydralazine,  and  pra- 
zozin)  may  not  be  tolerated  for  the 
same  reasons  that  diuretics  may  not. 

The  studies  showing  the  beneficial 
effect  of  ACE  inhibitors  in  CHE  have 
concentrated  on  advanced  (stages  III 
and  IV)  heart  failure,  mostly  in  pa- 
tients younger  than  75  years  (many 
under  65)  and  with  systolic  dysfunc- 
tion (5-7).  The  ACE  inhibitors  are 
thought  to  help  control  left  ventricu- 
lar hypertrophy,  a major  contributor 
to  diastolic  dysfunction;  therefore, 
their  use  may  be  justifiable  (7,11). 
The  beneficial  effect  of  these  in- 
hibitors has  not  been  demonstrated 
conclusively,  however.  The  same  pre- 
cautions apply  to  their  use  as  in  CHE 
with  systolic  dysfunction. 

Th  e slowed  relaxation  of  the 
heart  in  diastolic  dysfunction  is 
thought  to  be  caused  partly  by  calci- 
um channels  remaining  open  too 
long.  Theoretically,  calcium  channel 
blockers  should  be  useful,  but  clini- 
cal studies  have  not  proved  this,  and 
this  presumed  indication  must  be 
balanced  against  the  undesirability 
of  negative  inotropic  effects  (11). 
Recent  reviews  advocate  caution 
when  beta  blockers  are  used  primar- 
ily to  slow  heart  rate.  Calcium  chan- 
nel blockers  do  benefit  selected 
patients  (15,16). 

OTHER  THERAPIES 

The  administration  of  oxygen  dur- 
ing the  acute  phases  of  CHF  is  not 
addressed  in  this  article.  Also  be- 
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yond  its  scope  is  the  use  of  guanazo- 
line  diuretics  (zaroxolyn)  in  refracto- 
ry cases  and  the  so-called  “dolbu- 
tamine  holiday.” 

FOLLOW-UP 

Older  patients  with  CHF  should  be 
followed  closely.  All  should  be 
taught  to  weigh  themselves  daily. 
Steady  increases  of  body  weight 
should  be  reported.  These  patients 
should  be  encouraged  to  call  the 
physician  to  report  “colds,”  a persis- 
tent cough,  changes  in  exercise  toler- 
ance, and  undue  fatigue. 

An  office  visit  every  6 to  12  weeks 
serves  both  to  avoid  and  to  detect 
trouble  early.  At  these  visits,  the 
physician  should  monitor  body 
weight,  standing  blood  pressure,  and 
cardiac  rate  and  rhythm  and  should 
check  for  jugular  venous  distension 
or  hepatojugular  reflux,  S3  or  S4, 
and  basilar  rales.  Any  changes  should 
be  sought  and  recorded  carefully. 

Medication  schedules  should  be 
reviewed  at  every  visit.  Serum  creati- 
nine and  sodium  levels  should  be  de- 
termined periodically  and  more  of- 
ten in  patients  in  the  early  phases  of 
aggressive  therapy  with  diuretics  or 
ACE  inhibitors  and  in  patients  with 
creatinine  levels  elevated  at  or  above 
177|imol/E  (2.0  mg/dL)  or  with 
serum  sodium  levels  at  or  below  132 
mEq/L.  Neutropenia  does  occur 
with  the  use  of  ACE  inhibitors,  so 
leukocyte  counts  should  be  followed 
in  the  initial  phases  of  this  therapy. 

Sudden  death  is  common  in  se- 
vere CHF.  Antiarrhythmic  therapy 
has  not  controlled  this  event,  and 
antiarrhythmic  drugs  should  be  used 
cautiously  in  these  patients.  Family 
members  and  caregivers  should  he 
advised  of  the  possibility  of  sudden 
death.  If  the  physician  emphasizes 
that  this  is  a part  of  the  natural  his- 
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tory  of  CHF  and  does  not  reflect  ne- 
glect by  the  caregiver  or  therapeutic 
errors  or  failures,  this  reassurance 
can  help  family  members  cope  with 
what  is  always  an  emotionally 
stressful  event. 

CONCLUSION 

Congestive  heart  failure  is  common 
in  elderly  patients.  Fortunately  it  is 
among  the  most  treatable  of  the 
geriatric  syndromes.  Many  drugs  are 
useful  in  treating  patients  with  this 
condition,  and  new  drugs  are  being 
developed  constantly.  Growing  evi- 
dence shows  that  aggressive  treat- 
ment prolongs  survival.  Physicians 
who  treat  elderly  patients  should  be 
alert  for  signs  of  CHF  and  should 
keep  informed  of  new  drugs  and 
therapeutic  approaches. 
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Hispanic  elders  are  a large,  rapidly 
growing  subgroup  of  the  Hispanic 
population  in  Texas.  This  population 
continues  to  suffer  from  a high  inci- 
dence of  non-insulin-dependent  dia- 
betes mellitus,  with  similar  or  lower 
rates  of  cardiovascular  disease  than 
non-Hispanic  whites  have.  Barriers 
that  may  modify  potentially  effective 
diagnostic  or  appropriate  treatment 
plans  include  communication  prob- 
lems, access  issues,  and  use  of  infor- 
mal health-care  services.  Knowledge 
and  attention  to  these  issues  may  im- 
prove compliance  and  decrease  mor- 
bidity of  this  cohort.  This  article 
summarizes  important  information 
affecting  the  health  of  Hispanic  el- 
ders in  Texas  and  alerts  practitioners 
to  issues  that  may  affect  the  care  of 
their  older  Hispanic  patients. 
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7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7795. 
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Although  the  term 
Hispanic  is  used  in  national 
data  sets,  Hispanics  in  Texas 
are  primarily  Mexican  Americans. 
Nationally,  60%  of  older  Hispanics 
are  of  Mexican  origin,  14%  of  Puer- 
to Rican  origin,  6%  of  Cuban  ori- 
gin, and  20%  classified  as  other 
Hispanics  (1).  In  Texas,  the  approxi- 
mately 229,360  Hispanics  older 
than  65  years  account  for  10.5%  of 
the  state’s  Hispanic  population  (2). 
Although  we  lack  specific  data  on 
the  Mexican-American  population, 
we  have  overall  data  on  the  Hispan- 
ic elder  group. 

The  maletfemale  ratio  of  Hispanic 
elderly  at  age  65  is  86:100;  this  ratio 
declines  to  61:100  by  age  85  (3).  His- 
panic elders  are  more  likely  to  live  in 
poverty  than  are  non-Hispanic 
whites  (4).  Furthermore,  the  Hispan- 
ic elders  have  fewer  years  of  formal 
education.  Their  mean  educational 
level  is  at  the  fifth  grade  level  (5). 
More  than  50%  of  the  Hispanic  el- 
ders are  functionally  illiterate  in  En- 
glish (6);  approximately  88%  are 
also  illiterate  in  Spanish  (7). 

These  elders  are  more  likely  to 
live  at  home  rather  than  in  an  ex- 
tended-care facility  (8).  The  propor- 
tion of  Hispanic  elderly  living  in  ru- 
ral areas  of  Texas  is  lower  than  that 
of  rural  non-Hispanic  whites.  Seven 
percent  of  the  total  population  of 
Mexican-American  elderly  in  Texas 
resides  in  the  Rio  Grande  Valley  (6). 

We  do  have  data  pertaining  to 
Medicare  insurance  coverage.  Nine- 
ty-one percent  of  Hispanic  elderly, 
96%  of  elderly  whites,  and  95%  of 
elderly  African  Americans  receive 
Medicare  benefits  (9). 

MORTALITY  DATA 

Rosenwaike  compared  causes  of 
death  across  Hispanic  subgroups 
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and  found  that  death  rates  were 
lower  for  Mexican  Americans  older 
than  65  than  for  non-Hispanic 
whites,  African  Americans,  and 
mainland  Puerto  Ricans.  Among 
Hispanics,  only  Cuban  Americans 
had  lower  death  rates  than  the  Mex- 
ican-American cohort  (10). 

The  leading  causes  of  death  are 
summarized  in  Tables  1 and  2.  Heart 
disease  and  malignancies  continue  to 
be  the  leading  causes  of  death  among 
Hispanic  elders.  These  results  are 
similar  to  the  non-Hispanic  white 
population.  Hispanics  older  than  75 
die  more  often  of  complications  from 
diabetes  mellitus  than  do  non-His- 
panic whites,  but  the  Hispanics  tend 
to  die  less  often  from  complications 
related  to  chronic  obstructive  pul- 
monary disease  (11). 

CHRONIC  HEALTH  CONDITIONS 

Chronic  health  conditions  that  affect 
the  elder  Hispanic  population  are 
summarized  in  Table  3.  They  include 
non-insulin-dependent  diabetes  mel- 
litus, heart  disease,  and  neoplasms. 

Non-insulin-dependent 
diabetes  mellitus 

Non-insulin-dependent  diabetes 
mellitus  has  a major  effect  on  the 
older  Hispanic  population.  Espino 
and  colleagues  found  that  21.6%  of 
older  Mexican  Americans  in  the 
Southwestern  United  States  had  dia- 
betes mellitus  as  compared  to  9.8% 
of  the  general  population  (12).  Oth- 
er studies  have  found  a 2-  to  5-times 
greater  risk  of  diabetes  in  Hispanics 
when  compared  to  non-Hispanic 
whites  (13).  Currently,  genetic  pre- 
disposition appears  to  provide  the 
most  compelling  explanation,  al- 
though environmental  factors  may 
override  genetic  susceptibility  in  the 
expression  of  the  disease  (14,15). 
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Table  I.  Leading  causes  of  death  in  Texas  by  Hispanic,  non-Hispanic  white,  and  African 
American  men  and  women  aged  65-74  in  1990  (rates  per  1000  estimated  population).*' 


Cause  of  Death 

No.  of 
(Rate) 

1 lispanics 

No.  of 

Non-Hispanic  Whites 
(Rate) 

No.  of  African 

Americans 

(Rate) 

Diseases  of  heart 

Male 

641 

(10.1) 

4210 

(12.3) 

620 

(16.5) 

Female 

433 

(54.7) 

2778 

(65.4) 

539 

(10.3) 

Malignant  neoplasms 

Male 

497 

(7.8) 

3880 

(11.3) 

593 

(15.8) 

Female 

363 

(45.8) 

2371 

(5.5) 

363 

(6.7) 

Diabetes  mellitus 

Male 

114 

(1.8) 

272 

(7.9) 

53 

(1.4) 

Female 

174 

(2.2) 

276 

(6.5) 

88 

(1.6) 

Cerebrovascular  diseases 

Male 

96 

(1.5) 

518 

(1.5) 

142 

(3.8) 

Female 

99 

(1.2) 

513 

(1.2) 

136 

(2.6) 

Chronic  obstructive 
pulmonary  disease 

Male 

53 

(8.3) 

849 

(2.4) 

71 

(1.9) 

Female 

18 

(0.2) 

614 

(1.4) 

37 

(0.7) 

Chronic  liver  disease  and  cirrhosis 

Male 

48 

(0.7) 

166 

(0.4) 

15 

(0.4) 

Female 

42 

(0.5) 

86 

(0.2) 

NA 

Pneumonia  and  influenza 

Male 

43 

(0.6) 

265 

(0.7) 

41 

(1.1) 

Female 

26 

(0.3) 

170 

(0.4) 

32 

(0.6) 

Accidents 

Male 

40 

(0.6) 

224 

(0.6) 

30 

(0.8) 

Female 

20 

(0.2) 

138 

(0.3) 

18 

(0.3) 

Septicemia 

Male 

25 

(0.4) 

93 

(0.2) 

22 

(0.5) 

Female 

25 

(0.3) 

77 

(0.1) 

27 

(0.5) 

Nephritis  and  associated  disease 

Male 

23 

(0.3) 

NA 

16 

(0.4) 

Female 

19 

(0.2) 

52 

(0.1) 

16 

(0.3) 

,;  Data  from  the  Texas  Department  of  Health. 
NA  = not  available 


Heart  disease 

Like  younger  Hispanics,  the  elderly 
cohort  has  rates  of  hypertension  and 
cardiovascular  disease  similar  to  or 
less  than  those  for  non-Hispanic 
whites  in  the  same  age  group.  The 
ethnic  advantage  may  result  from 
positive  risk-factor  profiles  such  as 
lower  serum  cholesterol,  lower  rates 
of  smoking,  and  lower  rates  of  alco- 
hol consumption  (13). 

Neoplasms 

Epidemiologic  data  for  the  overall 
Hispanic  population  in  the  United 
States  are  lacking.  State-level  data 
for  New  Mexico  and  Texas  indicate 
that  the  incidence  of  neoplasms  is 
consistently  lower  in  Hispanics  than 
in  non-Hispanic  whites  and  African 
Americans.  Hispanics  have  lower  in- 
cidence of  lung,  colon,  breast,  and 
prostate  malignancies  and  higher  in- 
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cidence  of  stomach,  liver,  gall  blad- 
der, and  cervical  malignancies 
(13,16) 

Despite  socioeconomic  status,  ac- 
culturation may  be  an  important 
factor  in  relation  to  these  diseases. 
Older  Hispanics  who  are  more  ac- 
culturated  have  higher  rates  of  hy- 
pertension than  do  those  Hispanic 
elders  who  are  less  acculturated 
(17).  However,  the  effect  of  accultur- 
ation needs  to  be  studied  further. 

FUNCTIONAL/MENTAL  STATUS 

We  lack  comparative  data  on  com- 
munity-based assessments  of  func- 
tional and  mental  status  of  elderly 
Hispanics.  A nationwide  telephone 
survey  conducted  by  The  Common- 
wealth Fund  found  that  elderly  His- 
panics were  more  functionally  im- 
paired than  were  non-Hispanic 
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whites  (18).  This  impairment  was 
manifested  by  difficulties  across  all 
Activities  of  Daily  Living  and  Instru- 
mental Activities  of  Daily  Living. 
Furthermore,  older  Hispanics  living 
in  rural  areas  may  be  more  function- 
ally disabled  than  their  urban  coun- 
terparts (6).  Finally,  comparative 
data  demonstrate  that  institutional- 
ized Hispanic  elders  are  more  func- 
tionally and  mentally  disabled  than 
are  their  non-Hispanic  white  coun- 
terparts ( 1 9). 

FAMILY  SUPPORT 

Older  Hispanics  have  strong  family 
ties  and  family  interactions.  The  ex- 
tended family  continues  to  provide 
significant  support  for  the  Hispanic 
elder.  The  designated  primary  care- 
giver is  usually  the  elderly  spouse, 
adult  daughter,  or  daughter-in-law. 
Family  caregiving  occurs  with  a 
detrimental  cost  to  those  involved. 
Family  caregivers  of  elderly  Hispan- 
ics have  had  high  levels  of  stress  and 
depression  (20).  In  urban  areas,  a 
contributing  factor  could  be  the 
underutilization  by  these  caregivers 
of  community-based  long-term  ser- 
vices. 

Although  there  is  a reliance  on 
nuclear  and  extended  family  mem- 
bers as  the  primary  advocates  and 
caregivers  for  Hispanic  elderly,  fami- 
ly caregivers  continue  to  use  com- 
munity supportive  services  (20).  Re- 
ferrals for  family  caregivers  to  access 
community  services  are  necessary  to 
prevent  caregiver  “burnout.” 

IMPLICATIONS  FOR  PHYSICIAN 
PROVIDERS 

Various  factors  may  affect  directly  the 
ability  of  the  physician  to  accurately 
diagnose  or  treat  the  Hispanic  elder. 
These  factors  include  communication 
problems,  barriers  to  health  care,  and 
informal  health-care  services. 


Table  2.  Leading  causes  of  death  in  Texas  by  Hispanic,  non-Hispanic  white,  and  African 
American  men  and  women  aged  75  and  older  in  1990  (rates  per  1000  estimated  population). * 


No.  of  No.  of  African 

No.  of  Hispanics  Non  Hispanic  Whites  Americans 


Cause  of  Death 

(Rate) 

(Rate) 

(Rate) 

Diseases  of  heart 

Male 

960 

(27.6) 

7329 

(37.7) 

901 

(37.1) 

Female 

Malignant  neoplasms 

1199 

(22.8) 

10832 

(29.3) 

1311 

(30.2) 

Male 

549 

(15.8) 

4083 

(21.0) 

604 

(24.9) 

Female 

Cerebrovascular  diseases 

439 

(83.7) 

3917 

(10.6) 

506 

(11.7) 

Male 

195 

(5.6) 

1412 

(7.2) 

220 

(9.0) 

Female 

Pneumonia  and  influenza 

316 

(6.0) 

3107 

(8.4) 

374 

(8.6) 

Male 

159 

(4.5) 

1029 

(5.3) 

128 

(5.3) 

Female 

Diabetes  mellitus 

154 

(2.9) 

1515 

(4.0) 

93 

(2.1) 

Male 

1 13 

(3.2) 

379 

(1.9) 

60 

(2.4) 

Female 

Chronic  obstructive 
pulmonary  disease 

185 

(3.5) 

629 

(1.7) 

157 

(3.6) 

Male 

102 

(2.9) 

1189 

(6.1) 

77 

(3.1) 

Female 

67 

(1.2) 

937 

(2.5) 

NA 

Septicemia 

Male 

62 

(1.7) 

186 

(9.5) 

34 

(1.4) 

Female 

Accidents 

58 

(1.1) 

310 

(8.4) 

51 

(1.1) 

Male 

51 

(1.4) 

355 

(1.8) 

55 

(2.2) 

Female 

Nephritis  and  associated  disease 

39 

(0.7) 

447 

(1.2) 

40 

(0.9) 

Male 

48 

(1.3) 

196 

(1.0) 

41 

(1.6) 

Female 

38 

(0.7) 

275 

(0.7) 

57 

(1.3) 

Chronic  liver  disease  and  cirrhosis 

Male 

33 

(0.9) 

NA 

NA 

Female 

NA 

NA 

NA 

::Data  from  the  Texas  Department  of  Health 
NA  = not  available 


Communication  problems 
Patients  with  a limited  ability  to  com- 
municate in  English  will  have  difficul- 
ty understanding  verbal  instructions 
in  English  but  should  be  able  to  un- 
derstand oral  instructions  in  Spanish; 
however,  they  may  have  difficulty  un- 
derstanding written  instructions  in  ei- 
ther English  or  Spanish.  Most  written 
materials  developed  in  Spanish  have 
not  been  targeted  to  the  literacy  level 
of  the  aged  Hispanic.  Oral  translation 
may  further  complicate  the  problem 
as  translators  may  be  relatives  who 
accompany  the  elder  and  who  have 
varying  levels  of  mastery  of  Spanish. 
Furthermore,  relatives  may  edit  or 
filter  important  information  necessary 
for  a complete  patient  evaluation. 

Health-care  workers  who  must 
add  translation  to  their  responsibili- 
ties in  a busy  office  may  not  have 


sufficient  time  or  adequate  training 
and  may  not  receive  adequate  com- 
pensation for  the  additional  transla- 
tion duties.  Multiple  errors  in  trans- 
lation may  occur  as  a result  of  an 
ineffective  translation  program  (21). 
Finally,  good  communication  may 
require  more  time  from  both  the 
physician  and  his/her  staff.  There- 
fore, the  physician  providing  care  to 
Hispanic  elder  populations  must  ei- 
ther be  conversant  in  Spanish  or 
have  staff  who  are  conversant  in 
Spanish.  Bilingual  staff,  who  func- 
tion as  translators,  should  have  this 
responsibility  delineated  clearly  in 
their  job  descriptions,  should  receive 
adequate  compensation,  and  should 
be  given  training  opportunities  to 
maintain  these  skills. 

Barriers  to  health  care 

The  lower  socioeconomic  status  of 


Table  3.  Range  of  reported  prevalence  of  dis- 
eases affecting  elder  Hispanics. 


Disease 

Percent 

Affected 

Arthritis 

4.1-28.3 

Hypertension 

14.2-23.7 

Diabetes  mellitus 

11.0-21.6 

Pulmonary  diseases 

14.6-19.7 

Hearing/vision  impairment 

12.4-16.9 

Atherosclerotic  heart  disease 

12.8-16.5 

Cerebrovascular  disease 

7.7-11.5 

Neoplasms 

4. 9-9. 7 

some  elderly  Hispanics  may  cause 
difficulties  in  purchasing  medica- 
tions and  paying  for  premiums  asso- 
ciated with  Medicare,  Part  B.  These 
conditions  may  result  in  a decrease 
in  compliance  with  physician  in- 
structions. Access  to  services  be- 
comes more  difficult  when  multiple 
visits  are  required  over  limited  peri- 
ods of  time.  Older  Hispanics  tend  to 
rely  on  family  members  as  their  sole 
source  of  transportation.  Family 
members  may  work  and  be  unable 
to  provide  these  services  (22).  Final- 
ly, public  transportation  systems,  es- 
pecially in  rural  areas  of  Texas,  may 
be  inadequate  or  nonexistent. 

Informal  health-care  services 
Older  Flispanics  may  access  infor- 
mal health-care  services,  such  as  cu- 
randeros,  in  addition  to  their  usual 
physician  provider.  Elderly  living  in 
the  border  cities  may  utilize  health- 
care services  from  Mexico  to  supple- 
ment the  care  they  receive  by  US 
physicians.  More  commonly,  they 
may  use  home  remedies  (herbal)  to  a 
greater  extent  than  do  younger 
Mexican  Americans  or  other  popu- 
lations (23).  Physicians  should  in- 
quire about  the  use  of  informal 
health-care  services  but  not  assume 
that  all  of  their  elderly  patients  are 
availing  themselves  of  these  services. 

SUMMARY 

The  physician  plays  a key  role  in  the 
provision  of  care  for  Hispanic  el- 
ders. Thorough  evaluation  of  exist- 
ing problems  is  essential  and  preven- 
tative measures  are  required  to 
overcome  multiple  and  complex 
health  problems  in  this  community. 

When  issues  of  noncompliance 
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arise,  prompt  attention  to  the  specific 
areas  of  communication,  access,  and 
use  of  informal  health-care  services 
should  he  explored  fully.  The  use  of 
expanded  community  geriatric  ser- 
vices (eg,  case  management,  home 
health  care,  transportation  services, 
and  “Meals-on-Wheels”)  and  other 
services  will  provide  continuity  of 
health  care  and  will  be  important  for 
earlier  detection  of  potential  medical 
problems.  Furthermore,  increased  at- 
tention to  such  sequelae  of  long- 
standing diabetes  mellitus  as  diabetic 
retinopathy  or  peripheral  vascular 
disease  may  impact  on  the  functional 
status  of  the  older  Hispanic.  Finally, 
additional  studies  are  needed  to  bet- 
ter describe  how  factors  such  as  ac- 
culturation may  decrease  morbidity 
in  the  older  Hispanic  population. 
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The  American  population  is  aging. 
Predictions  for  the  future  estimate 
that  nearly  50%  of  those  over  age 
65  will  need  long-term  institutional- 
ized care  in  nursing  facilities  at  some 
time.  Texas  has  gained  national  at- 
tention for  the  difficulties  it  faces  in 
providing  quality  care  to  this  vul- 
nerable group.  Nursing  facilities 
face  challenges  in  reimbursement, 
regulation,  medical  direction  and 
nursing  care,  quality  improvement, 
and  ethical  dilemmas.  This  article 
will  attempt  to  present  these  chal- 
lenges and  offer  solutions  consistent 
with  the  goals  and  desires  of  con- 
sumers and  providers. 


Send  reprint  requests  to  Dr  Rapp,  Indepen- 
dence Plaza  II,  4301  Garth  Rd,  #200, 
Baytown,  TX  7752  1 . 


Challenges  to  quality  care  in  Texas 
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There  are  91,000  residents 
in  1118  nursing  facilities  reg- 
ulated by  the  state  of  Texas. 
Three  quarters  of  these  residents 
have  their  care  funded  through  the 
Medicaid  system.  The  mean  age  of 
this  predominantly  female  popula- 
tion is  above  80  years.  A very  high 
percentage  of  the  residents  are  phys- 
ically disabled  and  about  one  half 
have  some  form  of  dementia.  The 
number  of  Texans  older  than  65  is 
expected  to  grow  from  1.7  million 
today  to  3.9  million  by  the  year 
2026  (1).  Estimates  are  that  43%  of 
people  older  than  65  will  enter  a 
nursing  facility  some  time  before 
they  die  (2).  The  state  must  create  a 
system  to  anticipate  the  growth  and 
allocate  funds  to  meet  the  needs  of 
this  population. 

REGULATION  AND  REIMBURSEMENT 

America’s  first  nursing  facilities  grew 
out  of  hoarding  homes  that  devel- 
oped with  the  advent  of  industrial- 
ization. As  the  residents  aged,  some 
of  the  homes  began  to  offer  basic 
nursing  services.  Regulation  began 
with  some  states  requiring  facilities 
to  obtain  a license  to  operate.  Texas 
was  first  in  the  nation  with  a licens- 
ing law  in  1945  (1).  When  Medicaid 
began  reimbursing  facilities  for  care 
in  1971,  payment  was  linked  to  fed- 
eral standards  that  focused  primarily 
on  the  structure  and  capacity  of  the 
facility  to  render  care  (1).  Far-reach- 
ing changes  were  enacted  with  the 
Federal  Omnibus  Budget  Reconcilia- 
tion Act  of  1987  (OBRA  ’87).  The 
intent  of  this  act,  which  went  into 
effect  in  October  of  1990,  is  to  as- 
sure a uniform  resident  assessment 
that  directs  the  care  planning  pro- 
cess. The  Resident  Assessment  In- 
strument was  developed  to  gather 
multidisciplinary  data,  identify  and 
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assess  problems,  and  initiate  the 
plan  of  care.  Furthermore,  the  act 
was  intended  to  promote  resident 
rights  and  link  the  survey  process  to 
resident  outcomes. 

Over  the  years,  Texas  nursing  facil- 
ities have  often  been  in  the  news.  In 
1977,  the  Lufkin  News  investigated 
nursing  facilities  for  abuse  and  neglect. 
As  a result,  legislative  changes  were 
enacted  in  an  attempt  to  improve  care. 
In  October  1991,  the  ABC  news  pro- 
gram 20/20  suggested  some  Texas  fa- 
cility owners  were  compromising  care 
to  realize  a profit.  Subsequently,  the 
governor  has  personally  made  two 
unannounced  nursing  facility  visits 
and  has  appointed  a citizen  trustee  to 
make  recommendations  on  improving 
overall  quality  of  care  in  nursing  facili- 
ties (3,4).  The  lieutenant  governor  ap- 
pointed a special  Nursing  Home  Work 
Group  composed  of  representatives 
from  the  legislature  and  government 
agencies,  from  medical,  nursing,  and 
pharmaceutical  professional  organiza- 
tions, from  nursing  facility  industry  as- 
sociations, and  from  a resident  advo- 
cacy group  to  study  the  issues  and 
make  recommendations  (5).  In  addi- 
tion, the  Texas  Department  of  Health 
has  released  a strategic  agenda  outlin- 
ing eight  major  initiatives  it  will  under- 
take to  assure  the  quality  of  life  and 
quality  of  care  in  nursing  facilities  (6). 
The  current  activity  for  change  has 
reached  its  highest  level  in  many  years. 

Texas  nursing  facilities  are  actual- 
ly quite  remarkable  in  their  ability  to 
provide  a generally  good  level  of  care 
given  the  state’s  low  reimbursement 
rate  through  Medicaid.  In  1991,  in 
spite  of  an  annual  cost  that  exceeded 
$1  billion,  the  average  daily  Medi- 
caid reimbursement  rate  in  Texas 
ranked  43rd  nationally  at  $54  per 
day  (7).  Texas  is  one  of  the  last  states 
to  continue  to  use  a flat-rate  system, 
paying  each  facility  the  same  regard- 
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less  of  variable  costs  in  different  loca- 
tions. The  system  encourages  cost  re- 
duction to  maximize  profits  (1). 
Restoration  of  a resident’s  functional 
status  is  not  encouraged  because  as  a 
resident  improves,  the  reimbursement 
is  lower.  Furthermore,  this  system  en- 
courages discrimination  against  the 
poor  because  facilities  are  free  to 
charge  private-paying  residents  what- 
ever they  want. 

State  and  federal  expenditures 
are  not  producing  outcomes  desired 
by  consumers  or  providers.  The 
Preadmission  Screening  and  Annual 
Resident  Review  (PASARR)  is  one 
example  of  these  shortcomings.  This 
screening,  federally  mandated  by 
OBRA  ’87,  is  intended  to  identify 
individuals  with  developmental  dis- 
abilities or  mental  illness  who  may 
need  specialized  services  not  avail- 
able in  the  nursing  facility  or  who 
may  need  placement  in  a less  restric- 
tive setting  (8).  As  of  1993,  Texas 
has  spent  $17  million  to  screen 
81,000  individuals  (8).  Of  these 
81,000,  only  3800  individuals  were 
identified  as  needing  specialized  ser- 
vices or  alternative  placement  (7). 
Very  few  individuals  have  been 
moved  because  alternate  facilities  do 
not  exist  (8). 

Nationally,  the  average  number 
of  surveyor  visits  per  facility  per 
year  is  four.  In  Texas,  partly  related 
to  state  requirements  for  complaint 
investigation,  this  number  is  more 
than  six. 

Until  recently,  Texas  nursing  facil- 
ities have  been  regulated  by  eight  dif- 
ferent agencies.  Regulatory  concerns 
have  crossed  agency  lines,  making 
resolution  of  complaint  procedures 
difficult  and  confusing.  In  August 
1991  under  House  Bill  7,  the  legisla- 
ture created  the  Health  and  Human 
Services  Commission  to  oversee  all 
health  and  human  service  programs. 


The  commissioner  of  the  agency  will 
have  the  authority  to  implement  a co- 
ordinated approach  to  nursing  facili- 
ty issues  by  late  1993  (9). 

OWNERSHIP  AND  MANAGEMENT 
RESOURCES 

Owners  and  administrators  are  key 
players  in  providing  quality  care  in 
nursing  facilities.  Most  (87%)  Texas 
facilities  are  proprietary.  Current 
regulations  do  not  address  responsi- 
bilities of  ownership;  however,  meth- 
ods to  deal  with  owners  allowing 
substandard  care  are  being  investi- 
gated. A facility  cannot  operate 
without  a licensed  administrator 
(10).  Regulatory  agencies  charge  the 
administrator  with  ultimate  respon- 
sibility for  the  quality  of  care.  Un- 
derfunding of  facility  operations  by 
the  owners,  however,  can  impact 
quality  of  care  in  ways  that  are  be- 
yond the  administrator’s  control. 

Two  state  nursing  facility  associa- 
tions offer  support  to  those  in  the  in- 
dustry. The  Texas  Health  Care  Asso- 
ciation has  a membership  of 
approximately  850  proprietary  facil- 
ities. The  Texas  Association  of 
Homes  for  the  Aging  represents 
about  100  nonproprietary  facilities. 
These  associations  provide  educa- 
tional resources,  networking,  prob- 
lem solving,  and  legislative  represen- 
tation for  their  members. 

MEDICAL  DIRECTION  AND 
PHYSICIAN  INVOLVEMENT 

The  role  of  the  medical  director  in 
long-term  care  has  evolved  from  that 
of  distant  consultation  and  vague  re- 
sponsibilities to  that  of  a distinct 
function  and  shared  responsibility 
(11,  and  Texas  Department  of 
Health  and  Human  Services,  Guid- 
ance to  surveyors:  long-term  care  fa- 
cilities, draft,  March  18,  1992).  The 
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medical  director  is  often  a communi- 
ty physician,  with  a caseload  of  pri- 
vate patients  in  the  facility,  who 
agrees  also  to  provide  medical  direc- 
tion ( 12).  The  Texas  Medical  Associ- 
ation’s Committee  on  Aging  and 
Long-term  Care  and  the  Texas  Geri- 
atrics Society  have  been  promoting 
this  physician  role.  The  professional 
organization  for  medical  directors  is 
the  American  Medical  Directors  As- 
sociation, of  which  the  Texas  Medi- 
cal Directors  Association  is  an 
affiliate.  The  American  Medical  Di- 
rectors Association  offers  and  pro- 
motes professional  competence  of 
the  medical  director’s  role  through  a 
certification  process.  With  the  assis- 
tance of  the  American  Medical  Di- 
rectors Association,  the  Texas  Medi- 
cal Directors  Association  has 
released  a position  paper  on  the 
medical  director’s  role  and  responsi- 
bilities (Tables  1 and  2). 

Physicians  have  been  criticized 
for  their  reluctance  to  make  nursing 
home  visits.  Reasons  cited  for  this 
include  low  reimbursement,  per- 
ceived interference  of  medical  prac- 
tice by  regulators,  inconvenience, 
and  lack  of  familiarity  in  how  to  get 
the  job  done  in  this  environment 
(13).  Like  other  health-care  profes- 
sionals, physicians  historically  have 
had  little  training  in  geriatrics  or 
long-term  care  (14,15).  The  ageist 
attitude  affecting  society  is  also  a 
factor.  Younger  members  of  the  pop- 
ulation see  the  elderly  as  different 
from  themselves  instead  of  a mirror 
of  what  they  will  become  ( 16). 

NURSING  ISSUES 

The  quality  of  care  in  nursing  facili- 
ties is  affected  significantly  by  the 
number,  supply,  training,  and  quali- 
ty of  licensed  nurses  and  nurse’s 
aides.  In  Texas,  the  ratio  of  regis- 
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Table  1.  Proposed  medical  director  roles  and 
responsibilities.8' 

1.  Development  and  implementation  of  resi- 
dent care  policies 

2.  Liaison  between  medical  staff  and  facility 
staff 

3.  Availability  for  facility  emergencies 

4.  Correlation  of  care  delivered  and  care 
plan 

5.  Medical  and  clinical  leadership 

6.  Peer  review 

7.  Develop  and  monitor  medical  staff  policy 

8.  Review  drug  regimen  and  quality  assur- 
ance activities 

9.  Facility  staff  meetings 

10.  Develop  a consulting  staff 

11.  Oversee  safety  and  sanitation 


“ From  Texas  Medical  Directors  Association, 
TMDA  position  on  the  medical  director’s  role 
and  responsibilities,  draft,  1992. 

tered  nurses  (RN)  to  residents  is 
1:55;  nationally,  this  ratio  is  1:15 
(17).  Registered  nurse  staffing  has 
not  increased  proportionately  with 
the  increasing  complexity  of  the  resi- 
dents’ medical  needs.  The  only  RN 
in  many  facilities  functions  in  an  ad- 
ministrative role,  orienting,  assign- 
ing, and  supervising  staff.  Profes- 
sional nursing  programs  are  just 
beginning  to  require  geriatric  cours- 
es. Educational  programs  for  RNs 
offer  only  the  most  basic  managerial 
training,  and  it  takes  place  in  the 
acute-care  setting.  The  RNs  have  lit- 
tle opportunity  to  gain  experience  in 
nursing  facilities  below  the  level  of 
the  director  of  nurses.  Registered 
nurses  become  quickly  overwhelmed 
in  their  positions,  and  licensed  voca- 
tional nurses  (LVN)  fare  even  worse. 
The  annual  turnover  rate  for  RNs 
and  LVNs  in  1990  was  80%  and 
108%,  respectively  (1).  The  Texas 
Nurses  Association  supports  an  in- 
crease in  RN  staffing  in  facilities 
coupled  with  financial  incentives  for 
a higher  RN-to-resident  ratio,  a re- 
tention and  recruitment  plan,  and 
minimum  education  in  gerontologi- 
cal preparation  for  all  nurses  (5). 

Licensed  vocational  nurses, 
trained  to  provide  one-on-one  pa- 
tient care  in  the  hospital  environ- 
ment, function  as  charge  nurses,  su- 
pervising care  given  by  nurse’s  aides 
and  providing  care  requiring  a li- 
cense. The  LVNs  are  expected  to  be 
able  to  assess  changes  in  a resident’s 
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Table  2.  Additional  roles  and  responsibilities 
of  the  medical  director.8' 


1.  Provide  information  about  federal,  state, 
and  local  regulations  applicable  to  nurs- 
ing facilities 

2.  Develop  in-service  education  programs 
for  the  attending  physicians 

3.  Provide  information  about  current  evalua- 
tion and  treatment  methods  for  specific 
illnesses 

4.  Prepare  periodic  reports  summarizing 
medical  director  activities 

5.  Represent  the  facility  in  discussion  and 
meetings  with  other  institutions  relevant 
to  medical  care 

6.  Assist  the  facility  to  develop  an  ongoing 
program  to  evaluate  and  manage  the 
health  of  the  facility’s  employees 

7.  Help  manage,  review,  and  respond  to  fed- 
eral, state,  and  local  surveys  and  inspec- 
tions 


8'From  Texas  Medical  Directors  Association, 
TMDA  position  on  the  medical  director’s  role 
and  responsibilities,  draft,  1992. 


condition  and  to  effectively  commu- 
nicate the  findings  via  the  telephone 
to  the  physician.  Licensed  vocational 
nurse  training  does  little  to  prepare 
them  for  this  role. 

The  OBRA  ’87  legislation  re- 
quires nurse’s  aides  to  have  at  least 
75  hours  of  standardized  training  in 
approved  facilities.  However,  reten- 
tion of  nurse’s  aides  is  a significant 
problem.  The  wage  in  Texas  is  close 
to  the  minimum,  and  the  work  is 
physically  and  emotionally  demand- 
ing. Many  who  receive  the  training 
leave  for  higher-paying  jobs  in  hos- 
pitals and  home  health  agencies. 

Nurse  practitioners  and  physician 
assistants  may  offer  a cost-effective 
way  to  provide  the  clinical  expertise 
needed  to  manage  the  complex  physi- 
ological, functional,  and  psychiatric 
disabilities  found  in  today’s  nursing 
facility  population.  The  nursing  facil- 
ity could  expand  the  role  of  the  nurse 
practitioner  or  physician  assistant  be- 
yond the  clinical  function  to  include 
administration,  education,  and  re- 
search. The  medical  director  may 
want  to  consider  employing  a nurse 
practitioner  or  a physician  assistant 
to  augment  the  medical  director’s 
role  as  well  as  to  provide  direct  care. 
The  nurse  practitioner,  with  clinical 
expertise  in  nursing  as  well  as  educa- 
tional preparation  in  quality  assur- 
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ance,  policy  and  procedure  writing, 
and  protocol  development  may  be 
the  logical  choice  for  nursing  facili- 
ties (18). 

QUALITY  IMPROVEMENT 

Before  quality  can  be  improved,  it 
must  be  defined.  The  Joint  Commis- 
sion on  Accreditation  of  Healthcare 
Organizations  defines  quality  as 
those  factors  that  will  increase  the 
likelihood  of  a desired  outcome  (17). 
Two  basic  theories  exist  for  solving 
quality  issues.  The  older  and  more 
traditional  is  the  theory  of  “bad  ap- 
ples,” whereby  quality  is  improved 
by  throwing  out  what  is  rotten.  This 
approach  establishes  minimum  stan- 
dards, then  sets  in  motion  a system 
of  surveillance  and  inspection.  Im- 
provement efforts  focus  on  discovery 
of  outlying  events  and  the  poor  per- 
formance of  the  responsible  party. 
The  result  is  an  adversarial  relation- 
ship between  the  worker  and  the  in- 
spector (ie,  the  nursing  facility  and 
the  state  surveyor)  (17). 

The  theory  of  continuous  quality 
improvement  may  offer  a new  ap- 
proach to  promoting  quality.  Using 
a more  positive  approach,  this  theo- 
ry holds  that  problems  are  not 
caused  by  poor  intentions  of  the  em- 
ployee but  by  an  inadequate  or 
poorly  designed  system  in  which  the 
employee  works  (19).  Problems  are 
opportunities  for  everyone  to  work 
together  to  improve  the  system.  In 
the  theory  of  continuous  quality  im- 
provement, improving  the  system 
improves  quality,  thereby  creating 
an  opportunity  to  shift  the  entire 
curve  upward  instead  of  trimming  a 
few  bad  apples  (19). 

Improvement  can  be  realized 
when  leaders  from  the  public,  pri- 
vate, and  government  sectors  unite 
in  a positive  and  constructive  man- 
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ner.  This  will  require  time,  capital, 
and  mutual  respect  (19).  Modern 
management  theory  holds  that  “ex- 
cellent results  are  more  likely  to  he 
achieved  when  the  members  of  an 
organization  are  motivated  not  by 
fear  of  sanctions  for  inadequate  per- 
formance, but  by  pride,  accountabil- 
ity, cooperation,  and  loyalty”  (20). 

ETHICAL  DILEMMAS 

The  decision-making  capacity  of 
many  residents  is  compromised  by 
dementia,  communication  disorders, 
depression,  and  anxiety.  Varying  de- 
grees of  decision-making  ability  may 
be  present.  Whenever  possible,  end- 
of-life  decisions  should  be  made 
while  the  person  is  still  competent. 
Physicians  should  encourage  the  use 
of  the  Durable  Power  of  Attorney 
for  Health  Care,  which  designates  a 
potential  surrogate  decision-maker 
early  in  the  relationship  with  resi- 
dents and  their  families.  This  simple 
document  does  not  require  an  attor- 
ney to  execute  it. 

The  Texas  Natural  Death  Act 
(Living  Will)  is  one  form  of  docu- 
mentation supporting  the  refusal  or 
withholding  of  resuscitation,  me- 
chanical ventilation,  dialysis, 
artificial  feeding,  and  other  mea- 
sures (21).  Note  that  the  Texas  Nat- 
ural Death  Act  does  not  take  effect 
until  two  physicians  verify  the  irre- 
versible and  terminal  state  of  the 
resident.  From  a logistical  stand- 
point, this  is  a difficult  requirement 
to  uphold  in  a nursing  facility.  The 
form  provides  legal  protection  for 
providers  when  followed,  but  it  is 
clearly  not  the  only  method  by 
which  life-sustaining  procedures  can 
be  declined  or  withheld.  Federal 
constitutional  law  holds  that  a com- 
petent person  can  decline  any  treat- 
ment (22).  The  Texas  Department 


of  Health  recommends  documenta- 
tion that  includes  the  resident’s  deci- 
sion-making capacity,  the  name  of 
the  surrogate  decision  maker  if  ap- 
propriate, the  discussion  of  treat- 
ment and  prognosis,  and  the  deci- 
sion reached  (Texas  Department  of 
Health  and  Human  Services,  draft, 
March  18,  1992).  Guidelines  allow 
treatment  rationale  documentation 
to  be  anywhere  in  the  resident’s 
record.  This  is  important  because 
nurses,  social  workers,  and  adminis- 
trators may  become  involved  in  this 
process  outside  of  a physician  visit. 
A physician’s  order  is  required  for 
“do  not  attempt  resuscitation”  sta- 
tus, and  a telephone  order  is  accept- 
able. In  the  event  of  an  incompetent 
resident  without  an  advance  direc- 
tive, durable  power  of  attorney,  or 
legal  guardian,  the  physician  should 
make  an  attempt  to  obtain  input 
from  surrogate  decision  makers. 
The  Texas  Legislature  and  the  Texas 
Department  of  Health  recommend 
that  these  are,  in  order  of  rank,  the 
spouse,  consensus  of  the  children, 
parents,  siblings,  or  other  living  rel- 
atives. A decision  by  two  persons 
from  these  categories  is  recommend- 
ed, if  available.  The  role  of  the 
physician  is  to  care  for  a resident  in 
the  manner  he  or  she  would  wish, 
within  the  physician’s  ethical 
boundaries. 

When  the  intensity  of  treatment  is 
being  considered,  a range  of  options 
may  be  offered,  taking  into  account 
the  capabilities  of  the  nursing  facility. 
To  offer  at  least  three  levels  of  care  is 
reasonable.  Level  One  includes  hospi- 
talization and  full  treatment  for 
disease  and  comfort,  including 
cardiopulmonary  resuscitation,  venti- 
lator assistance,  dialysis,  and  artificial 
feeding.  Decisions  to  withdraw  treat- 
ment can  be  negotiated  at  any  time. 
Level  Two  includes  aggressive  treat- 


ment of  disease  and  comfort  and  hos- 
pitalization, if  needed,  but  excludes 
cardiopulmonary  resuscitation,  venti- 
lator assistance,  dialysis,  or  artificial 
feeding.  Mechanical  assistance  or 
artificial  feeding  can  be  considered  if 
it  is  expected  to  be  for  a short  term 
or  on  a trial  basis.  Level  Three  con- 
stitutes aggressive  care  for  comfort 
only  and  is  generally  reserved  for  ter- 
minally ill  residents.  The  resident  is 
not  to  he  transferred  to  acute  care 
unless  comfort  measures  in  the  nurs- 
ing facility  fail.  Infections  would  not 
necessarily  be  treated  except  for  rea- 
sons of  comfort.  A recommendation 
of  hospice  care  may  be  appropriate 
for  this  group. 

The  multidisciplinary  team  that 
includes  the  resident  and  the  family 
should  be  involved  in  this  decision- 
making process.  The  nursing  staff, 
including  LVNs  and  nurses’  aides, 
must  understand  the  levels  of  care 
and  reasons  for  the  decisions 
reached.  Families  need  reassurance 
that  “no  code”  and  “no  cure”  do 
not  imply  “no  care.”  Furthermore, 
physicians  and  nurses  must  not  view 
impending  death  as  a failure  and  a 
time  to  retreat.  Both  professional 
groups  must  stay  involved  to  assure 
a compassionate  death  that  pro- 
motes comfort,  dignity,  and  allevia- 
tion of  pain. 

SUMMARY 

The  regulation  of  nursing  facilities  in 
Texas  is  undergoing  rapid  change. 
Nursing  facilities  are  challenged  by 
an  inspection  system  that  focuses  on 
negative  reinforcement,  creating  an 
adversarial  relationship  between  the 
industry  and  the  regulators.  Adminis- 
trators and  owners  are  saddled  with 
a reimbursement  system  that  ranks 
among  the  lowest  in  the  country,  en- 
courages bare  bones  services,  and 
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discourages  improvement  of  func- 
tional status  in  the  residents.  Regula- 
tors are  frustrated  with  their  inability 
to  effect  positive  change  in  the  sys- 
tem. The  education  of  nurses  and 
physicians  has  not  kept  pace  with  the 
needs  of  the  aging  population. 

The  various  entities  within  the  in- 
dustry should  unite  for  the  benefit  of 
all.  Positive  reinforcements  are  more 
likely  to  achieve  desired  results.  Sus- 
tained improvement  in  care  would 
require  less  surveillance  and  would 
decrease  regulator  costs.  As  a new 
voice  and  participant,  the  physician 
who  is  a medical  director  occupies  a 
unique  position  of  dual  advocacy  for 
positive  change  for  both  the  resident 
and  the  nursing  facility. 
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Osteoporosis:  considerations  in  evaluating 
and  managing  the  older  patient 

Craig  D.  Rubin,  MU 


Osteoporosis  is  a common  disorder 
that  results  in  1.3  million  fractures 
each  year  in  the  United  States.  The 
resultant  morbidity  and  mortality  are 
substantial.  While  there  has  been 
considerable  progress  in  our  under- 
standing of  this  disease,  research 
studies  frequently  include  only  early 
postmenopausal  individuals.  At  the 
same  time,  a number  of  important 
pathophysiologic  and  clinical  differ- 
ences exist  between  early  post- 
menopausal and  elderly  individuals. 
These  considerations  raise  the  issue 
of  the  appropriateness  of  generaliz- 
ing evaluation  and  treatment  recom- 
mendations from  younger  to  older 
patients.  This  review  emphasizes  fac- 
tors important  in  the  assessment  and 
treatment  of  established  osteoporosis 
in  older  patients. 
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The  University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235-8889. 


Osteoporosis  is  an 

important  problem  that  is 
prevalent  and  results  in  sig- 
nificant morbidity  and  mortality.  The 
disorder  accounts  for  at  least  1.3  mil- 
lion fractures  in  the  United  States 
each  year  (1).  Osteoporosis  is  charac- 
terized by  decreased  bone  mass  and 
increased  susceptibility  to  fractures, 
often  occurring  with  minimal  or  no 
recognized  trauma  (2,3).  One  third  of 
women  over  the  age  of  65  years  will 
have  vertebral  fractures;  by  extreme 
old  age,  1 of  every  3 women  and  1 of 
every  6 men  will  have  had  a hip  frac- 
ture (4).  Hip  fractures  are  the  most 
important  consequence  of  the  osteo- 
porotic syndrome.  The  first-year 
postfracture  mortality  rate  is  about 
12%  to  20%  higher  than  the  mortali- 
ty rate  in  persons  of  similar  age  and 
gender  who  have  not  suffered  a frac- 
ture (3).  Mobility,  function,  and  inde- 
pendence are  all  affected.  In  one 
study,  33%  of  community-living  pa- 
tients became  residents  of  permanent 
skilled  nursing  facilities  after  sustain- 
ing hip  fractures  (5).  Vertebral  com- 
pression fractures  are  also  associated 
with  impaired  functional  status  (6). 
The  problems  posed  by  osteoporosis 
will  grow  as  our  population  contin- 
ues to  age. 

INVOLUTIONAL  OSTEOPOROSIS 

Two  syndromes  of  involutional  os- 
teoporosis, type  I and  type  II,  have 


been  proposed  (Table  1)  (4).  Al- 
though overlap  and  individual  pa- 
tient variation  exists,  the 
classification  serves  to  delineate  a 
number  of  epidemiologic  and  patho- 
physiologic differences  and  provides 
a useful  framework  for  the  clinical 
approach  to  patients  with  involu- 
tional osteoporosis  (4,7). 

Type  I osteoporosis,  called  post- 
menopausal osteoporosis,  is  caused 
by  estrogen  deficiency.  This  form  of 
osteoporosis  is  characterized  by  in- 
creased bone  turnover  and  excessive 
bone  resorption.  Affected  patients 
lose  bone  at  an  increased  rate  (2% 
year)  for  the  first  few  years  following 
menopause  (surgical  or  natural).  The 
rate  of  bone  loss  resumes  the  age-re- 
lated decline  of  about  0.5%  per  year 
by  10  years  postmenopause  (8).  Bone 
loss  occurs  primarily  in  the  spine  and 
distal  forearm,  sites  composed  main- 
ly of  trabecular  bone.  Accordingly, 
the  most  common  sites  of  fracture 
are  the  vertebrae  and  the  end  of  the 
distal  radius  (Colles’).  Pathophysio- 
logically,  bone  loss  is  mediated  by  ex- 
cessive osteoclastic  activity,  which 
can  lead  to  perforation  of  trabeculae 
and  altered  microarchitecture  (9). 
Osteoblastic  activity  and  bone  for- 
mation continue  at  a rate  that  is  nor- 
mal but  is  now  inadequate  to  match 
osteoclastic  activity.  The  normal  1:1 
matching  of  the  bone  resorptiomfor- 
mation  ratio  is  now  uncoupled,  re- 
sulting in  a net  loss  of  bone. 


Table  1 . The  two  types  of  involutional  osteoporosis. 


Type  I 

Postmenopausal 

Type  II 

Senile 

Age  of  onset,  years 

51  to  70 

>70 

Sex 

Women 

Women  and  men 

Characteristic  of  bone  loss 

Accelerated 

Gradual 

Type  of  bone  involvement 

Trabecular 

Trabecular  and  cortical 

Fracture  Sites 

Vertebrae  (crush)  and  distal 

Vertebrae  (multiple  wedge)  and  hip 

Main  causes 

Factors  related  to  menopause 

Factors  related  to  aging 

TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  89  NO.  10 


OCTOBER  1993 


67 


Table  2.  Risk  factors  for  osteoporosis. 


PRIMARY  FACTORS 

Postmenopausal 
White  or  Asian 
Premature  menopause 
Positive  family  history 
Leanness 

Low  calcium  intake 

Inactivity 

Nulliparity 

SECONDARY  FACTORS 

Endocrine  abnormalities 
Hyperadrenocorticism 
Thyrotoxicosis 
Hyperparathyroidism 
Gastrointestinal  diseases 
Malabsorption 
Intestinal  resection 
Cirrhosis 

Malignant  deseases 

Multiple  myeloma 
Lymphoma 
Leukemia 
Immobilization 
Renal  failure 
Drugs 

Glucocorticoids 

Excess  thyroxine 

Dilantin 

Barbiturates 

Herparin 

Ethanol 

Cigarette  smoking 


Type  II  (senile)  osteoporosis  has 
also  been  referred  to  as  age-related 
osteoporosis  in  an  attempt  to  distin- 
guish between  those  factors  affecting 
bone  mass  related  solely  to  aging 
versus  those  related  to  estrogen 
deficiency  (10).  Bone  loss  occurs  at 
both  cortical  and  trabecular  sites 
and  affects  men  and  women.  Clini- 
cally, fractures  tend  to  occur  at  the 
hip  and/or  patients  may  sustain  ver- 
tebral wedge  compressions  in  con- 
trast to  the  complete  vertebral  crush 
fractures  typical  of  type  I osteo- 
porotics.  Bone  loss  occurs  in  type  II 
osteoporosis  because  of  reduced 
bone  formation  as  opposed  to  exces- 

68 


sive  bone  resorption  in  type  I osteo- 
porosis. Decreased  osteoblastic  ac- 
tivity and  altered  secretory  function 
of  parathyroid  hormone  are  impor- 
tant factors  that  contribute  to  age- 
related  bone  loss  (4, 1 1 ). 

The  separation  of  involutional 
osteoporosis  into  two  syndromes 
has  important  therapeutic  implica- 
tions. In  type  I osteoporosis,  treat- 
ment requires  an  ideal  agent  to  pre- 
vent excessive  bone  resorption, 
whereas  in  type  II  osteoporosis, 
stimulation  of  bone  formation 
would  be  the  goal.  In  both  situa- 
tions, the  intent  is  to  reestablish  nor- 
mal bone  coupling. 

Much  of  what  we  know  about 
treating  osteoporosis  is  based  on 
studies  that  largely  involve  peri- 
menopausal  women.  Findings  from 
these  studies  may  not  be  relevant  to 
elderly  patients  where  loss  of  bone 
mass  may  have  already  occurred  and 
where  attempts  to  preserve  mass 
may  have  limited,  if  any,  impact  on 
preventing  fractures  (10).  These  con- 
siderations put  the  clinician  caring 
for  older  patients  in  the  quandary  of 
using  guidelines  designed  mainly  for 
those  under  60  years  old  to  treat 
those  who  are  much  older. 

INITIAL  EVALUATION 

Although  osteoporosis  is  classified 
generally  in  terms  of  primary  (involu- 
tional) or  secondary  osteoporosis,  we 
must  realize  that  an  individual’s  bone 
mass  is  determined  by  a number  of 
factors;  these  include  race,  age,  sex, 
nutrition,  activity,  and  hormonal  sta- 
tus. In  addition,  certain  medications 
and  diseases  can  cause  osteoporosis 
(Table  2).  In  particular,  steroids,  anti- 
convulsants, thyroid  hormone  (over- 
replacement), and  alcohol  are  all 
agents  that  can  reduce  bone  mass. 
Various  diseases  common  to  the  el- 
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derly  can  also  present  with  osteope- 
nia and  osteoporosis.  A careful  eval- 
uation to  exclude  secondary  causes 
of  osteoporosis  is  necessary  so  that 
treatment  can  be  directed  to  the  pri- 
mary underlying  disease. 

Two  important  areas  to  assess 
when  evaluating  the  elderly  patient 
are  the  dietary  history  and  a falls  as- 
sessment. The  average  daily  intake 
of  elemental  calcium  in  patients  old- 
er than  65  is  approximately  500  mg 
(2,3).  This  is  far  below  the  recom- 
mended level  of  1500  mg  for  post- 
menopausal women  not  treated  with 
estrogen  (1000  mg  per  day  for  those 
taking  estrogen).  Age-related  bone 
loss  is  in  part  mediated  via  inade- 
quate dietary  intake  or  impaired  ab- 
sorption of  calcium,  resulting  in  a 
negative  calcium  balance.  Since  99% 
of  total  body  calcium  is  found  in 
bone,  the  daily  supply  to  maintain 
calcium  homeostasis  is  drawn  from 
this  source.  Therefore,  adequate  cal- 
cium intake  is  essential  to  preserve 
calcium  balance  and  prevent  bone 
loss.  Table  3 lists  the  calcium  con- 
tent of  a variety  of  foods.  Many 
foods  high  in  calcium  may  not  be 
well  tolerated  in  older  individuals. 
For  example,  dairy  products  may  be 
problematic  for  patients  with  lactose 
deficiency.  Although  dietary  sources 
of  calcium  are  preferable,  additional 
supplementation  may  be  required. 

The  assessment  of  falls  should  in- 
clude a careful  search  for  medica- 
tions that  may  cause  sedation  and 
for  agents  that  can  cause  orthostatic 
hypotension;  both  place  the  patient 
at  risk  of  falling.  Review  of  the  pa- 
tient’s mobility  and  gait  as  well  as  of 
environmental  factors  is  essential 
(12-16).  The  underlying  cause  of 
falls  can  often  be  identified,  and  pre- 
vention strategies  can  reduce  disabil- 
ity (17). 

The  laboratory  evaluation  focus- 
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Table  3.  Dietary  calcium  equivalents. 


The  following  foods  contain  approximately  the  same  amount  of  calcium  as  10  ounces  (1-1/4 
cups)  of  whole  milk’1'  (365  mg  calcium). 


1-1/3  oz  Swiss  cheese 

7/8  C plain  low-fat  yogurt 

1-3/4  oz  cheddar  cheese 

1-1/8  C low-fat  yogurt  with  fruit 

2 oz  American  cheese 

8- 1/4  oz  milkshake 

2-3/4  C creamed  cottage  cheese 

9 oz  eggnog 

5-1/3  Tbsp  parmesan  cheese 

1 -2/3  C sour  cream 

6-1/2  oz  cheese  souffle 

1 -1/3  C half  and  half  cream 

1/2  of  a 10-inch  pizza 

1 -2/3  C sherbet 

2 C ice  cream  or  ice  milk 

10  oz  tofu 

4 oz  sardines 

8 oz  oysters 

1-1/2  C soft  serve  ice  milk 

1-1/4  C custard  or  pudding 

3/4  C pink  salmon 

1-1/4  C white  sauce 

21  oz  (3  C)  shrimp 

1-1/4  C cheese  soup  made  with  milk 

1-1/3  C turnip  greensf 

2 C cream  of  mushroom  soup  made 

1-1/3  C kalef 

with  milk 

1-1/2  C spinachf 

1-1/2  C mustard  greensf 

2-1/3  C tomato  soup  made  with  milk 

3-1/3  C plain  chopped  broccolif 

2 packets  instant  oatmealf  with  fruit 

2-1/2  C Life  cereal  (3-1/3  oz) 

6-3/4  oz  Hershey’s  milk  chocolate  bars 

4-1/4  pieces  (approx  10-1/2  oz) 

5 Pudding  Pops 

cornbread 

9 oz  cream  pie  (approx  1/2  of  small  pie) 

8 flour  tortillas 

8-1/2  corn  tortillas 

8 medium  pancakes  (approx  12.8 
oz) 

12  slices  white  bread 

* 10  ounces  of  skim  milk  contains  approximately  380  mg  of  elemental  calcium. 
fOxalate  present  may  significantly  reduce  calcium  bioavailahility. 
f Phytate  present  may  significantly  reduce  calcium  bioavailahility. 


TABLE  COMPILED  BY  LINDA  J.  BRINKLEY,  RD 


Table  4.  Laboratory  evaluation  of  osteoporosis. 


Routine 

Complete  blood  count 

Calcium/albumin 

Alkaline  phosphatase 

Thyroid-stimulating  hormone 

Parathyroid  hormone 

Serum  and  urine  protein  electrophoresis 

24- hour  urine  calcium,  creatinine,''  and  sodiumf 

Specialized  tests  in  selected  circumstances 

25- hydroxyvitamin  D 
Serum  osteocalcin 

24-hour  urinary  hydroxyproline 
24-hour  urinary  pyridinoline  cross-links 


:1Creatinine  content  should  be  at  least  15  mg/kg  of  body  weight  to  ensure  adequacy  of  collection. 
fSodium  intake  affects  urinary  calcium. 


es  on  biochemical  measurements 
that  will  help  identify  secondary 
causes  of  osteoporosis  (Table  4). 
When  adequacy  of  intestinal  calcium 
absorption  is  uncertain,  a 24  hour 
urine  for  calcium  can  be  obtained. 
Values  less  than  100  mg  in  24  hours 
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suggest  impaired  intestinal  absorp- 
tion. Levels  of  vitamin  D (25  hy- 
droxyvitamin  D being  the  most  sen- 
sitive) can  be  obtained  when  vitamin 
D deficiency  is  suspected  but  is  not 
routinely  indicated. 

Serum  and  urine  indices,  such  as 
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Table  5.  Guidelines  for  use  of  bone  densitom- 
etry. 


Postmenopausal  women  considering  estrogen 
replacement  or  other  therapy  and  who 
would  be  influenced  by  bone  mineral 
density 

Patients  using  glucocorticoids 
Radiographic  evidence  of  demineralization 
Patients  with  primary  hyperparathyroidism 
Monitoring  the  efficacy  of  a therapeutic 
intervention 


hydroxyproline,  osteocalcin,  and 
pyridinium  cross-links,  used  primar- 
ily as  investigative  tools  may  be 
more  commonly  used  in  the  future 
to  determine  bone  turnover.  These 
indices  could  help  in  choosing  and 
monitoring  different  therapeutic  in- 
terventions (18,19). 

Radiographic  analysis  of  the  ver- 
tebral skeleton  is  important  to  assess 
for  vertebral  fractures  and  to  ex- 
clude other  conditions.  However,  be- 
cause a 40%  to  50%  loss  of  bone 
mass  is  necessary  to  appreciate  os- 
teopenia on  radiographs,  they  are  an 
insensitive  measure  of  bone  loss.  A 
spinal  radiograph  can  aid  the  inter- 
pretation of  bone  density  measure- 
ments because  vascular  calcifications 
and  osteophyte  formation  are  com- 
mon in  the  elderly  and  can  falsely  el- 
evate bone  density  values. 

Recent  advances  in  bone  densito- 
metry have  made  available  effective 
methods  for  determining  bone  densi- 
ty (20).  Bone  density  measurements 
can  aid  in  the  decision  to  initiate  es- 
trogen therapy  to  prevent  bone  loss 
as  well  as  in  the  management  of 
some  patients  with  established  os- 
teoporosis (Table  5)  (21).  The  relia- 
bility of  bone  density  measurements 
can  be  assured  by  making  certain 
that  only  trained  personnel  are  ad- 
ministering the  test,  that  routine  cal- 
ibration is  being  performed,  and 
that  qualified  physicians  are  render- 
ing interpretations.  Furthermore,  an 
isolated  bone  density  value  is  of  lit- 
tle use  unless  compared  to  age-  and 
sex-matched  controls. 

A comparison  of  different 
methodologies  available  to  deter- 
mine bone  density  is  outlined  in 
Table  6.  Excellent  review  articles  re- 
garding the  clinical  use  of  bone  den- 
sitometry are  available  (22,23).  Be- 
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cause  of  higher  cost  and  radiation 
exposure,  quantitative  computed  to- 
mography has  limited  applicability 
outside  the  research  setting.  Present- 
ly Medicare  will  reimburse  for 
charges  submitted  for  single  photon 
absorptiometry  but  not  for  other 
forms  of  densitometry. 

PREVENTION  AND  MANAGEMENT 
Exercise 

Studies  have  suggested  that  exer- 
cise, especially  weight-bearing  ac- 
tivities, stabilize  or  increase  bone 
mass  (24-28).  However,  many  in- 
vestigations used  small  sample  sizes 
and  included  few  elderly  subjects. 
Most  published  reports  have  not 
studied  patients  with  osteoporosis. 
Furthermore,  as  many  elderly  pa- 
tients have  physical  limitations,  the 
use  of  moderate  or  strenuous  exer- 
cise programs  may  have  little  prac- 
tical clinical  application. 

In  a nonrandomized  controlled 
trial  of  35  healthy  postmenopausal 
women  (55  to  70  years  old),  Dalsky 
et  al  (25)  found  that  60  minutes  of 
weight-bearing  exercise  performed 
three  times  a week  increased  lumbar 
spine  bone  mass.  Note  that  if  exer- 
cise was  stopped  or  reduced,  bone 
density  returned  to  baseline  values 
in  13  months.  Prince  et  al  (29)  con- 
ducted a comparative  study  of  exer- 
cise, calcium  supplementation,  and 
hormone  replacement  in  early  post- 
menopausal women  (mean  age  56) 
with  low  forearm  bone  density.  In 
this  randomized,  double-blind, 
placebo-controlled  trial,  the  investi- 
gators found  that  exercise  alone  was 
unable  to  prevent  bone  loss.  Bone 
loss  was  reduced  in  patients  receiv- 
ing exercise  and  either  calcium  or 
hormone  replacement.  Cavanaugh 
and  Cann  (30)  found  that  a walking 
program  three  times  a week  for  1 
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year  did  not  prevent  bone  loss  in 
healthy  early  postmenopausal  wom- 
en. Another  study  (31)  suggested  ex- 
cessive physical  activity  in  individu- 
als older  than  50  years  may  lead  to 
reduced  bone  density  similar  to  the 
loss  in  bone  mass  seen  in  younger 
athletes  engaged  in  extreme  exercise 
programs  (32-34). 

In  summary,  the  information 
available  regarding  the  effects  of  ex- 
ercise on  bone  density  are  inconsis- 
tent, and  almost  no  data  exist  for  el- 
derly osteoporotic  individuals.  Thus, 
the  data  are  insufficient  to  allow  the 
physician  or  exercise  physiologist  to 
prescribe  an  individual  exercise  regi- 
men to  increase  bone  mass.  Since 
complete  bedrest  (35-37)  is  known 
to  result  in  bone  loss,  low  or  moder- 
ate physical  activity  probably  re- 
duces the  rate  of  bone  loss.  Further- 
more, regular  exercise  provides  a 
number  of  important  benefits  in  old- 
er patients,  eg,  improved  balance 
and  flexibility,  which  may  reduce  the 
risk  or  consequence  of  falls.  Exercise 
also  improves  cardiovascular  fitness, 
endurance,  self-image  and  intestinal 
motility.  For  those  patients  who  are 
motivated  and  able,  suggesting  a 
regular  exercise  activity  such  as 
walking  or  cycling  for  1 hour  three 
times  a week  seems  reasonable. 

Antiresorptive  agents 
Two  groups  of  pharmacologic  agents 
should  be  considered  in  the  manage- 
ment of  osteoporosis:  antiresorptive 
agents  (estrogen  and  calcitonin), 
which  decrease  bone  resorption,  and 
medications  that  stimulate  bone  for- 
mation (ie,  fluoride).  Only  medica- 
tions that  fall  into  the  first  category 
are  approved  currently  for  the  treat- 
ment and  prevention  of  osteoporosis. 
Calcium  supplementation  acts  also 
as  an  antiresorptive  agent  by  reduc- 
ing parathyroid  hormone  release. 
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Etidronate,  a diphosphonate,  is  an 
antiresorptive  agent  approved  for 
use  in  Paget’s  disease  of  bone  but  not 
for  use  in  osteoporosis.  Because 
diphosphonates  can  impair  bone 
mineralization,  their  effect  on  frac- 
ture repair,  especially  when  bone 
turnover  is  low,  may  be  a major  dis- 
advantage to  their  use  in  the  elderly. 
Newer  diphosphonates  carry  less 
mineralization  problems,  and  studies 
are  under  way  that  should  clarify 
what  role  these  agents  may  play  in 
the  treatment  of  osteoporosis. 

The  effect  of  antiresorbing  agents 
is  to  reduce  the  rate  of  bone 
turnover  and  diminish  bone  resorp- 
tion. Antiresorptive  agents  do  not 
provide  a sustained  increase  in  bone 
mass.  Transient  increase  in  bone 
density,  noted  after  the  administra- 
tion of  antiresorptive  agents,  is  a 
well-established  effect  of  these  medi- 
cations because  of  the  ultimate  re- 
coupling of  bone  formation  with  re- 
sorption (38).  This  is  particularly 
important  to  remember  when  inter- 
preting results  from  short-term  stud- 
ies (less  than  2 years)  because  claims 
of  increased  bone  mass  under  these 
circumstances  are  misleading. 

Antiresorptive  agents  are  most  ef- 
fective in  preventing  such  bone  loss 
as  occurs  in  early  menopause  or  in 
reducing  additional  loss  in  patients 
with  established  osteoporosis.  These 
agents  are  less  useful  once  significant 
bone  loss  has  already  occurred  and 
where  the  primary  pathophysiologic 
abnormality  is  reduced  bone  forma- 
tion as  occurs  in  type  II  osteoporosis. 

FAtrogen  and  calcitonin  are  the 
currently  approved  antiresorptive 
agents  available  for  prevention  and 
treatment  of  osteoporosis.  The 
choice  of  each  depends  on  a variety 
of  clinical  circumstances  and  patient 
preferences. 

We  know  that  estrogen  therapy 
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Table  6.  Techniques  for  the  measurement  of  bone  mass. 


Technique 

Site 

Precision, 

percent 

Examination  Time, 
minutes 

Radiation, 

millirem 

Cost, 

dollars 

Single  photon 
absorptiometry  (SPA) 

Proximal  and  distal 
radius,  calcaneus 

1-3 

15 

10-20 

75-125 

Dual  photon 
absorptiometry  (DPA) 

Spine,  hip,  total  body 

2-4 

20-40 

5 

75-150 

Dual  energy  radiographic 
absorptiometry  (DEXA) 

Spine,  hip,  total  body 

0.5-2 

3-7 

1-3 

100-150 

Quantitative  digital 
radiography  (QDR) 

Spine,  hip,  total  body 

0.5-2 

2-10 

1-3 

65-100 

Quantitative  computer 
tomography  (QCT) 

Spine 

2-5 

10-15 

100-1000 
(5  to  10  chest 
radiographs) 

100-300 

given  in  the  perimenopausal  period 
is  effective  in  maintaining  bone  mass 
(39-42).  The  provision  of  estrogen 
inhibits  the  bone-mobilizing 
influence  of  parathyroid  hormone 
(4).  The  decision  to  use  estrogen  for 
the  prevention  or  treatment  of  osteo- 
porosis will  depend  on  patient  pref- 
erence and  on  how,  with  the  help  of 
the  physician,  the  patient  weighs  the 
risk  and  benefits  of  taking  estrogen. 
The  lowest  effective  dose  of  conju- 
gated estrogen  (or  its  equivalent) 
that  preserves  bone  density  is  0.625 
mg  per  day.  Adequate  calcium  sup- 
plementation is  important  even  in 
those  patients  taking  estrogen.  Pa- 
tients for  whom  estrogen  is  pre- 
scribed should  consume  daily  1000 
mg  of  elemental  calcium  by  diet  with 
supplementation  as  needed. 

Many  questions  remain  regarding 
the  use  of  estrogen  in  the  elderly  pa- 
tient. One  major  issue  is  whether  the 
initiation  of  estrogen  replacement 
therapy  has  any  affect  in  preventing 
bone  loss  20  to  30  years  post- 
menopausal. Does  estrogen  offer 
any  benefit  in  preventing  fractures? 
If  fractures  have  already  occurred,  is 
estrogen  of  any  value?  The  amount 
of  information  for  those  older  than 
75  is  limited,  and  no  double-blind, 
randomized,  prospective  studies  are 
available.  A nonrandomized,  3-year 
prospective  study  of  397  healthy 
postmenopausal  women  found  that 
estrogen  reduced  the  rate  of  bone 
loss  (distal  radius)  in  those  aged  51 
to  70  years  (43).  In  patients  71  to  80 


years  of  age,  the  rate  of  bone  loss 
was  the  same  for  those  who  took  es- 
trogen as  for  those  who  did  not  (43). 
Because  baseline  bone  densities  in 
the  two  treatment  groups  were  not 
equal,  results  from  the  study  are 
difficult  to  interpret. 

No  prospective,  randomized 
studies  are  available  to  demonstrate 
the  result  of  estrogen  therapy  on  the 
prevention  of  fractures  in  the  elderly 
patients  with  established  osteoporo- 
sis. A number  of  case-controlled,  ob- 
servational, prospective  population- 
based  studies  have  suggested 
consistently  a reduction  in  the  risk 
of  hip  and  vertebral  fractures  as  a 
result  of  estrogen  therapy  (44-47). 
These  studies  have  included  few  pa- 
tients older  than  70  years.  Lufkin  et 
al  (48)  recently  published  findings 
from  a 1-year,  randomized,  con- 
trolled trial  comparing  transderntal 
estrogen  to  placebo  in  patients  with 
type  I osteoporosis.  Spinal  bone  den- 
sity increased  as  anticipated  with  the 
use  of  an  antiresorptive  agent.  This 
benefit  was  found  in  subjects  older 
than  65  years  as  well  as  in  younger 
patients.  These  investigators  also 
noted  fewer  spinal  fractures  in  the 
estrogen-treated  group,  a finding 
that  is  surprising  given  the  short  du- 
ration of  the  study.  However,  the  pa- 
tients receiving  estrogen  displayed 
reductions  in  bone  turnover  and  in 
bone  formation,  both  potentially  un- 
desirable physiologic  effects  in  older 
patients  with  established  osteoporo- 
sis. This  does  not  mean  that  the  ini- 


tiation of  estrogen  therapy  in  elderly 
patients  may  not  prove  to  be 
beneficial,  but  caution  is  required  in 
applying  the  findings  of  this  study  to 
older  patients. 

In  general,  for  patients  with  type 
II  osteoporosis  who  have  not  been 
treated  previously  with  estrogen,  lit- 
tle evidence  exists  to  support  the  ini- 
tiation of  therapy.  However,  elderly 
women  who  have  taken  estrogen 
since  menopause  should  continue  its 
use  in  the  absence  of  any  contraindi- 
cations because  of  the  possibility  that 
accelerated  bone  loss  would  ensue. 

Calcitonin  inhibits  osteoclast  ac- 
tivity and,  therefore,  inhibits  bone 
resorption.  Subcutaneous  and  in- 
tranasal calcitonin  appear  equally 
effective  compared  to  estrogen  in 
preventing  early  postmenopausal 
bone  loss  in  healthy  women  (49,50). 
Calcitonin  may  play  a role  similar  to 
that  of  estrogen  in  type  I (post- 
menopausal) osteoporosis.  We  have 
no  evidence  of  its  long-term  efficacy 
or  of  a decrease  in  fracture  rate.  Cal- 
citonin seems  most  effective  in  those 
patients  with  a high  bone  turnover. 
Civetelli  et  al  (51)  found  that  calci- 
tonin improved  bone  mineral  con- 
tent in  the  spine,  slowed  loss  of 
femoral  bone  in  patients  with  high- 
turnover  osteoporosis,  and  was  inef- 
fective in  maintaining  femoral  bone 
content  while  maintaining  spinal 
bone  content  in  patients  with  nor- 
mal bone  turnover.  The  parenteral 
administration  and  high  cost  of  cal- 
citonin have  limited  its  routine  use. 


TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  89  NO.  10 


OCTOBER  1993 


The  development  of  intranasal  ad- 
ministration and  the  lower  costs  due 
to  synthetic  production  may  eventu- 
ally lead  to  more  widespread  use. 
Presently,  calcitonin  should  be  con- 
sidered for  situations  in  which  the 
use  of  estrogen  would  be  contraindi- 
cated, such  as  in  women  with  a his- 
tory of  breast  cancer  or  in  men  (52). 
Because  of  the  generally  low  bone 
turnover  in  the  elderly,  little  evi- 
dence exists  to  support  the  use  of 
calcitonin  in  elderly  patients  with 
type  II  osteoporosis. 

Adequate  calcium  supplementa- 
tion is  important  in  patients  with 
type  I osteoporosis  but  is  not  as  ef- 
fective as  estrogen  in  maintaining 
bone  mass  in  early  menopause.  In 
the  elderly,  calcium  may  be 
beneficial  in  a variety  of  ways.  Age- 
related  bone  loss  is  in  part  mediated 
via  inadequate  dietary  intake  of  cal- 
cium and/or  impaired  absorption, 
which  result  in  a negative  calcium 
balance.  When  provision  of  calcium 
is  inadequate,  parathyroid  hormone 
is  released,  which  promotes  bone  re- 
sorption. In  addition,  parathyroid 
hormone  affects  preferentially  areas 
high  in  cortical  bone,  eg,  the  hip  and 
proximal  forearm.  In  this  way,  calci- 
um homeostasis  is  maintained  at  the 
expense  of  bone  mass.  Because  the 
average  intake  of  elemental  calcium 
m those  older  than  65  is  approxi- 
mately 500  mg  per  day  (2,3)  (below 
the  recommended  level  of  1500  mg 
for  postmenopausal  women),  to 
speculate  that  a diet  sufficient  to 
provide  a positive  calcium  balance 
could  prevent  further  bone  loss  and 
could  perhaps  increase  bone  miner- 
alization is  reasonable. 

Chapuy  (53)  demonstrated  that 
the  biochemical  evidence  of  bone  ab- 
normalities in  elderly  patients  on  a 
low  calcium  and  vitamin  D diet 
could  be  reversed  by  providing  ade- 
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quate  calcium  and  vitamin  D supple- 
mentation. Dawson-Hughes  et  al 
(54)  found  that  calcium  citrate 
malate  reduced  bone  loss  at  the 
spine,  femoral  neck,  and  radius  in 
normal  elderly  patients  with  a low 
dietary  intake  of  calcium.  Calcium 
carbonate  reduced  bone  loss  only  at 
the  femoral  neck  and  radius.  The 
findings  in  this  study  may  be  related 
to  differences  in  the  bioavailability 
between  these  two  formulations  of 
calcium.  Surprisingly  few  studies 
have  been  conducted  to  assess  the  ef- 
fect of  calcium  in  patients  with  osteo- 
porosis. Of  the  handful  of  such  stud- 
ies, few  have  included  patients  older 
than  70  years  or  included  fracture 
rate  as  an  outcome  measure  (55-61). 

A summary  of  these  studies  sug- 
gest the  following:  calcium  supple- 
mentation seems  more  effective  in 
preventing  bone  loss  in  older  (type  II 
osteoporosis)  than  in  younger  pa- 
tients and,  in  particular,  appears 
most  beneficial  at  sites  that  consist 
mostly  of  cortical  bone.  Further- 
more, such  supplementation  seems 
to  improve  mineralization  and  re- 
verse some  of  the  biochemical  dis- 
turbances of  bone  metabolism.  Last- 
ly, some  indirect  evidence  suggests 
that  calcium  may  prevent  hip  frac- 
tures (62,63). 

Bone-forming  agents 
As  noted  above,  no  drugs  that  di- 
rectly stimulate  bone  formation  have 
been  approved  currently  for  the 
treatment  of  osteoporosis.  Patients 
who  have  already  lost  a substantial 
bone  volume  would  benefit  most 
from  these  agents.  Sodium  fluoride, 
parathyroid  hormone,  and  growth 
factors  are  promising  agents  that 
augment  bone  mass  and  could 
potentially  play  an  important  role  in 
the  treatment  of  type  II  osteoporosis 
(8,64,65).  Earlier  trials  suggested 
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that  although  fluoride  increased 
bone  mass,  the  fracture  rate  rose 
also  (61).  These  studies  may  have 
used  too  high  a dose  of  medication, 
and  any  beneficial  effect  of  fluoride 
may  have  been  masked  by  fluoride 
toxicity  to  osteoblasts. 

Studies  in  Dallas  suggest  that  the 
above  problems  may  be  overcome  by 
using  a slow-release  fluoride  prepara- 
tion (64,66).  Patients  are  being  en- 
rolled currently  in  two  randomized, 
controlled  trials  for  type  I and  type  II 
osteoporosis  at  this  institution,  and 
these  trials  should  provide  the  an- 
swers to  some  of  the  questions  that 
surround  the  use  of  fluoride. 

SUMMARY 

Although  substantial  overlap  exists, 
two  clinical  syndromes  of  involu- 
tional osteoporosis  can  be  described. 
Type  I (postmenopausal)  osteoporo- 
sis affects  primarily  early  post- 
menopausal women.  Trabecular 
bone  is  the  major  site  of  bone  loss. 
Clinically,  patients  most  often  pre- 
sent with  spinal  fractures.  Of  the 
currently  available  medications,  es- 
trogen is  the  mainstay  of  therapy.  In 
those  patients  for  whom  estrogen  is 
contraindicated,  calcitonin  can  be 
considered.  Calcium  alone  appears 
to  be  less  effective  than  estrogen. 

Type  II  osteoporosis  affects  indi- 
viduals older  than  70  years  (or  those 
25  to  30  years  postmenopausal).  Bone 
loss  is  related  largely  to  age-related  de- 
cline in  osteoblastic  activity  and  to  al- 
tered calcium  metabolism.  Both  corti- 
cal bone  and  trabecular  bone  are 
involved.  Clinically,  the  most  impor- 
tant consequence  of  this  disorder  is 
hip  fracture.  As  opposed  to  type  I os- 
teoporosis, estrogen  probably  affords 
little  benefit  in  elderly  patients  with  es- 
tablished osteoporosis.  The  most  ef- 
fective treatment  at  present  is  in- 
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creased  calcium  intake.  When  calcium 
supplements  are  necessary  to  achieve 
adequate  intake,  calcium  citrate  may 
offer  advantages  over  other  calcium 
preparations.  In  those  patients  not 
taking  estrogen,  the  recommended  in- 
take is  1500  mg  of  elemental  calcium 
per  day  (1000  mg  if  patients  are  re- 
ceiving estrogen  therapy).  Calcitonin 
plays  little  or  no  role  in  type  II  osteo- 
porosis. If  a possibility  of  vitamin  D 
deficiency  exists,  400  to  800  IU  of  vi- 
tamin D per  day  should  he  added.  In 
patients  with  malabsorption  syn- 
dromes, 20  to  40  gig  of  25-OH-vita- 
min  D three  times  a week  should  be 
added.  Serum  and  24-hour  urine  calci- 
um determinations  are  used  to  moni- 
tor and  titrate  therapy.  Urinary  24- 
hour  calcium  should  be  maintained 
between  100  and  200  mgs.  Efforts  to 
assess  the  risk  and  initiate  efforts  to 
prevent  falls  should  be  emphasized. 

In  the  near  future,  newer  antire- 
sorptive  agents  such  as  the  diphos- 
phonates  or  bone-stimulating 
agents  such  as  fluoride  and  parathy- 
roid hormone  should  play  a role  in 
the  treatment  of  osteoporosis.  Clin- 
icians can  look  forward  to  having  a 
growing  number  of  agents  available 
at  their  disposal  to  treat  this  preva- 
lent disorder. 
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Office  management  of  late-life  depression 


Depression  is  often  misunderstood 
and  underappreciated  as  a genuine 
clinical  entity  throughout  the  life  cy- 
cle. In  elderly  persons  especially,  it 
can  he  underdiagnosed  and  under- 
treated. Office  physicians  are  the 
most  important  resource  for  early 
intervention  in  late-life  depression 
where  results  can  be  as  successful  as 
with  younger  age  groups.  Physician 
awareness  of  the  normal  bio- 
psychosocial  changes  of  late  life  is 
essential  to  skillful  assessment  and 
intervention  since  somatic  disorders 
and  their  symptoms  frequently  over- 
lap those  of  psychological  origin. 
Tricyclic  antidepressant  drugs  re- 
main the  core  of  modern  medical  in- 
tervention, but  their  appropriate  use 
in  elderly  patients  requires  special 
care  and  finesse  on  the  part  of 
office-based  physicians. 


Dr  Varner,  associate  professor  of  psychiatry, 
The  University  of  Texas  Medical  School  at 
Houston.  Dr  Varner  is  president  of  the  Texas 
Geriatrics  Society.  Send  reprint  requests  to  Dr 
Varner,  2800  S MacGregor  Way,  Houston, 
TX  77021. 
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Most  psychotropic 
drugs,  including  antide- 
pressants, are  prescribed 
by  nonpsychiatrist  physicians,  who 
in  fact  see  most  of  the  patients  with 
clinical  depressive  disorder.  This  dis- 
order poses  a major  public  health 
problem.  By  the  year  2020,  nearly 
one  in  five  Americans  will  be  older 
than  65  years.  Individuals  in  this  age 
group  visit  doctors  regularly  and  are 
especially  at  risk  both  for  somatic 
disease  and  depression.  Therefore, 
family  physicians  and  other  general- 
ists have  already  become  the  major 
clinical  resource  for  the  diagnosis 
and  comprehensive  management  of 
geriatric  depressive  disorders. 

The  elderly  are  especially  at  risk 
for  experiencing  the  psychodynamic 
influences  of  psychosocial  losses  just 
as  they  are  for  age-related  physiolog- 
ic changes,  both  of  which  predispose 
to  depression.  As  a group,  the  elder- 
ly merit  special  clinical  attention  to 
diagnosis,  a search  for  somatic  dis- 
eases as  etiologic  factors,  and  age- 
appropriate  prescribing  practices  for 
psychotropic  drugs.  A monograph 
containing  a consensus  statement  on 
diagnosis  and  treatment  of  depres- 
sion in  late  life  has  been  issued  re- 
cently by  the  National  Institute  of 
Mental  Health  and  distributed  to  a 
large  number  of  practitioners  (1). 

NOSOLOGY  AND  PREVALENCE 

The  word  “depression”  is  an  unfor- 
tunate choice  to  describe  such  a 
medically  significant  and  prevalent 
mood  disturbance.  Despite  the  De- 
pression Awareness,  Recognition, 
and  Treatment  (DART)  educational 
efforts  of  recent  years,  neither  physi- 
cians nor  lay  persons  always  under- 
stand depression  as  a clinical  entity 
that  is  usually  responsive  to  medical 
treatment.  The  word  “depressed” 
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might  mean  anything  from  fleeting 
situational  unhappiness  to  catatonic 
withdrawal  and  dehydration,  al- 
though the  public  is  often  oblivious 
to  the  very  existence  of  the  latter 
end  of  the  depression  spectrum. 

Many  Americans  consider  de- 
pression the  product  of  moral  or 
characterologic  weakness,  an  essen- 
tially voluntary  negative  attitudinal 
fixation  that  has  no  medical 
significance.  Correspondingly,  that 
incidence  and  prevalence  figures 
vary  widely  is  not  surprising. 

Many  elderly  people  are  indeed 
quite  unhappy  at  times  as  a result  of 
various  social,  economic,  and  so- 
matic realities  of  aging.  No  one  is 
immune.  This  mildly  dysphoric 
group  undoubtedly  represents  most 
of  those  who  are  labeled  loosely  as 
depressed  but  who  do  not  require 
medical  intervention.  This  group  af- 
fected by  minor  depression  requires 
little  other  than  the  passage  of  time 
and  bolstered  social  supports,  with 
or  without  counseling. 

Major  depression,  with  sig- 
nificant alterations  both  in  mood 
status  and  physiologic  function,  is 
the  focus  of  this  article.  Reasonable 
estimates  conclude  that  at  least  3% 
of  all  elderly  suffer  from  major  de- 
pression and  another  12%  have  mi- 
nor depression  and  are  at  risk  for 
entering  this  group  (2).  The  symp- 
toms of  grief  following  severe  loss 
overlap  those  of  major  depression 
but  do  not  require  drug  treatment 
unless  they  become  fixed  or  pro- 
foundly affect  daily  functioning. 

PREDISPOSITION  IN  THE  ELDERLY 

Personal  loss  is  often  a precipitating 
factor  in  any  major  depressive  disor- 
der. The  risk  for  later  life  is  that  of 
increased  incidence  of  such  losses, 
which  occur  often  in  multiples.  Loss 
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of  mate,  health  status,  usual  living 
arrangement,  sense  of  the  future, 
and  former  socioeconomic  status 
can  he  especially  significant.  Individ- 
uals vary  widely  in  their  adjustment 
to  these  late-life  events,  but  most 
people  seem  to  adapt  very  well.  El- 
derly individuals  are  also  at  higher 
risk  for  a variety  of  somatic  illnesses 
and  toxicides  that  can  trigger  or 
complicate  depression.  Some  exam- 
ples of  such  diseases  are  influenza, 
shingles,  thyroid  disorders,  cere- 
brovascular disease,  certain  neopla- 
sia, and  surgery.  Various  commonly 
used  medications  that  have  the  po- 
tential for  causing  adverse  effects  on 
the  central  nervous  system  have 
been  suspected  of  precipitating  de- 
pression (3).  As  a group,  these  dis- 
ease- or  drug-induced  depressions 
are  generally  called  “secondary”  de- 
pressions. 

The  physician  should  be  aware 
also  that  any  depressive  disorder  ob- 
served in  late  life  may  be  the  most  re- 
cent expression  of  life-long  cyclical 
mood  disorder  such  as  seen  in  the 
bipolar  (manic  depressive)  or  in  the 
recurrent  unipolar  group.  Family  ge- 
netic loading  seems  to  be  an  impor- 
tant precursor  in  these  cyclical 
episodes  where  clinical  depression 
can  occur  randomly  with  or  without 
obvious  loss  or  unusual  physiologic 
stress.  Finally,  numerous  chemical 
and  structural  changes  in  the  normal 
aging  brain  could  theoretically  render 
it  more  vulnerable  to  a variety  of 
stresses  leading  to  depression,  how- 
ever induced  (4).  For  example,  the 
significance  of  gradual  cerebral  atro- 
phy with  age  is  uncertain,  but  this  at- 
rophy is  a universal  phenomenon 
demonstrable  by  modern  scanning 
techniques  and  when  autopsy  is  per- 
formed. Chemical  changes  that  occur 
in  the  aging  brain  include  a gradual 
reduction  in  cholinergic  neurotrans- 
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mission  and  an  increase  in  the  activi- 
ty of  the  enzyme  monoamine  oxidase 
(MAO).  Increased  MAO  activity  im- 
plies a further  reduction  of  already 
diminished  aminergic  neurotransmis- 
sion, which  is  thought  to  be  an  im- 
portant part  of  the  biological  basis  of 
major  depressions. 

CLINICAL  PRESENTATION  AND 
DIAGNOSIS 

The  American  Psychiatric  Associa- 
tion’s D iagnostic  and  Statistical 
Manual  of  Mental  Disorders  is  the 
standard  reference  for  diagnosing 
depression  at  any  age  (5).  The  crite- 
ria for  major  depression  may  be 
summarized  as  follows: 

• Mood  disturbances  (dysphoria) 
that  are  fixed,  prominent,  and 
characterized  by  subjective  feel- 
ings of  being  sad,  “blue,”  pes- 
simistic, hopeless,  on  edge,  irrita- 
ble, agitated,  anxious,  guilty, 
worthless,  and  often  with  loss  of 
interest  or  pleasure  (anhedonia). 

• Autonomic/vegetative  distur- 
bances including  diminished  ap- 
petite and  weight  loss  (atypically, 
weight  gain),  insomnia  (atypical- 
ly hypersomnia),  fatigue,  diges- 
tive disturbances,  constipation 
and  abdominal  pains,  impotence, 
and  general  somatic  preoccupa- 
tion or  hypochondriasis. 

• Thought  disturbances  including 
preoccupation  with  death,  suici- 
dal ideation  or  attempt,  paranoid 
trend,  inability  to  concentrate, 
and  subjective  complaints  about 
memory. 

This  constellation  of  possible 
symptoms  has  some  unique  features 
in  older  patients.  The  vegetative 
symptoms  are  likely  to  be  the  most 
prominent,  at  least  as  told  directly 
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to  the  family  doctor  by  the  patient. 
Foss  of  energy  and  reduced  activity 
can  be  prominent  complaints,  with 
the  more  subjective  mood  symptoms 
emerging  only  under  questioning. 
Suicidal  ideation  should  be  asked 
about  because  it,  too,  is  not  as  likely 
to  be  expressed  spontaneously.  Of- 
ten suicidal  ideation  assumes  a more 
passive  form,  and  the  elderly  patient 
will  deny  frank  suicidal  thought  but 
will  say,  “I  wish  the  Ford  would  just 
take  me.”  Others  express  the  notion 
that  the  family  would  be  better  off 
without  them  (6). 

Somatic  symptoms  created  by  the 
vegetative  disturbances  are  likely  to 
be  the  presenting  focus  of  office  com- 
plaints; hence,  the  term  “masked  de- 
pression” appears  in  the  literature. 
Obviously,  these  symptoms  can  be 
identical  to  those  created  by  serious 
medical  conditions.  Since  some  of 
these  same  medical  conditions  can 
create  the  secondary  depressions 
mentioned  previously,  the  geriatrician 
will  be  challenged  to  do  a thorough 
search  for  primary  somatic 
disorder(s)  as  the  basis  for  any  com- 
plaint within  the  spectrum  of  depres- 
sive symptoms.  The  cognitive  com- 
plaints included  in  the  criteria  for 
major  depression  can  also  be  quite 
prominent  in  late-life  depression  and 
are  sometimes  called  “pseudodemen- 
tia”; these  often  improve  or  resolve 
with  adequate  treatment  of  the  de- 
pression alone.  Unfortunately,  severe 
cognitive  disturbance  with  depression 
can  signal  the  beginning  of  a true  de- 
menting condition,  which  is  not  al- 
ways appreciated  until  an  adequate 
trial  of  treatment  and  clinical  obser- 
vation has  been  conducted.  A good 
general  rule  is  that  subjective  memo- 
ry complaints  may  well  represent  de- 
pression; family  complaints  that  their 
elderly  relative  is  suffering  memory 
loss  may  represent  true  dementia. 
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CHALLENGES  OE  TREATING 
THE  ELDERLY 

Older  patients  are  as  responsive  to 
vigorous  treatment  as  are  younger 
patients.  A major  problem  is  that  el- 
derly patients  as  a group  are  fre- 
quently underdiagnosed  and,  worse 
yet,  are  often  undertreated  after  an 
accurate  diagnosis  is  made.  The 
plethora  of  somatic  complaints  heard 
in  the  busy  practitioner’s  office  do 
not  always  signal  the  possibility  of  a 
mood  disturbance  as  their  primary 
basis.  Medical  conditions  and  the  ag- 
ing process  can  both  be  blamed  erro- 
neously by  both  physician  and  pa- 
tient for  some  of  the  symptoms  of 
depression.  Some  physicians  are  not 
rigorous  or  persistent  enough  in 
treatment  and  are  reluctant  to  refer 
complex  cases  to  psychiatrists  for 
fear  of  offending  a patient  who  is 
having  difficulty  accepting  the  mental 
or  emotional  nature  of  symptoms.  Fi- 
nally, physicians  may  have  limited 
expectation  for  the  outcome  of  treat- 
ing depression  in  older  persons.  The 
ideal  situation  is  for  brief  supportive 
psychotherapy  to  be  employed  ad- 
junctively  with  drug  therapy.  While 
this  is  rarely  possible  in  a busy  office- 
based  general  practice,  it  only  takes 
one  or  two  office  visits  for  an  elderly 
patient  to  understand  the  value  of  the 
doctor’s  empathetic  and  supportive 
dialogue  in  conjunction  with  the  an- 
tidepressant drug  management. 

The  frequent  coexistence  of  medi- 
cal illness  in  late  life  and  the  necessity 
for  administering  multiple  concurrent 
nonpsychotropic  medications  can 
complicate  antidepressant  prescrib- 
ing. Postural  hypotension  occurs 
more  frequently  in  the  elderly  as  does 
prolongation  of  cardiac  conduction. 
However,  most  antidepressants  can 
be  used  safely  in  patients  with  heart 
disease.  Compliance  with  instruc- 


tions for  taking  medication  is  a 
chronic  problem  resulting  from  un- 
wanted effects.  Oversedation  and  in- 
creased confusion  due  to  central  anti- 
cholinergic effects  are  most 
troublesome  for  elderly  patients.  In- 
teraction with  other  drugs  having 
similar  sedative,  anticholinergic,  and 
prolonged  cardiac  conduction  effects 
needs  to  be  considered.  Pharmacoki- 
netic changes  in  aging  tend  to  pro- 
long the  action  of  these  drugs  (7). 
Pharmacodynamics  of  these  drugs  are 
altered  in  the  elderly  as  a result  of  de- 
creased compensatory  mechanisms. 
Many  older  patients  are  unusually 
sensitive  to  the  anticholinergic  effects 
of  tricyclics  and  are  unable  to  com- 
pensate for  the  reduced  gut  motility 
and  ocular  accommodation  problems 
that  ensue.  However,  empathetic  sup- 
port combined  with  judicious  drug 
choices,  carefully  adjusted  and  moni- 
tored over  time,  brings  favorable  re- 
sults in  most  cases. 

Electroconvulsive  treatment  re- 
mains primarily  a hospital-based  pro- 
cedure performed  by  specialists.  Nu- 
merous ethical  and  legal  concerns 
have  placed  this  procedure  in  the 
background  so  it  is  not  a treatment 
of  first  choice,  especially  with  the  ad- 
vent of  effective  antidepressant  drug 
treatment.  Electroconvulsive  therapy 
remains  a safe,  rational  choice,  espe- 
cially for  psychotically  depressed  pa- 
tients when  drug  treatment  fails  or  is 
unfeasible  or  when  rapid  stabiliza- 
tion is  required  for  severely  dehydrat- 
ed and  suicidal  patients.  Indeed,  elec- 
troconvulsive treatment  has  been 
used  in  older  persons  with  heart  dis- 
ease when  tricyclics  would  be  ruled 
out  as  unsafe.  A physician  should  al- 
ways know  at  least  one  psychiatrist 
to  whom  such  referrals  can  be  made 
when  all  else  fails. 
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ANTIDEPRESSANT  DRUG 
TREATMENT 

Assuming  that  the  patient  is  compe- 
tent to  understand  and  follow  in- 
structions for  taking  medications  ei- 
ther alone  or  with  some  family 
support,  depression  in  late  life  can 
often  be  managed  successfully  in  the 
office  setting.  Patients  who  are 
overtly  suicidal,  especially  single  or 
widowed  males,  should  probably  be 
hospitalized.  Similarly,  severely  agi- 
tated, paranoid,  or  confused  de- 
pressed elders  might  also  be  best 
managed  in  the  secure  environment 
of  the  hospital.  Education  of  all  pa- 
tients is  important.  A brief  explana- 
tion of  the  nature  and  prognosis  of 
depressive  disorder  can  be  the  begin- 
ning of  a good  therapeutic  relation- 
ship and,  in  itself,  can  provide  some 
hope  to  bewildered  elders,  especially 
those  experiencing  their  first  episode 
of  depression.  Careful  warning  and 
instruction  about  side  effects  are 
critical  to  maintaining  compliance. 
The  initial  dosage  schedules  should 
be  written  out  separately,  after  ver- 
bal explanation;  they  cannot  be  con- 
veyed sufficiently  on  the  pharma- 
cist’s label. 

Antidepressant  drugs  can  be  clas- 
sified in  various  ways.  We  prefer  the 
following  categories  and  shall  dis- 
cuss separately  the  use  of  each,  with 
emphasis  on  tricyclics. 

Tricyclic  a n tid epressa n ts 
The  tricyclics  are  the  oldest  class 
and  share  the  molecular  similarity  of 
a three-ring  nucleus.  Some  of  their 
pharmacological  differences  are  re- 
lated to  plasma  half-lives  (16  to  125 
hours)  and  to  the  degree  of  their 
sedative  and  anticholinergic  effects. 
These  effects  are  the  most  trouble- 
some for  the  elderly,  and  postural 
hypotension  may  be  the  most  haz- 
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ardous.  Side  effects  are  a major  rea- 
son for  intolerance  and  subsequent 
failure  with  this  class  of  drugs.  Dry 
mouth  and  nose,  constipation,  and 
difficulty  urinating  cause  many  pa- 
tients to  reject  the  drug  prematurely. 
Obviously,  much  encouragement  by 
the  physician  is  indicated  for  success 
to  be  attained.  Severity  of  these  side 
effects  seems  to  diminish  after  a few 
days  if  the  patient  will  persevere.  Ef- 
fects on  the  central  nervous  system 
include  potential  confusion,  espe- 
cially in  an  elderly  individual  who  is 
predemented  or  who  is  already  tak- 
ing drugs  with  similar  properties. 
Delayed  cardiac  conduction  is  usual- 
ly a contraindication.  Overdose  is 
often  fatal  and  includes  coma, 
seizures,  and  arrhythmias. 

Despite  these  negative  characteris- 
tics and  the  urging  of  some  pharma- 
ceutical representatives  to  the  con- 
trary, the  tricyclics  remain  the  first 
arsenal  of  choice  for  all,  including  the 
elderly  (8).  Because  they  are  the  old- 
est class,  we  have  the  most  data  con- 
cerning their  efficacy,  side  effects,  and 
titration  to  effective  blood  levels. 
Imipramine  and  amitriptyline  remain 
the  standards  for  efficacy  against 
which  new  drugs  are  developed;  none 
has  been  proven  more  effective.  Ther- 
apeutic blood  levels  for  nortriptyline 
and  desipramine  have  been  defined  to 
a clinically  useful,  if  not  totally  pre- 
cise, degree.  Side  effects  do  seem 
more  uniformly  predictable  for  tri- 
cyclics, although  individuals  vary  in 
their  degrees  of  sensitivity  and  toler- 
ance. Although  newer  drugs  are  gen- 
erally somewhat  better  tolerated,  the 
patient  generally  trades  one  set  of 
side  effects  for  another.  At  present, 
we  continue  to  feel  that  these  newer 
drugs  should  be  used  mainly  as  re- 
serves following  failure  or  intolerance 
with  tricyclics  or  when  clear  con- 
traindication to  using  tricyclics  exists. 
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We  begin  most  often  with  de- 
sipramine or  nortriptyline  because 
they  are  among  the  least  sedative 
and  anticholinergic  of  the  class  and 
because  therapeutic  laboratory 
blood  levels  are  available  and 
defined  (although  not  essential  to  ef- 
fective management).  The  usual  dose 
range  for  younger,  healthy  patients 
may  be  reduced  because  of  lower 
weight  or  reduced  muscle  mass,  ad- 
vanced age,  general  frailty,  or  pres- 
ence of  other  medical  conditions. 
So-called  “geriatric”  doses  in  pre- 
scribing information  serve  only  as  a 
guide  and  would  seem  applicable  to 
some  hypothetical  100-pound  frail 
females.  A very  obese  older  person 
usually  requires  higher  doses  as  do 
those  who  are  physiologically  youth- 
ful with  no  severe  medical  disorders. 
Caution  is  the  best  rule  in  either  case 
and  a moderately  slow  titration  is 
recommended. 

For  prescribing  desipramine,  rec- 
ommendations are  to  begin  with  a 
single  bed-time  dose,  25  mg  for  2 
nights,  and  to  double  the  dose  to  50 
mg  for  the  subsequent  3 nights, 
reaching  75  to  100  mg  on  the  sixth 
or  seventh  night.  This  is  a conserva- 
tive approach  that  helps  ensure  com- 
pliance through  a gradual  accep- 
tance and  adjustment  to  side  effects. 
Therapeutic  levels  may  be  attained 
at  100  mg,  depending  on  factors  dis- 
cussed previously.  Frail,  medically  ill 
elders  can  respond  to  doses  as  low 
as  50  mg  per  day  (9).  More  often, 
100  to  150  mg  will  be  required  and 
can  usually  be  reached  safely  within 
10  days  from  the  onset  of  treatment. 
Recurrent  depression  or  certain  re- 
fractory cases  may  need  more.  To 
achieve  maximum  therapeutic  re- 
sults, 3 to  8 weeks  may  be  necessary. 
The  patient  should  be  warned  about 
this  delay  early  in  treatment  so  as 
not  to  become  too  discouraged  by 

TEXAS  MEDICINE  / THE  JOURNAL 


less  than  immediate  remission  and 
by  inevitable  anticholinergic  effects. 

In  our  clinical  experience,  the  pa- 
tient’s ability  to  reach  the  goal  of  75 
to  100  mg  in  1 week,  while  report- 
ing some  initially  favorable  sedative 
effects  and  improved  sleep  pattern, 
has  been  an  early  sign  of  eventual 
success.  If  possible,  the  patient 
should  be  seen  for  one  brief  office 
visit  2 or  3 days  after  initiation  of 
the  titration  to  monitor  heart  rate 
and  rhythm  as  well  as  to  check  for 
signs  of  possible  postural  hypoten- 
sion. The  visit  can  also  encourage 
the  patient  to  continue  taking  the 
drug  in  spite  of  unpleasant  effects 
and  can  offer  important  reassurance 
that  the  doctor  is  empathetic  and  in- 
terested. For  some  elderly  patients, 
morning  hypotension  is  a problem, 
especially  after  reaching  doses  of  75 
to  100  mg  or  even  at  lower  doses. 
This  problem  can  sometimes  be 
averted  by  giving  the  dose  2 to  3 
hours  before  bedtime,  allowing  for 
maximum  blood  levels  to  occur  dur- 
ing sleep.  The  patient  must  still  be 
warned  to  sit  on  the  edge  of  the  bed 
for  1 or  2 minutes  before  getting  up 
during  the  night  to  urinate.  Again, 
intractable  postural  hypotension  is  a 
major  reason  for  failure  in  using  tri- 
cyclics in  the  elderly. 

A successful  remission  occurs  in 
60%  to  70%  of  patients  so  treated; 
most  of  the  rest  show  reasonable  im- 
provement. Those  who  do  not  re- 
spond can  be  tried  on  one  of  the 
newer  generation  of  drugs  such  as 
fluoxetine  or  sertraline.  If  treatment 
with  a tricyclic  is  successful,  the 
physician  should  attempt  to  keep  the 
patient  at  the  therapeutic  dose  for  at 
least  6 months  for  the  first  episode 
and  much  longer  if  the  episode  is 
part  of  a recurrent  pattern.  Tapering 
off  the  drug  over  1 month  should 
then  be  tried  cautiously,  and  the  pre- 
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vious  dose  should  be  resumed  if 
symptoms  appear  to  exacerbate.  Use 
of  the  other  tricyclics  is  similar. 

Price  should  be  considered  in  pre- 
scribing all  such  psychotropic  drugs 
for  elderly  patients  as,  in  general,  all 
antidepressant  drugs  are  equally  ef- 
fective. Generic  desipramine  is  often 
chosen  over  the  more  popular  nor- 
triptyline because  its  price  is  one- 
fourth  that  of  the  latter  drug.  All  tri- 
cyclics are  much  cheaper  than  the 
newest  of  new-generation  drugs.  The 
importance  of  price  to  patients  in  this 
older  group  is  obvious,  another  ma- 
jor justification  for  first  choice. 

Monoamine  oxidase  inhibitors 
Since  cholinergic  transmission  in  the 
brain  diminishes  with  age  and  MAO 
activity  increases,  it  would  seem  log- 
ical that  MAO  inhibitors,  with  the 
additional  advantage  of  very  low  an- 
ticholinergic activity,  would  be  the 
ideal  choice  for  a geriatric  antide- 
pressant. Indeed,  they  can  be  used 
with  high  effectiveness  and  without 
necessarily  precipitating  the  rather 
ominous  major  complication  of  hy- 
pertensive crisis.  This  event  is  usual- 
ly caused  by  eating  tyramine-con- 
taining  foods  such  as  aged  cheese, 
certain  wines,  soy  sauce,  and  other 
aged  foods  and  condiments;  howev- 
er, the  crisis  may  also  be  caused  by 
the  concurrent  use  of  various  sym- 
pathomimetic drugs  (10).  A poten- 
tially serious  central  sympath- 
omimetic crisis  has  occurred  when 
MAO  inhibitors  have  been  followed 
by  tricyclics  but  hardly  ever  with  the 
reverse  sequence.  Because  most  pa- 
tients coming  to  our  attention  are  ei- 
ther already  on  a tricyclic  or  have 
recently  discontinued  one,  use  of 
MAO  inhibitors  need  not  follow  the 
recommended  2-week  interval  be- 
tween drugs;  instead  the  inhibitor 
can  be  phased  in  while  the  tricyclic 


is  phased  out.  The  MAO  inhibitors 
are  quite  prone  to  produce  postural 
hypotension,  which  may  limit  their 
use  in  some  patients. 

Second-generation  drugs 
These  drugs  share  no  common 
molecular  structural  characteristic  as 
the  tricyclics  do,  but  some  second- 
generation  drugs  have  the  clinically 
appealing  virtues  of  low  anticholin- 
ergic activity  and  a more  tolerable 
set  of  side  effects.  For  these  reasons, 
physicians,  including  many  psychia- 
trists, have  become  increasingly 
prone  to  use  them  as  first-choice 
drugs  in  spite  of  the  long-established 
advantages  of  tricyclics.  We  use 
these  newer  drugs  as  reserve  choices 
when  patients  cannot  or  will  not  tol- 
erate or  when  they  do  not  respond 
to  a tricyclic  drug.  In  general,  the 
newer  drugs  do  not  differ  from  the 
tricyclics  or  from  each  other  in 
efficacy;  however,  in  certain  subtypes 
of  depression  and  even  in  certain 
nondepressive  psychiatric  disorders, 
a specific  one  can  be  the  molecule  of 
choice  for  a given  individual.  Fluox- 
etine and  sertraline  have  greater  and 
more  specific  facilitatory  action  on 
brain  serotonin  transmission  than  do 
the  tricyclics  or  the  others  in  this 
category,  but  we  have  no  reliable 
clinical  or  laboratory  indicators  as 
yet  for  who  is  likely  to  respond  best 
to  this  unique  feature,  especially 
among  the  elderly. 

Amoxapine  is  a metabolite  of 
loxapine,  a neuroleptic,  and  carries 
all  the  potential  disadvantages  of 
these  drugs,  eg,  tardive  dyskinesia 
and  other  more  acute  extrapyrami- 
dal  syndromes.  Amoxapine  could  be 
useful  in  certain  agitated  or  psychot- 
ic depressions;  for  example,  100  mg 
may  contain  the  antipsychotic  equal 
of  1 mg  haloperidol  in  addition  to 
promoting  antidepressant  effects. 
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Use  of  maprotiline  and  buproprion 
raises  concerns  about  higher  than 
expected  incidence  of  seizures  at 
near-therapeutic  levels.  Trazodone  is 
quite  popular  but  can  cause  undesir- 
able sedation  in  certain  patients. 
Ventricular  arrhythmias  have  been 
reported,  but  the  risk  in  elderly  pa- 
tients is  uncertain.  Trazodone  has 
been  associated  with  priapism.  We 
do  not  use  it  in  males  without  clear 
justification. 

Fluoxetine  has  become  an  ex- 
tremely popular  first  choice  of  many 
geriatricians,  and  we  have  obtained 
excellent  results  in  many  cases.  Po- 
tential disadvantages  include  insom- 
nia, mild  nervousness  or  agitation, 
nausea,  and,  most  importantly,  no 
predictable  titration  schedule.  Flu- 
oxetine has  a long  half-life  and 
should  be  used  with  caution  in  the 
elderly.  It  should  never  be  used  with- 
in 10  days  of  discontinuation  of  an 
MAO  inhibitor.  At  first,  a low  dose 
of  10  or  20  mg  every  other  day  is 
recommended.  Medically  ill  elders 
may  experience  significant  weight 
loss  with  this  drug  (11).  Because  ear- 
ly relief  of  insomnia  and  reduction 
of  the  anxiety  associated  with  de- 
pressive disorders  are  ordinarily  not 
prominent  clinical  features  of  this 
drug,  physicians  will  be  challenged 
in  deciding  upon  the  best  approach 
to  the  initial  introduction  of  this 
drug,  if  and  when  to  increase  the 
dose,  and  how  far  to  go  with  treat- 
ment before  giving  up  and  trying 
something  else. 

ADJUNCTIVE  DRUGS 

Certain  drugs  outside  the  antide- 
pressant group  have  considerable 
adjunctive  value  at  times  and  can  be 
useful  when  prescribed  concurrently 
or  separately.  Lithium  carbonate  has 
established  value  in  the  treatment 
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and  prophylaxis  of  manic  episodes 
of  bipolar  disorder  as  well  as  in 
some  cases  of  the  depressive  pole. 
Lithium  may  be  tried  as  augmenta- 
tion to  tricyclic  treatment,  often  at 
doses  no  greater  than  300  to  600  mg 
per  day  for  the  elderly  patient.  Lithi- 
um toxicity  can  develop  rapidly, 
even  at  low  doses,  due  to  decreased 
renal  clearance  of  this  ion  by  the  ag- 
ing kidney. 

Benzodiazepine  sedatives  can  be 
useful  briefly  at  low  doses  when  the 
anxiety  components  of  depression 
persist.  Habituation  and  overseda- 
tion may  occur  without  careful  clini- 
cal monitoring.  Physicians  should  be 
skeptical  about  prescribing  sedatives 
alone  and  overlooking  the  depres- 
sive core  of  anxiety-related  com- 
plaints. Such  inappropriately  treated 
elders  can  go  for  months  oversedat- 
ed, habituated,  yet  not  treated  at  all 
for  the  underlying  depression. 

When  undue  agitation  or  the 
paranoid  trend  of  a frank  psychotic 
syndrome  is  part  of  depression  in 
late  life,  neuroleptic  drugs  must  be 
used  concurrently  with  antidepres- 
sants. Again,  a low  dose  with  slow 
titration  is  the  rule.  Elderly  patients 
may  be  at  higher  risk  for  neurolep- 
tic-induced tardive  dyskinesia,  so  the 
neuroleptic  drugs  should  be  discon- 
tinued gradually  when  feasible  (12). 
Haloperidol  at  0.5  to  6.0  mg  daily  is 
our  choice  although  many  physi- 
cians still  prefer  low-potency  neu- 
roleptics such  as  thioridazine  10  to 
50  mg  daily  because  they  afford  rel- 
atively greater  freedom  from  acute 
extrapyramidal  side  effects.  In- 
creased anticholinergic  activity  of 
these  agents  could  be  a disadvan- 
tage, however,  especially  if  a tricyclic 
or  another  anticholinergic  drug  is  al- 
ready being  used  (13). 

Stimulants,  notably  methyl- 
phenidate  (Ritalin),  have  been  used 

80 


with  variable  success  in  medically  ill, 
depressed  geriatric  patients  or  in 
those  in  whom  the  usual  choices 
would  impose  too  great  a clinical 
risk.  Whether  some  of  these  patients 
meet  accepted  criteria  for  true  clini- 
cal depression  is  arguable  as  many 
are  often  described  as  merely 
weak  or  apathetic.  In  any  case, 
methylphenidate  is  not  considered  to 
be  a true  antidepressant  and  has  no 
primary  place  in  the  treatment  of 
major  depression. 

FAILURE  OF  TREATMENT 

Probable  failure  can  be  suspected 
when  symptoms  are  not  satisfactori- 
ly resolved  after  sustained  treatment 
of  3 to  8 weeks  or  longer,  not  in- 
cluding the  initial  titration  phase.  A 
satisfactory  trial  of  treatment  de- 
pends on  adequate,  steady  blood 
levels  of  the  drug  over  time,  and  this 
can  be  challenging  to  achieve  in  el- 
derly patients.  The  reasons  for  fail- 
ing to  achieve  and  maintain  thera- 
peutic blood  levels  can  be  found 
both  in  quality  of  physician  manage- 
ment and  in  the  patient’s  inconsis- 
tent acceptance  or  ability  to  tolerate 
the  drug.  Many  of  these  shortcom- 
ings can  be  avoided  by  careful  office 
follow-up.  At  the  outset,  twice-a- 
week  visits  allow  the  physician  to 
offer  the  necessary  encouragement 
and  monitoring  of  initial  compliance 
and  of  difficulty  tolerating  side  ef- 
fects. Thereafter,  weekly  visits  are 
adequate  until  remission  occurs. 
Early  compliance  can  be  reinforced 
by  warning  the  patient  that  certain 
side  effects  such  as  dry  mouth,  prob- 
lems reading  fine  print,  urinary  hesi- 
tancy, and  constipation  will  surely 
occur.  Without  such  warnings,  anti- 
cholinergic effects  can  be  surprising 
and  overwhelming  — worse  than 
the  disease  itself  for  those  who  had 
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previously  attained  transient  mild  re- 
lief through  the  sedative  “high” 
caused  by  benzodiazepines.  Similar- 
ly, the  patient  should  be  warned 
about  the  expected  time  frame  of 
treatment  so  as  not  to  give  up  too 
soon  or  to  pressure  the  physician 
into  switching  prematurely  to  anoth- 
er drug  when  the  first  would  have 
worked  if  used  properly.  Patience  is 
truly  a virtue  in  success  when  any 
antidepressant  drug  is  being  used. 

Some  elderly  patients  adjust 
dosage  downward  without  telling 
the  doctor.  Others  forget  to  take  the 
medication  as  a result  of  the  confu- 
sion imposed  by  having  to  manage 
multiple  drugs  from  other  doctors. 
Some  patients  fail  to  understand  the 
all-important  initial  titration  sched- 
ule. We  have  been  frustrated  by  el- 
derly patients  who  return  to  the 
office  having  used  the  antidepressant 
on  what  they  erroneously  assumed 
to  have  been  a “p.r.n.”  basis.  Sur- 
prisingly, certain  friends  and  rela- 
tives discourage  patients  from  taking 
any  agent  they  believe  to  be  “dope” 
or  nerve  medicine,  and  their  interfer- 
ence will  be  anything  but  support- 
ive. Obviously,  success  depends  on  a 
long-term  educational  and  support- 
ive dialogue  between  doctor  and  pa- 
tient, including  the  patient’s 
significant  others.  Patients  who  stop 
taking  the  antidepressant  because  of 
dangerous  side  effects,  such  as  in- 
tractable postural  hypotension, 
should  probably  be  switched  to  one 
of  the  newer-generation  drugs. 

CONCLUSION 

Depression  in  late  life  is  likely  to  be- 
come more  prevalent  in  general 
office  practices  as  the  percentage  of 
older  Americans  increases.  Older 
people  have  as  much  potential  for 
remission  as  do  the  young  but  are  at 
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risk  for  being  underdiagnosed  and 
undertreated  with  an  unnecessarily 
long  morbidity.  Primary  care  office- 
based  physicians  have  an  opportuni- 
ty to  reverse  this  trend  by  being 
aware  of  the  clinical  features  of  de- 
pression unique  to  late  life  and  by 
making  the  effort  to  separate  them 
from  similar  complaints  resulting 
front  overlapping  somatic  disease. 
Careful  office  follow-up  over  time  is 
mandatory  for  the  consistent  drug 
compliance  on  which  success  de- 
pends. Finally,  persistent  application 
of  diagnostic  and  treatment  strate- 
gies that  anticipate  and  acknowledge 
the  normal  psychosocial  and  physio- 
logic changes  associated  with  age 
will  bring  gratifying  outcomes  for 
most  elderly  patients. 
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BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 
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Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
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Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue.  Fort  Worth,  Texas  76102 
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Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


1330  N.  Beckley,  Suite  103,  Dallas,  Texas  75203 
Office;  214-942-2007  Fax;  214-942-8742 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H,  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E,  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook.  MD 
Kenneth  Driggs.  MD 
Kevin  Gill.  MD 
Phillip  M.  Graehl.  MD 
Joseph  G.  Jacko.  MD 
L.T.  Johnson.  MD.  FACS 
Richard  E.  Jones.  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders.  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving.  TX  75061,  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD 


4333  N.  Josey.  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch.  TX  75234,  214-241-5446 


Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 


9209  Elam  Road.  #120,  Dallas,  TX  75217,  214-391-9765 


Charles  Mitchell.  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101.  Mesquite.  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,  817-545-2596 
R.  Craig  Saunders,  MD 


Rheumatology 

DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are: 

Amputee  Pediatric  (Inpatient/Day  Hospital) 

Brain  Injury  Southwest  Regional  Arts  Medicine  Center 

Musculoskeletal  Restorative  Surgery 

Outpatient  Brain  Injury  (The  Challenge  Program)  Spinal  Cord  Injury 
Outpatient  Services  Stroke 

Subacute  (LifeBridge  Hospital) 


Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 
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OPPORTUNITIES 

AVAILABLE 

Cardiology 

Two  board  certified  cardiologists  are  seeking  board  certi 
fied/board  eligible  cardiologist  for  invasive/non-inva- 
sive  practice  in  southwest  Houston.  Please  call  (713) 
491-3335  or  send  C V to  Lillian  O'Neil,  1111  Hwy  6, 
Suite  18,  Sugar  Land,  TX  77478. 


Emergency  Medicine 


L THE  STERLING  GROUP 

Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
! physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

; • NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill.  Suite  600 

San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 

Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600  | 

or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer-  | 
rimac  Circle,  Suite  107,  Fort  Worth.  TX  76107. 


ARLINGTON:  MEDICAL  DIRECTOR  — Outstanding  opportu- 
nity for  experienced  E D.  physician  who  is  BC/BP  in 
Emergency  Medicine.  This  level  II  hospital  has  22,000 
annual  visits  with  double  coverage  and  fast  track.  Very 
stable  16  year  contract  with  hospital  provides  for  maxi- 
mum job  security.  Minimum  hourly  guarantee  plus  a 
percentage  of  collections,  and  we  provide  professional 
liability  insurance  with  limits  of  $1M/$3M.  Please  send 


Colorado  Springs,  Colorado^ 

Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO  is  seeking  full  and  part-time 
BC/BE  MED’s  to  come  enjoy  the  good  life.  Four 
days  per  week  - NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr,,  Colorado  Springs,  CO  80918  or  call 

Qi  icip  Pparpp 

^ 719/527-2959,  or  719/594-0046. 


C.V.  to  Teri  Medlar,  Sterling  Healthcare,  Inc.,  8700 
Crownhill,  Suite  600,  San  Antonio,  TX  78209,  or  call  1- 
800-999-3728  or  210-822-9811. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

Endocrinology 


SAN  ANTONIO,  TEXAS 


ENDOCRINOLOGIST.  Progressive,  growing, 
fast-paced  group  practice  specializing  in  diabetes 
& endocrinology  seeks  BC/BE  endocrinologist. 
Organization  consists  of  3 B/C  endocrinologists 
practicing  100%  endocrine,  education  department 
(currently  seeking  ADA  recognition  & staffed  by 
RN  & RD  CDE’s),  high  complexity  laboratory, 
and  extensive  clinical  research  center.  415  bed 
hospital  next  door  with  dedicated  ADA  recog- 
nized diabetic  ward  proficient  in  external  and 
implantable  insulin  pumps.  We  sponsor  12  year 
old  CME  course  and  10  year  old  residency  pro- 
gram. Comprehensive  benefit  package.  Send 
resume  and  CV  to  Administrator,  Diabetes  & 
Glandular  Clinic,  8042  Wurzbach,  Suite  440,  San 
Antonio,  Texas  78229  or  fax  to  210-614-7385. 


Family/General  Practice 


A GREAT  OPPORTUNITY!! 


The  Department  of  Family  Practice  and 
Community  Medicine  at  The  University  of  Texas 
Medical  School  is  searching  for  an  individual  to 
be  Predoctoral  Director  and  Departmental 
Curriculum  Coordinator.  The  individual  will 
occupy  leadership  role  in  a dynamic,  growing 
department.  He/she  will  be  a full-time,  senior  fac- 
ulty member  at  the  Assistant  or  Associate 
Professor  level.  He/she  will  coordinate  curricular 
aspects  of  the  department  within  the  medical 
school  curriculum.  The  individual  will  also  repre- 
sent the  department  on  curricular  policy  issues. 
The  medical  school  is  enhancing  involvement  of 
Family  Practice  and  Community  Medicine  in  all 
four  years  of  student  training.  Problem-based 
learning  and  standardized  patient  concepts  in 
community  oriented  primary  care  are  developing. 
The  individual  will  be  supported  by  third  and 
fourth  year  clerkship  coordinators,  an  education 
associate,  and  appropriate  support  personnel. 
Tenure  track  desire  is  preferred.  Salary  is  highly 
competitive.  Be  part  of  an  exciting  family  practice 
effort! 

For  inquiries,  contact:  Roland  A.  Goertz,  M.D., 
Chairman,  Department  of  Family  Practice  and 
Community  Medicine,  P.O.  Box  20708,  Houston, 
Texas  77225  or  call  (713)  792-5862. 

The  University  of  Texas  is  an  equal  opportunity  employer. 

Women  and  minorities  are  encouraged  to  apply. 


San  Antonia  + Lucrative  Practice  = Excellent  Lifestyle. 
Progressive,  growing  multi-specialty  group,  guaranteed 
salary,  bonus,  full  benefits.  Contact  Chuck  Negas  at  1- 
800-374-4425  or  fax  C.V.  to  my  attention  at  404-390- 
3804.  Physician  Sourcing  & Search,  1100  Ashwood 
Pkwy,  #200,  Atlanta,  GA  30338, 


Southwest  Houston  — Full  or  part-time  opportunity  for 
family  physician.  Flexible  hours;  hospital  responsibili- 
ties optional.  $110,000+  per  year  including  salary  and 
benefits.  Please  send  CV  to  Gregg  Barfield,  12600  Bis- 
sonnet,  Ste  E,  Houston,  TX  77842,  or  call  (713)  568- 
4888  for  more  information. 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RH1  Health  Clinic,  Inc.,  a feder- 
ally funded  community  health  center,  located  at  310 
W.  OakJawn,  Pleasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  210-569-2527. 


Physician  with  Texas  license  needed  to  work  In  a primary 
care  medical  clinic  on  the  campus  of  the  University  of 
North  Texas.  Experience  required  in  a primary  care  prac- 
tice. No  call  duty.  Excellent  benefits.  Salary  is  determined 
by  experience  and/or  certification  in  a primary  care  spe- 
cialty. Contact  Sheila  Meyer,  Director,  University  of  North 
Texas,  P.O,  Box  5158,  Denton,  TX  76203,  817-565-2786. 
Equal  Opportunity/Affirmative  Action  Employer. 


HOUSTON 

PHYSICIANS— FULL  TIME  AND  PART  TIME 


Positions  now  available  for  BC/BE 
Physicians  (Int.  Med.,  F.P.,  PEDS)  in  large 
managed  care  practice.  We  are  a rapidly 
expanding  network  of  health  centers  locat- 
ed throughout  the  greater  Houston  area. 
Flexible  hours  with  highly  competitive 
compensation  and  liberal  benefits.  A nice 
place  to  work.  All  Residents  welcome. 
Evenings/ Weekends  available. 

Call  Joni  Taylor  at  1-800-633-2373,  ext  283, 
to  arrange  for  an  immediate  interview. 


Your  option:  Single  specialty  group  or  solo  with  choice  of 
office  space.  Share  in  call  rotation  1:6.  Affiliate  with 
medically  sophisticated  hospital  with  24-hour  staffed 
ER.  $140,000  net  income  guarantee,  benefits  and  fed- 
eral loan  reimbursement  up  to  $75,000  for  education 
related  debt.  Contact  Valerie  Bailer  at  1-800-374-4425. 
FAX:  404-390-3804. 


FACULTY  POSITION: 


The  Memorial  Hospital  Family  Practice  Residency 
Program,  an  affiliate  of  The  University  of  Texas  Health 
Science  Center  at  Houston,  is  seeking  a board 
eligible/board  certified  Family  Physician  for  a faculty  posi- 
tion, A faculty  appointment  in  the  Department  of  Family 
Practice  and  Community  Medicine  at  The  University  of 
Texas  Medical  School  at  Houston  is  a component  of  the 
position.  Responsibilities  include  teaching  residents  and 
medical  students,  administration,  direct  patient  care  and 
the  consideration  of  pursuing  further  academic  endeavors. 
This  program  is  growing,  active  and  exciting.  Salary  com- 
mensurate with  experience  and  training.  Excellent  benefits 
package 

Please  direct  inquiries  to  Edward  L.  Langston,  R.Ph., 
M.D.,  Director,  Office  of  Medical  Education,  7737 
Southwest  Freeway,  Suite  420,  Houston,  Texas  77074, 
(713)  776-6902 

The  University  of  Texas  Health  Science  Center  at  Houston 
is  an  equal  opportunity/affirmative  action  employer. 
Women  and  minorities  are  encouraged  to  apply. 
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DALLAS  — Urban  Indian  Clinic  seeks  family 
practice  physician.  Friendly  family  setting  with  good 
benefits  package.  No  call,  no  weekends,  no  nights. 
Progressive,  active  programs  include  diabetes,  pre- 
natal, immunizations.  Prefer  board  certified.  Send 
curriculum  vitae  to: 

Sharon  Turcotte,  Clinic  Director 
Dallas  Inter-tribal  Center 
209  E-  Jefferson  Blvd.  Dallas,  Texas  75203 


FAMILY  PRACTITIONER  NEEDED 

Medical  Group  is  searching  for  an  M.D.,  Family 
Practitioner  to  help  direct  Family  and  Urgent  Care  practice 
in  Corpus  Christi,  TX.  Send  C.V.  to: 

Medical  Specialists  Group 
5262  S.  Staples,  Suite  200 
Corpus  Christi,  TX  78411 
Attn:  Medical  Director 


Unique  and  rewarding  opportunity  for  a BC/BE  F.P.  or  I.M. 
for  a well-established  small  FP/IM  group  practice  in 
Houston's  prestigious  Memorial  area.  Pleasant  staff 
and  patient  population.  Clinical  research  if  interested. 
Partnership  opportunity.  Reply  713-932-1990  or  fax  CV 
713-932-1997. 


Chief  of  Staff  needed  to  supervise  the 
medical  operation  of  a university  health 
center  in  conjunction  with  the  practice  of 
medicine.  Requirements:  Graduation  from 
an  accredited  medical  school,  Texas 
license,  Board  certification  in  Family 
Practice  or  Internal  Medicine,  and  five  or 
more  years  experience  in  a primary  care 
practice.  Excellent  benefits. 

Contact  Sheila  Meyer,  Director,  University  of 
North  Texas  Student  Health  Center,  P.O.  Box  5158, 
Denton,  TX  70203,  817-565-2786. 

Equal  Opportunity/Affirmative  Action  Employer. 


S180,000  NET  GUARANTEED.  Family  Practice  with  some 
OB.  Call  1:4.  Gorgeous  hospital.  Excellent  weather  and 
easy  drive  to  NM  snow  skiing.  Great  hunting,  great 
schools,  and  a safe  town.  Call  David  Townsend,  Harris 
Kovacs  Alderman,  at  800-677-7987,  ext.  3-243. 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 


DEADLINE 


December  1993 November  1, 1993 

January  1994 December  1, 1993 

February  1994 December  31, 1993 


Geriatrics 


METR0PLEX  GERIATRIC 
HEALTHCARE  SPECIALISTS 


We  are  seeking  a general 
internist  or  family  practitioner 
with  geriatric  interest.  An 
entrepreneurial  spirit  is  essential. 

The  professional  chosen  for  this 
position  will  launch  an  evolving 
North  Dallas  group  practice. 

A very  attractive  benefit  package 
(including  practice  equity) 
enhances  this  offer. 

Please  contact  Carl  Hunt, 
Physician  Relations, 
for  detailed  information. 

(214)  233-5333 
1-800-346-6687 


Internal  Medicine 


Nephrologist,  B/C  Internal  Medicine, 
Cleveland  clinic  trained,  licensed  in  three 
states,  interested  in  Texas.  Available  2/94. 

Infectious  Disease,  B/C  Internal 
Medicine,  FLEX,  interested  in  I.D.  and 
I.M.,  Prefer  Group. 

Write  Texas  Doctors  Group,  702  Colorado 
Street,  Suite  102,  Austin,  Texas  78701. 


EAST  TEXAS.  Enjoy  1:7  call,  generous  net  income  guar- 
antee plus  benefits,  and  easy  access  to  Dallas/Ft. 
Worth.  Modern  clinic  attached  to  150-bed  regional  med- 
ical center  with  service  area  of  80,000.  For  details, 
contact  Mark  Dupay  at  1-800-477-8863.  Or  fax  C.V.  to 
404-390-3804.  Physician  Sourcing  & Search,  1100 
Ashwood  Pkwy,  #200,  Atlanta,  GA  30338. 


Internist:  Fort  Worth,  Texas 
BE/BC — 12  MD  Group — Downtown  location — 
No  Management  Headaches  — No  up  front 
cash — Guaranteed  salary  & benefits,  plus  bonus 
incentive  for  1st  2 years — Leon  Schroeder, 
Administrator,  The  Fort  Worth  Clinic,  P.A., 
1221  West  Lancaster  Avenue,  Fort  Worth,  TX 
76102,  817-336-7191,  Fax  817-332-8076. 


INTERNAL  MEDICINE.  Outdoor  recreational  paradise  in 
Southern  Oklahoma.  5,000  acre  lake  resort  area.  Join 
3 well  respected  busy  Internal  medicine  physicians. 
Boating,  fishing  and  hunting  in  town  of  23,000.  Immedi- 
ate patient  base.  1-1/2  hours  from  Dallas  and  Okla- 
homa City.  Excellent  financial  guarantee  and  benefits. 
For  more  information,  contact  Beth  Marbach,  CHAL 
LENGER  & HUNT,  800/844-7800,  or  forward  your  cur 
riculum  vitae  to  me  at  7777  Bonhomme  Avenue,  Suite 
1385,  St.  Louis,  Missouri  63105. 


Locum  Tenens 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 . Chicago 

2.  Denver 

3.  Oakland 

4.  Ventura 

5.  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atlanta 

10  Service 


Since  1979,  we've  approached  the 
locum  tenens  assignment  of  physicians 
quite  differently  from  the  competition.  Our 
nationwide  network  of  offices  offers 
assignments  free  from  any  hassles  to 
qualified  physicians... we  do  the  homework 
- we  investigate  assignment  locations, 
interview  personnel  with  whom  you'll  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  you  a “true  picture’’  of  where  you’re 
going  and  what  to  expect. 

And  to  accompany  you  on  your  journey, 
we  provide  malpractice  insurance  on  an 
“occurrence"  basis. 

FOR  MORE  INFORMATION  CALL:  1 -800-531-1 1 22 


Inf  -rim 

P H Y S I C I A N S 


©Copyright  1993,  Interim  Services,  Inc. 
An  H&R  BLOCK©  Company 


West  Texas.  Join  established,  lucrative  10-year-old  prac- 
tice and  associate  with  Board  Certified  Internist.  Affili- 
ate with  medically  sophisticated  hospital  and  cohesive 
medical  team.  Relaxed  lifestyle,  excellent  cost  of  living, 
within  30  minutes  from  university.  Enjoy  $140,000  net 
income  guarantee,  benefits,  and  federal  loan  reim- 
bursement up  to  $75,000  for  education  related  debt. 
Contact  Valerie  Bailer  at  1-800-374-4425.  FAX:  404- 
390-3804. 
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You  ’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed  physicians 
and  allied  health  care  providers  from  more  than  40 
helds  ot  specialization  available  to  provide  locum 
tenens,  or  temporary,  stalling  assistance  when  and 
where  you  need  it. 

Plus,  we  have  the  standards  and  experience  to 
guarantee  your  satislaction  each  time  we  place  a 
member  ol  our  medical  stall  in  your  practice  or 
facility.  It’s  the  closest  thing  you ’ll  find  to  a risk-tree 
wav  to  cover  lor  absent  stall  members,  "try  out  a 
potential  new  recruit,  or  take  care  ofyour  patients 
while  you  search  tor  a new  lull-time  associate.  Call  us 
today  to  arrange  tor  quality  locum  tenens  coverage, 
or  to  discuss  your  permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1 -80(M53-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


PHYSICIANS 

(rtUniUed 


e have  the  locum  tenens  physicians 
you  need  when  you  need  them. 

Gj/f/hen  you  need  assistance  with 
temporary  physicians  staffing  while  you 
recruit  or  to  cover  weekends,  vacations, 
illness  or  CMH,  call  Physicians 

Unlimited.  We  have  a staff  of  thoroughly 
credentialed  radiologists  and  family 
practitioners  with  the  qualifications  you 
need  to  keep  your  practice  open  and 
operating  smoothly. 


hysicians  Unlimited  is  based  in 
Houston  and  focused  on  fulfilling  the 
need  for  temporary  physician  staffing 
throughout  Texas. 

m more  information  on  how  we  can 
help  with  your  staffing  needs  call  Chuck 
Crandell  at  1,800.227.0316,  ext.  9018. 


MW 


Ob/Gyn 

OB/GYN  — Join  two  board-certified  obstetricians  in  mul- 
ti-specialty group.  Equal  partnership  in  one  year.  Sta- 
ble, progressive  hospital  with  Level  II  nursery,  LDRP's. 
Salary  guarantee  plus  productivity  incentive,  full  bene- 
fits. Other  Texans  have  relocated  to  this  community  of 
25,000  in  Kansas  horse/cattle  country.  Excellent  pub- 
lic schools,  affordable  homes  ranging  from  new  subdivi- 
sions to  renovated  Victorians  to  ranch  estates.  Call 
Barb  Inselman,  1 800-533-0525,  10983  Granada 
#202,  Overland  Park,  KS  66211. 

Pediatrics 

EAST  TEXAS.  Excellent  location  is  experiencing  11% 
growth  in  the  pediatric  population,  and  offers  easy  ac- 
cess to  Dallas/Ft.  Worth.  Modern  clinic  attached  to 
150-bed  regional  medical  center.  Two  year  net  income 
guarantee  plus  benefits.  For  details,  contact  Mark  Du- 
pay  at  1-800-477-8863.  Or  fax  C.V.  to  404-390-3804. 
Physician  Sourcing  & Search,  1100  Ashwood  Pkwy, 
#200,  Atlanta,  GA  30338. 
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DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical 
building  designed  to  accommodate  two 
dermatologists.  Current  physician  plans  early 
retirement  and  offers  practice  for  sale.  Building 
available  for  sale  or  lease. 

Contact:  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


FORT  WORTH 

Listen  to  this!  Ten  or  eleven  12-hour  shifts  per  month 
with  salary  and  complete  benefits  package  worth  at 
least  $122.00  per  hour!  We  have  multiple  positions 
and  an  immediate  need.  Call  today. 

Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Popular  location,  recreational  paradise!  Need  two 
more  FPs  to  offer  full  range  of  family  medicine  in  town 
of  21,000;  easy  access  to  Dallas/Fort  Worth.  OB 
optional.  Ultra-modern,  200-bed  hospital.  Excellent 
referral  base  and  backup.  Shared  call.  Generous 
incentive  package.  This  opportunity  has  it  all! 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 

Additional  family  physicians  needed  for  community  of 
14,000  in  strategic  location  (within  one  hour  of 
Dallas/Fort  Worth).  Modern,  88-bed  hospital;  OB 
optional.  Four-way  call  sharing.  Incentive  package, 
nice  opportunity!  Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great 
life  style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous 
incentive  package  from  community  hospital  to 
qualified  doctor. 

Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 
progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Vicki  Truitt. 


EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing 
and  coverage  is  available  from  other  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca;  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician 
Contact:  Barry  Strittmatter. 

FORT  WORTH 

Hassle-free  practice!  Large  family  practice  group 
seeks  Spanish-speaking  physicians  for  office  based 
practice  in  community  clinic.  Forty-hour  work  week; 
no  evenings  or  weekend  call.  Excellent  salary  and 
generous  benefits.  Call  for  details.  Contact:  Vicki  Truitt. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  additional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundant  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more.  Contact:  Jim  Truitt. 

SOUTH  CENTRAL  TEXAS 
Within  one  hour  of  San  Antonio  - South  Central 
Texas  hospital  seeks  additional  BE/BC  family 
practitioner  for  service  area  of  20,000.  OB  is 
available,  but  not  required.  Hunting  and  fishing 
(fresh  and  salt  water)  and  other  recreational  activities 
abound.  Generous  incentive  package  to  qualified 
candidate.  Contact:  Barry  Strittmatter. 

EL  PASO 

A highly  respected  and  well-established  physician  in 
El  Paso  (population  approximately  500,000),  wishes 
to  retire.  He  and  the  hospital  with  whom  he  is 
associated  seek  a board  certified  (or  board  eligible 
pursuing  certification)  family  physician  to  join  him  and 
begin  to  assume  his  large  practice.  Competitive 
benefit  package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Fifth  internist  needed  to  accommodate  heavy  patient 
demand  in  popular  community  of  21,000  (primary 
service  area  of  95,000+);  easy  access  to  Dallas/Fort 
Worth.  Routine,  five-way  call  sharing;  extraordinary, 
200-bed  hospital  facilities  and  services;  outstanding 
backup  from  other  specialties.  Pretty  area; 
recreational  opportunities  abound.  Nice  place  to 
practice;  generous  incentive  package. 

Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  medical  and  four  radiation 
oncologists  seek  fifth  medical  oncologist  for  group 
practice.  Salary,  plus  bonus  and  excellent  benefits. 
Practice  with  a top-notch  group  and  enjoy  a life  style 
in  a city  offering  an  abundance  of  outstanding 
amenities.  Call  for  more  specific  details. 

Contact:  Jim  Truitt. 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks  1994 
BE/BC  OB/GVN  for  private  practice  (to  share  call 
with  four  other  OB/GYNs).  Construction  of  New 
Women's  Center  underway.  Progressive,  family 
oriented  community  with  strong,  diversified  economy; 
excellent  schools.  Many  social  and  recreational 
opportunities.  Comprehensive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 


ORTHOPEDIC  SURGERY 


NORTH  CENTRAL  TEXAS 
Near  Dallas  - Excellent  private  practice  opportunity  in 
smaller  community  with  easy  access  to  amenities  of 
major  Metropolitan  area.  Well-equipped  93-bed 
hospital  affiliated  with  premier  health  care  system. 
Practice  options  include  solo  with  call  coverage  or 
single  specialty  group.  Outstanding  income  potential; 
quality  life  style.  Incentive  package. 

Contact:  Jim  Truitt. 


OTOLARYNGOLOGY 


NORTH  EAST  TEXAS 

ENT  needed  for  community  of  27,000  (referral  area 
200,000).  Pretty  town;  good  schools:  lots  of  social 
and  recreational  amenities.  Good  hospitals;  share 
call  with  recently  trained,  BC  ENT  Competitive 
incentive  package  offered  to  qualified  physician. 
Contact:  Vicki  Truitt. 


PEDIATRICS 


We  have  more  pediatric  opportunities  than  we  can 
list.  East  Texas,  Northeast  Texas,  North  Central 
Texas,  Dallas/Fort  Worth  - you  want  it,  we  have  it! 
Please  call  us  for  specific  information  about  these 
outstanding  opportunities.  Contact:  Vicki  or  Jim  Truitt. 


■ Physician  Search  & Placement 

■ Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


1342  Johnson  Road 
Keller,  Texas  76248-4205 


1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 


Please  call  for  additional  listings. 


Classified  Directory 


- PUBLIC 
) HEALTH 
' PHYSICIAN 


The  Texas  Department  of  Health's  Chronically  III 
and  Disabled  Children's  (CIDC)  Bureau  has  an 
opening  for  a full-time  Public  Health  (PH) 

Physician  in  Austin,  Texas.  CIDC  is  a state  and 
federally  funded  program  that  sets  standards  of 
care  and  provides  reimbursement  for  health 
services  for  children,  adolescents,  and  young 
adults  with  chronic  and/or  disabling  conditions 
who  are  eligible  to  receive  program  coverage. 

Job  responsibilities  include  development  and 
implementation  of  the  Bureau's  health  care 
coverage  policies  and  procedures  and  interaction 
with  health  care  providers,  parents,  clients,  and 
other  client  advocates  throughout  the  state 
regarding  program  issues.  Prefer  board 
certification  in  Pediatrics  or  Family  Practice. 
Requires  license  to  practice  medicine  in  Texas  by 
the  State  Board  of  Medical  Examiners  plus  one 
year  of  full-time  paid  experience  as  a physician  in 
a recognized  public  health  agency,  or  two  years 
full-time  paid  experience  as  a physician  in  a 
clinical  specialty  utilized  in  public  health 
programs. 

A Master  of  Public  Health  Degree  from  an 
accredited  school  of  public  health,  or  certification 
by  an  appropriate  American  Specialty  Board  in  a 
clinical  specialty  utilized  in  public  health  programs 
will  be  accepted  in  lieu  of  the  required 
experience. 

SALARY.  $5384.05  per  month  with  excellent  State 
benefits. 


For  application  and  job  description  contact: 


LESA  R.  WALKER,  M.D.,  CIDC  SERVICES 
TEXAS  DEPARTMENT  OF  HEALTH 
1100  WEST  49TH  STREET 
AUSTIN,  TEXAS  78756 
(512)  458-7111,  EXT.  3021 


RESUMES  NOT  ACCEPTED. 

Use  posting  number  93-TDH-1 271  when 
applying.  Applications  accepted  through  5:00  p.m. 
on  November  12,  1993.  EOE/ADA  Employer. 
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PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 


Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville,  TX  77342 
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PEDIATRICS/NORTHEAST  TEXAS 


Thirty-plus  physician  group  seeks  addi- 
tional pediatrician.  Enjoy  the  warmth  of 
the  sunbelt;  living  in  a community  of 
22,000  residents,  where  24%  of  popula- 
tion is  under  15  years  old  — PEDS!  Less 
than  one  hour  from  a major  metroplex  of 
2 1/2  million.  185  bed  hospital  with  a 
level  II  nursery.  Excellent  referral  base 
was  70%  private  pay  with  no  HMO’s  or 
PPO’s.  $240K  package. 

Call  Mike  Garvey  at  Harris  Kovacs  Alderman, 
800-677-7987  Ext  2-408 
or  fax  C.V.  to  (214)  518-2676. 
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Radiology 


Other  Opportunities 
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its  Time  for  R£R 

800  523-9955 

RADIOLOGY 


Locum  Teneus  • Permanent  Recruitment  Specialist 


Physicians  Unlimited 


Physicians  Unlimited  is  offering  unique  opportuni- 
ties for  Texas  licensed  radiologists.  Are  you  inter- 
ested in  a little  travel  and  a lot  of  flexibility? 
Would  you  enjoy  more  control  over  your  schedule 
while  earning  the  most  generous  compensation  of- 
fered to  locum  tenens  radiologists?  If  so,  it  is  time 
to  consider  Physicians  Unlimited.  You  will  earn 
what  you  deserve,  and  your  malpractice  insurance, 
housing,  and  travel  expenses  will  be  paid  as  well. 

Call  Ann  Christante  at  (800)  227-0316,  ext  9045. 


Urology 

EAST  TEXAS.  Easy  access  to  Dallas/Ft.  Worth.  Modern 
clinic  attached  to  150-bed  regional  medical  center  with 
80,000  service  area.  Generous  net  income  guarantee  J 
plus  benefits.  For  more  details,  contact  Mark  Dupay  at  j 
1-800-477-8863.  Or  fax  C.V.  to  404-390-3804.  Physi- 
cian Sourcing  & Search,  1100  Ashwood  Pkwy,  #200, 
Atlanta,  GA  30338. 

ABILENE  — Any  BE/BC  urologist  interested  in  practicing  ] 
in  West  Texas  is  invited  to  contact  T.  Flarrop  Miller, 
M.D.  at  6200  Flumana  Plaza.  Suite  1475,  Abilene,  Tx. 
79606. 


Take  A Closer  Look  At 

King’s  Daughters  Clinic.  P.A, 


If  you’re  considering  a practice  change, 
we  have  an  opportunity  for  you  ! 


✓ Urologist 

✓ Pediatrician 


✓ Family  Practitioner 


✓ Internist 


✓ Dermatologist 

✓ Pathologist 


For  more  information, 

call  Scott  Becker  at  (817)  778-2123 

or  write: 

King’s  Daughters  Clinic,  P.A. 

1905  SW  H.K.  Dodgen  Loop 
Temple,  Texas  76502 


Dallas  County  has  excellent  opportunities  for  a Director  of 
Jail  Health  and  a Jail  Physician  in  our  Health  Department. 
Both  of  these  positions  will  be  responsible  for  examining  and 
treating  patients  who  are  inmates  in  the  Dallas  County  Jails. 
Minimum  requirements  are: 

• MD/DO  • Currently  licensed  in  Texas 
We  offer  excellent  benefits.  This  is  an  ideal  opportunity  for  a 
physician  needing  experience,  or  a physician 
interested  in  public  health.  Salary  range  is 
$4,623  - $5, 548/mo.  Hours  7:00  am  to  3:30  pm 
M-F.  If  interested,  call  (214)  920-7910. 
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Dissatisfied  with 
your  practice? 


We’re  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic. 

You  don’t  need  to  answer  every  ad 
or  contact  numerous  recruiters. 
We  can  place  you  anywhere  — 
1000’s  of  communities  — every 
size,  every  state! 


In  Texas: 

45+  cities 
Houston 
Corpus  Christi 
San  Antonio 
Dallas 
Beaumont 


Nationwide: 

750  cities 

Indianapolis 

Chicago 

Pittsburg 

Cincinnati 

Jacksonville 


Confidential  • References 

The  Curare  Group,  Inc. 

fiSV  (800)880-2028 

j P I Fax:  (812)331-0659 

St?*  >y 


NATCHITOCHES,  LA.  — The  Natchitoches 
Out-Patient  Medical  Center,  Inc.  is  currently 
seeking  an  Ob/Gyn,  Family  Practitioner, 
Pediatrician,  Physician’s  Assistant,  and 
Nurse  Practitioner  for  its  progressive  prac- 
tice based  in  Natchitoches,  LA.  The  corpora- 
tion, which  has  been  a proven  leader  in  the 
health  care  industry  for  more  than  16  years, 
offers  an  excellent  compensation  package 
including  sign-on  bonus,  malpractice,  health 
insurance,  loan  repayment,  erne,  incentive 
pay,  and  vacation.  Salary  is  commensurate 
with  experience  — beginning  at  $100,000 
for  physicians  and  $45,000  for  mid-levels. 

If  you  are  interested  in  practicing  in  a great 
work  environment,  please  contact  Willie 
Valrie  (CEO)  or  Cynthia  Goree  at  (318)  352- 
1819. 


ASSOCIATE  DIRECTOR  AND  PHYSICIAN 


General  Medicine-Medical  Services  (Medical  Director) 
The  University  of  Texas  at  Austin  Student  Health  Center 
Required:  a doctoral  degree  in  medicine; 
board  certified  or  board  eligible  in  a prima- 
ry care  specialty;  two  or  more  years  of 
post-residency  primary  care  experience  in 
an  ambulatory  care  setting,  including  one 
or  more  years  of  senior  administrative 
experience;  and  current  license  or  eligibili- 
ty for  licensure  to  practice  medicine  in  the 
State  of  Texas.  This  is  a security  sensitive 
position;  a background  check  will  be  con- 
ducted on  the  selected  applicant.  Position 
available  January  3,  1994.  To  apply,  send 
letter  of  intent,  curriculum  vitae,  and  three 
letters  of  reference  to: 

Jeanne  Carpenter,  Chair 
Search  Committee 
The  University  of  Texas  at  Austin 
Student  Health  Center 
P.O.  Box  7339,  University  Station 
Austin,  TX  78713-7339 

An  Equal  Opporlunity/AfTirmative  Action  Employer 


FOR  SALE  OR  LEASE 

Medical  Equipment 

New  and  Refurbished  Medical  Equipment.  We  buy  and  sell. 
Infusion  pumps,  x-ray  machinery,  EKG  machines, 
surgery,  and  lab  equipment.  Let  Medical  Remarketing 
find  or  sell  your  medical  equipment.  Call  Brian  Kidd  @ 
(817)  540-6512. 

Burdick  Elite  and  Marquette  EKG  Machines  for  sale 
$2500  each.  (512)  454-7683. 

For  Sale  — Abbott  Vision  Machine,  Chemistry  Analyzer,  for 

office  or  lab  setting.  Call  for  specifications.  Contact  Dr. 
Robert  Furse's  office,  (713)  981-8133,  Monday  thru 
Friday,  9 am  - 5 pm. 

Office  Space 


PROFESSIONAL  OFFICE  SPACE  FOR  LEASE: 


NW  San  Antonio,  3,075  SF  in  free-standing 
professional  center.  Space  is  currently  occupied 
by  family  practitioners.  Excellent  finish-out,  on- 
site owner/mgmt.  Flexible  terms.  Possibility  of 
adjacent  1,532  SF  becoming  available.  For 
information  and/or  to  view  premises,  call  Dr. 
Johnson  @ (210)  681-1278. 


Practices 


DALLAS/FT.  WORTH 


Well-established  General  Surgery  practice  in  mid-cities 
suburb  is  now  available  Partnership  also  available 
Collections  in  excess  of  $300,000  for  1992.  Prestigiously 
located  office  is  fully  computerized  Thorough  and  gener- 
ous introduction  will  be  offered  Courteous  and  efficient 
staff  will  stay,  if  desired  Owner  financing  for  the  appro- 
pnate  physician  will  be  made  available. 

For  information,  contact 
Mr.  Harrison  at  (800)  933-091 1. 


Fully  equipped,  established,  busy  general  medicine  office 
available  In  Fort  Worth  due  to  retirement  of  present 
owner.  Ideal  for  bilingual  physician.  Negotiable  terms. 
Respond  c/o  Texas  Medicine,  Ad  Box  812,  401  W. 
15th  Street,  Austin,  TX.  78701. 

Family  Practice/Minor  Emergency  Clinic  For  Sale.  SW  Hous- 
ton. Fully-equipped.  Physician  retiring.  Average  net  in- 
come for  last  3 years  $300,000.  Near  three  hospitals. 
Excellent  location  as  gatekeeper  of  Healthcare  Net- 
work. For  details  call  (713)  777-5160,  Robert  Sims, 
CPA. 

Family  Practice  for  Sale.  Well-established,  very  busy  Fami- 
ly Practice  in  Fort  Worth,  located  in  the  Hospitals  area. 
Introduction  will  be  offered.  Present  staff  will  stay.  Fi- 
nancing could  be  arranged.  Respond  c/o  Texas 
Medicine,  Ad  Box  815.  401  W.  15th  Street,  Austin,  TX. 
78701. 

Property 

Waterfront  lot,  Lake  Travis,  l1/?  acres,  deep  water,  gen- 
tle slope,  cleared,  level  building  site  above  750  feet, 
boathouse/dock  rights,  Point  Venture  benefits.  Owner 
financing:  10%  interest  with  20%  down.  Call  owner 
(512)  749-7142. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4560  /Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  423 14  „ . • 

Houston,  TX  77242-23 1 4 Bronstein 
FAX  71  3-493-2234  & Associates 


THE  BANANA  PEEL.  A business  management  newsletter 
containing  inside  information  drawn  from  physician's 
experiences.  Call  1-800-SLIPUPS,  or  write  The  Banana 
Peel,  2177  Barry  Drive,  Fort  Myers,  Florida  33907  for 
your  complimentary  copy.  (ISSN  1069-9449) 


BUSINESS  AND 
FINANCIAL  SERVICES 


$$  MONEY  FOR  DOCTORS  $$ 
•RESIDENTS* 

If  you  are  in  your  2nd  year  or  above,  you 
qualify  and  can  borrow  up  to  $35,000  now 
for  any  purpose.  Contact:  R.B.  Davis 
Medical,  Inc.  — Fax  (214)  394-4185  with 
your  area  code,  fax  number,  and  loan 
amount 

•ESTABLISHED  DOCTORS* 

To  obtain  your  loan  for  any  purpose,  call 
(214)  492-8095,  ext.  1234#  (24  hrs.)  or  Fax 
your  request 


Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser- 
vice Association,  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 

TAX  CREDITS:  Cuts  taxes  $7,750/yr  x 10  yrs.  $1.80 
Credits  for  $1.00  Invested.  IRS  Approved  (Sec  42). 
Roger  P.  Holland.  MD,  Ph/D  (903)  534-9652  (Recorded 
Message). 


92 


TEXAS  MEDICINE 


VOLUME  89  NO.  10 


OCTOBER  1993 


Classified  Directory 


Owning  vs.  Leasing  your  clinic  can: 

* Reduce  Monthly  Expenses 

* Increase  Net  Worth 

* Create  another  Retirement  Fund 

We  arrange  SBA  Guaranteed  Financing  & 
handle  alfacquisition  and  development 
efforts.  For  free  report,  contact: 

THE  PINNACLE  GROUP  (713)  242-8961 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a.  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  (or 
the  closest  business  day)  preceding  publication.  Send 
copy  to  Denise  Kotson,  Classified  Manager,  TEXAS 
MEDICINE,  401  West  15th,  Austin,  Texas  78701. 


Texas  Society  of 
Internal  Medicine 

A N A U A L "M  E E TING 

in  conjunction  with  the 

American  College  of  Physicians 
Texas  Hcademii  Chapter 

IHUflSDflV 

Daily  Problems,  Distinctive  Perspectives 

F R I D fl  V 

Health  Care  Reform:  Where  Should 
We  Go?  With  guest  speaker 

Joseph  T.  Painter,  MD,  President  AMA. 

November  11-12,  1993 
Sheraton  Gunter  Hotel 
San  Antonio,  Texas 

13  Category  1 CME  Credtis  Available 

For  regislranon  informalion 
call:  210-SB7-4444 

For  membership  informaNon 
call:  S12-370-1S08 


Advertising  Directory 


Aberdeen  Medical  Insurance 
Services,  Inc.  22 

American  Medical  Association  12 

Apple  Medical  Leasing  5 

Autoflex  Leasing  Inside  Front  Cover 

CompHealth  88 

Euro  Canadian  Trust  Co.  48 

Haynes  O’Neal  30 

Insurance  Corporation 
of  America  16 

Medical  Protective  27 

Merck  8c  Co.,  Inc.  9-11 

National  Health  Services 
Insurance  Borkers  23 

National  Live  Stock  & 

Meat  Board  19 

Palisades  Pharmaceutical  15 

Physician  Resource  Network  89 

Practice  Management 
Innovations  31 

Scott  & White  Back  Cover 

Texas  Medical  Association 
Insurance  Trust  1 

Texas  Medical  Liability  Trust  6 

U.T.  Southwestern  Medical 
Center  Inside  Back  Cover 

Publication  of  an  advertisement  in  Texas 


Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  As- 
sociation  of  the  product  or  service  involved. 


Physician 

Follow 

Through 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 

Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has 


free  materials  to  help 
you  talk  about 
prescriptions. 


Write  for 

free  information  on 
patient  medicine 
counseling. 


& NCPIE 


666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


TEXAS  MEDICINE 


VOLUME  89  NO.  10 


OCTOBER  1993 


93 


TEXAS  MEDICAL  ASSOCIATION 


C ME  / Continuing 
education  Directory 


Courses 


NOVEMBER 

Anesthesiology 

Nov  12-14,  1993 

Anesthesiology  and  the  Geriatric  Patient. 
St  Louis.  Contact  Washington  University 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  631 10-1093 
(800)  325-9862 

Computer  Applications 

Nov  6,  1993 

Basics  of  Searching  MEDLINE.  Austin. 
Contact  Texas  Medical  Association  Library, 
401  W 15th  St,  Austin,  TX  78701  (512) 
370-1552  or  (800)  880-1300,  ext  1552 

Endocrinology 

Nov  12-13,  1993 

Interdisciplinary  Approach  To  Diagnosis 
& Management  of  Endocrine  Disorders. 
Washington,  DC.  Contact  George  Wash- 
ington University  Medical  Center,  2300  K 
St,  NW,  Washington,  DC  20037  (202) 
994-4285 

Gastroenterology 

Nov  19-20,  1993 

Gastroenterology  Update.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  I lar- 
ry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

Nov  20,  1 993 

Hypercholesterolemia.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  63110-1093  (800)  325-9862 

Gynecology 

Nov  11-13,  1993 

Techniques  in  Gynecologic  Surgery.  Scotts- 
dale, Ariz.  Contact  Mayo  Clinic  Scotts- 
dale, 13400  E Shea  Blvd,  Scottsdale,  AZ 
85259  (602) 391-7447 

Infectious  Diseases 

Nov  5-6,  1 993 

Update  in  Sexually  Transmitted  Diseases. 
Dallas.  Contact  The  U niversity  of  Texas 
Southwestern  Medical  Center,  Office  of 


CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Nov  12,  1993 

Update  in  Infectious  Diseases  II.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Neurology 

Nov  5-6,  1993 

Movement  Disorders  for  the  Practitioner. 
Phoenix.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Nov  12,  1993 

Therapy  of  Movement  Disorders.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Oncology 

Nov  4-7,  1993 

Advances  in  the  Biology  & Therapy  of 
Colorectal  Cancer.  Houston.  Contact  The 
University  of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Nov  12-14,  1993 

Head  and  Neck  Oncology.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St  Louis, 
MO  63110-1093  (800)  325-9862 

Otolaryngology 

Nov  4-6,  1 993 

Otology,  Neurotology,  & Skull  Base 
Surgery.  San  Francisco.  Contact  University 
of  California  at  San  Francisco,  Extended 
Programs  in  Medical  Education,  Rm  LS- 
105,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Pediatrics 

Nov  5-6,  1993 

Pediatrics  Update  for  the  Practitioner.  Dal- 
las. Contact  The  LIniversity  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Risk  Management 

Nov  12-13,  1993 

Beyond  the  Basics:  Advanced  Case  Studies 
in  Medical  Risk  Management.  San  Anto- 
nio. Contact  Medical  Risk  Management, 


Inc,  2500  City  West  Blvd,  Ste  300,  Hous- 
ton, TX  77042,  (713)  789-3375 

Thoracic  Surgery 

Nov  17-19,  1993 

Contemporary  Cardiothoracic  Surgery.  St 
Louis.  Contact  Washington  University 
School  of  Medicine,  Campus  Box  8063, 
660  Euclid  Ave,  St  Louis,  MO  631 10-1093 
(800) 325-9862 

Transplantation 

Nov  3,  1993 

Applications  of  Advancing  Technology  in 
Contemporary  Hepatology.  Chicago.  Con- 
tact Rush-Presbyterian-St  Luke’s  Medical 
Center,  1653  W Congress  Pkwy,  Rm  201 
Jones,  Chicago,  IL  60612-3833  (312) 
942-6242 

DECEMBER 

AIDS 

Dec  9-11,  1993 

Women:  Face  To  Face  With  HIV.  New  Or- 
leans. Contact  Delta  Region  AIDS  Educa- 
tion and  Training  Center,  1542  Tulane  Ave, 
New  Orleans,  LA  701  12  (504)  568-3855 

Cardiology 

Dec  6-8,  1993 

Interpretation  & Treatment  of  Cardiac  Ar- 
rhythmias. Philadelphia.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Dec  1 1,  1993 

Cardiology  Seminar.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  631 10-1093  (800)  325-9862 

Gastroenterology 

Dec  4,  1993 

Gl  Update.  St  Louis.  Contact  Washington 
University  School  of  Medicine,  Campus 
Box  8063,  660  Euclid  Ave,  St  Louis,  MO 
631 10-1093  (800) 325-9862 

General  Medicine 

Dec  3,  1993 

Women’s  Health  Care  Issues.  St  Louis. 
Contact  Washington  University  School  of 
Medicine,  Campus  Box  8063,  660  Euclid 
Ave,  St  Louis,  MO  631  10-1093  (800) 
325-9862 
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Obstetrics  and  Gynecology 

Dec  4-5,  1993 

Update  in  Pelvic  & Vaginal  Surgery.  San 
Antonio.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Dec  9-11,  1993 

Cornea  and  Excimer  Update.  San  Francis- 
co. Contact  University  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  LS-105,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Otorhinolaryngology 

Dec  2-4,  1993 

Balance  Disorders:  Controversies  in  Diag- 
nosis & Management.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

Dec  4-5,  1993 

Stabilization  & Management  of  the  Criti- 
cally III  Child.  San  Francisco.  Contact  Uni- 
versity of  California  at  San  Francisco,  Ex- 
tended Programs  in  Medical  Education, 
Rm  LS-105,  San  Francisco,  CA  94  1 43- 
0742  (415)  476-4251 

JANUARY 

Anesthesiology 

Jan  15-16,  1994 

Current  Topics  in  Anesthesiology.  Phoenix, 
Ariz.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Critical  Care  Medicine 

Jan  13-14,  1994 

Topics  in  Critical  Care  Medicine.  Phoenix, 
Ariz.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Family  Practice 

Jan  21-23,  1994 

Advances  in  Family  Medicine.  League  City, 
Tex.  Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 


Orthopedic  Surgery 

Jan  28-30,  1994 

Orthopaedic  Recertification  Review.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235 (214) 688-2166 

FEBRUARY 

Cytopathology 

Feb  17-20,  1994 

Cytopathology  Review  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Gastroenterology 

Feb  25-26,  1994 

Advances  in  Gastroenterology:  The  Patient 
With  Abdominal  Pain.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Feb  26-Mar  5,  1994 

Topics  in  Gastroenterology  and  Internal 
Medicine.  Barbados.  Contact  George 
Washington  University  Medical  Center, 
2300  k St,  NW,  Washington,  DC  20037 
(202)  994-4285 

MARCH 

Obstetrics  and  Gynecology 

Mar  4-6,  1994 

Anesthesia  Conference  for  Obstetrics. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Mar  22-25,  1994 

Controversies  in  Women's  Health  Care. 
Puerto  Vallarta,  Mexico.  Contact  Scott  & 
White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Ophthalmology 

Mar  I 1-13,  1994 

The  Cullen  E ye  Course:  Clinical  Advances 
in  Ophthalmology.  I louston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-4941 


Surgery 

Mar  10-11,  1994 

Gastrointestinal  Surgery  Refresher  Course 
& Update.  St  Louis.  Contact  Washington 
University  School  of  Medicine,  Campus 
Box  8063,  660  Euclid  Ave,  St  Louis,  MO 
63110-1093 (800) 325-9862 

Trauma 

Mar  25-26,  1994 

Current  Concepts  in  Management  of 
Spinal  Trauma.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-4941 

Risk  Management  Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  through  its 
Risk  Management  Office.  For  further  in- 
formation, contact  the  TMA  Risk  Manage- 
ment Office,  401  W 15th  St,  Austin,  TX 
78701 (800)  880-1300. 

October-December  1993 

Your  Burden  of  Proof:  Avoiding  Expensive 

Failure  to  Diagnose  Claims 

Oct  7,  Beaumont  and  Galveston 

Oct  14,  Dallas 

Oct  28,  Temple 

Nov  4,  Houston 

Nov  18,  San  Antonio 

Dec  2,  College  Station 

Calendar  of  Meetings 


•Denotes  Texas  meeting 

October 

Oct  13-17,  1993,  Washington,  DC 
American  Society  of  Internal  Medicine 
Leadership  & Development  Conference 
Contact  ASIM,  2011  Pennsylvania  Ave, 
NW,  Ste  800,  Washington,  DC  20006- 
1808  (202) 835-2746,  ext  266 

Oct  21-24,  1993,  San  Antonio 
•American  Academy  of  Psychiatry  and  the 
Law  Annual  Meeting 

Contact  AAPL,  819  Park  Ave,  Baltimore, 
MD  21201  (410)  539-0379 

Oct  26-30,  1993,  San  Antonio 
•American  Academy  of  Child  and  Adoles- 
cent Psychiatry  Annual  Meeting 
Contact  AACAP,  3615  Wisconsin  Ave  NW, 
Washington,  DC  20016  (202)  966-7300 
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Oct  28-31,  1993,  New  Orleans 
Southern  Medical  Association  Annual  Sci- 
entific Assembly 

Contact  SMA  Registration  Dept,  35 
Lakeshore  Dr,  Birmingham,  AL  35219- 
0088  (800)  423-4992 

Oct  28-31,  1993,  San  Antonio 
•Society  for  Professional  Well-Being  Na- 
tional Conference 

Contact  SPW,  21  W Colony  Place,  Ste  150, 
Durham,  NC  27705  (919)  489-9167 

November 

Nov  2-7,  1993,  Houston 

•American  Society  of  Cytology  Annual 

Meeting 

Contact  ASC,  1015  Chestnut  St,  Ste  1518, 
Philadelphia,  PA  19107  (215)  922-3880 

Nov  4-7,  1993,  Orlando,  Fla 

American  Pain  Society  Annual  Scientific 

Meeting 

Contact  APS,  5700  Old  Orchard  Rd,  1st 
Floor,  Skokie,  IL  60077-1057  (708)  966- 
5595 

Nov  13-17,  1993,  Atlanta 
American  College  of  Allergy  and  Im- 
munology Annual  Meeting 
Contact  ACAI,  800  E Northwest  Hwy,  Ste 
1080,  Palatine,  IL  60067  (707)  359-2800 

Nov  14-18,  1993,  Chicago 

American  Academy  of  Ophthalmology 

Annual  Meeting 

Contact  AAO,  655  Beach  St,  San  Francis- 
co, CA  94109-1336  (415)  561-8500 

Nov  18-21,  1993,  Houston 
•American  Association  for  Cancer  Education 
Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 

Nov  28-Dec  3,  1993,  Chicago 
Radiological  Society  of  North  America 
Annual  Meeting  & Scientific  Assembly 
Contact  RSNA,  2021  Spring  Rd,  Ste  600, 
Oak  Brook,  IL  60521  (708)  571-2670 


For  assistance  in  locating  CME  opportunities 
offered  elsewhere  or  for  self-paced  home  study 
materials,  contact  the  Texas  Medical 
Association  CME  Resource  Center  at 
(800)  880-1300,  ext  1552,  or  (512)  370-1552. 


Medical  Malpractice  Insurance 


" Whatever  Your  Needs  Demand " 


Individual 

Group 

Part  Time 

Slot 

Per  Patient 

Corporate 

Locum 

Excess 

D & O 

Clinic 

Hospital 

Declined 

Discounts 

H.B.  18 

M.S.O. 

H.P.A. 

I.P.A. 

L.L.P. 

"We  Can  Provide" 


Independently  Representing  Our  State’s  Finest  Malpractice 

Companies  Since  1986 


National  Health  Services,  Friendswood  Texas. 
Thomas  E.  Sheridan  Agency  Inc. 
1-800-634-9513 


HOUSTON  PHYSICIANS 


Here's  a thought  for  you  ... 

MAYBE  today's  complex  world  of  medicine  has  innundated  you 
with  multiple  pressures  ranging  from  regulations  to  unending  paper- 
work, to  billing  complexities  that  take  more  time  than  they're  worth. 
MAYBE  EVEN  your  unquestioned  love  for  the  practice  of  medicine  has 
become  frustrating  due  to  the  result  of  newly-mandated  government 
reforms.  JUST  MAYBE  in  your  solo  practice,  you  have  experienced  too 
much  understaffing,  long  hours,  and  shrinking  income,  and  not  enough 
time  to  just  practice  good  old-fashioned  medicine. 

It's  never  too  late  to  make  a change  for  the  better! 

The  Doctors  Officenter  Medical  Group  of  Houston,  P.A.,  is  a physician- 
owned  and  physician-managed  medical  practice.  We  can  offer  you  a pro- 
fessionally rewarding  career  earning  a high  income,  excellent  benefits, 
while  you  pursue  upward  mobility  without  the  hassles  associated  with 
endless  paperwork.  Our  practice  hours  are  tailored  to  suit  your  needs. 
Offices  throughout  the  greater  Houston  area  provide  the  most  cost-effec- 
tive quality  care  in  both  fee-for-service  and  managed  care  environments. 
Call  NOW  for  the  opportunities  awaiting  you. 

1-800-633-2373,  ext.  283  , Joni  Taylor 


a DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


96 


TEXAS  MEDICINE 


VOLUME  89  NO.  10 


OCTOBER  1993 


Texas  Medicine 
UCSF  LIBRARY 
Received  on:  11-11-93 


I 


Texas 

TEXAS  MEDICAL  ASSOCIATION 


me 


NOVEMBER  1993 


Journa 1 s 

W1 

TE 

787 


Medical  practice 
inside  the  walls 


Are  you  a likely  lawsuit  target ? / 22  • Physiatrics  at  the  forefront  / 54 
• What  to  do  when  a PPO  drops  or  rejects  you  / 31 


1994  Ford  Explorer.  Dealership.  1994  Ford  Explorer.  Autoflex. 


What’s  the  difference?  The  Autoflex 
reputation.  Their  sense  of  integrity  that 
is  reflected  in  superior  service  and 
flexible  leasing  plans.  Volume  buying 
power  has  given  Autoflex  leasing  the 
edge  over  other  leasing  companies 
and  new  car  dealers.  The  benefits 
include  free  rent  cars,  no  down 
payment  and  no  deposit  to  name  a few. 
The  Texas  Medical  Association  has 
found  Autoflex  worthy  of  their 
endorsement,  and  in  return,  Autoflex  has 
created  special  programs  for  TMA 
members.  So,  contact  one  of  the  many 
Autoflex  professionals  soon  so  that 
they  can  deliver  your  new  car. 

1-800-634-1234 
or  214-234-1234 

Axxtoflex 

(l  e a S I N ~(P) 

^ Texas  Medical 
m Association 


♦TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


GROUP  PLUS 


FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical , 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 
created  and  endorsed 
by  the  Texas  Medical 
Association. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association 

Insurance  Trust 
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Physicians’  insensitivity 
to  blame  for  managed 
care  woes 

This  letter  is  in  response 
to  the  whining  of  Alfred  M. 
Magill,  MD.  Dr  Magill  has 
written  to  Texas  Medicine  (Septem- 
ber 1993,  p 7)  complaining  that 
managed  care  programs  have  plun- 
dered and  raped  his  practice.  Unfor- 
tunately, this  is  a scenario  that  we 
will  be  seeing  repeated  over  and 
over  again.  As  long  as  our  col- 
leagues allow  themselves  to  be  sub- 
jugated to  managed  care,  this  will  be 
our  plight. 

He  feels  this  situation  has  come 
about  through  big  business.  I believe 
it  has  come  about  because  our  col- 
leagues are  insensitive  to  each  other. 
In  addition,  they  lack  the  foresight 
to  see  that  managed  care  will  devas- 
tate the  doctor-patient  relationship 
and  will  lead  to  poor-quality  care. 

Dr  Magill  suggests  that  the  medi- 
cal society  or  the  courts  can  remedy 
this  situation.  I am  afraid  neither 
can  nor  will.  The  only  remedy  for 
this  situation  is  for  physicians  to 
start  caring  more  about  their  profes- 
sion than  they  do  about  their  per- 
ceptions that  by  participating  in 
such  managed  care  plans  they  will 
have  better  futures. 

Stephen  C.  Cohen,  MD 

8527  Village  Dr,  Suite  101 
San  Antonio,  TX  78217 


TMA  must  take 
health  plans  to  task 

Alter  reading  the  letter 
to  the  editor  by  Alfred  M. 
Magill,  MD  (Texas  Medicine , 
September  1993,  p 7),  I feel  it  is  im- 
perative that  the  Texas  Medical  As- 
sociation and  the  physicians  of  that 
organization  take  a stand  in  support 
of  doctors  such  as  Dr  Magill. 

HMOs  and  other  health  plans 
have  a responsibility  and,  in  fact,  a 
legal  obligation  to  be  consistent  in 
their  requirements.  If  an  individual 
specialist  or  practitioner  meets  the 
qualifications  of  a certain  plan  and  is 
willing  to  accept  the  price  structure 
of  that  plan,  then  that  individual 
should  be  accepted.  This  is  certainly 
the  opinion  of  the  insurance  com- 
missioner of  the  state  of  Texas. 

It  is  high  time  that  TMA  take 
these  health  plans  to  task  for  discrim- 
inatory practices  against  physicians 
and  for  limiting  physicians’  abilities 
to  practice  medicine  by  their  arbi- 
trary and  capricious  acceptance  and 
rejection  of  certain  practitioners. 

Robert  Levinthal,  MD 

6624  Fannin,  Suite  2520 
Houston,  TX  77030 

Educational  program 
available  on  diabetic 
retinopathy 

IT  IS  ESTIMATED  THAT  850,000 
Texans  have  diabetes  mellitus, 
but  only  about  half  of  them  know 
it.  Diabetes  causes  blindness  in 
about  850  Texans  annually  at  an  ap- 
proximate cost  of  $32  million  a year. 
Diabetic  retinopathy  is  the  leading 
cause  of  blindness  each  year  in  the 
United  States. 


After  5 years,  23%  of  type  I dia- 
betic patients  have  retinopathy, 
while  after  10  years  almost  60% 
have  retinopathy.  Over  the  course  of 
their  lifetimes,  it  is  estimated  that 
70%  of  type  I diabetic  patients  will 
develop  proliferative  diabetic 
retinopathy  and  40%  will  develop 
macular  edema. 

Nationwide  research  projects 
conducted  over  the  past  decade  have 
shown  that  early  laser  surgery  can 
reduce  the  risk  of  visual  loss  from 
proliferative  diabetic  retinopathy  by 
at  least  50%.  Early  laser  surgery  of 
diabetic  macular  edema  can  reduce 
the  risk  of  moderate  visual  loss  by 
50%.  Vitrectomy  surgery  can  re- 
store useful  vision  in  certain  individ- 
uals whose  retinopathy  is  too  far  ad- 
vanced for  laser  surgery. 

Despite  the  knowledge  of  the  val- 
ue of  these  early  treatment  modali- 
ties, many  patients  with  diabetes 
continue  to  be  seen  late  in  the  course 
of  retinopathy.  Often  this  happens 
because  patients  with  high-risk  pro- 
liferative diabetic  retinopathy  may 
be  asymptomatic  despite  the  pres- 
ence of  moderately  advanced  dis- 
ease. In  addition,  there  has  been  a 
gap  in  the  transfer  of  information 
concerning  diabetic  retinopathy  to 
nonophthalmic  practitioners. 

In  1989,  the  American  Academy 
of  Ophthalmology  launched  a pro- 
gram known  as  Elimination  of  Pre- 
ventable Blindness  from  Diabetes  by 
the  Year  2000  (or  Diabetes  2000). 
The  goal  of  this  program  is  to  pro- 
vide the  latest  research  findings  re- 
garding diabetic  retinopathy  to  oph- 
thalmologists and  other  physicians 
who  care  for  diabetic  patients.  In 
later  phases  of  the  program,  educa- 
tional programs  for  diabetic  patients 
will  be  developed  as  well. 

In  pursuit  of  this  goal,  the  Ameri- 
can Academy  of  Ophthalmology  has 
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developed  an  excellent  40-minute 
slide  program  on  diabetic  retinopa- 
thy for  presentation  to  hospital 
staffs  and  medical  societies.  The  or- 
ganization will  attempt  to  provide 
an  ophthalmologist  speaker  to  any 
group  that  would  like  to  have  this 
program  presented. 

As  chairman  of  the  Texas  Com- 
mittee for  the  Diabetes  2000  Project, 
I encourage  you  to  take  advantage 
of  this  program.  For  more  informa- 
tion, please  contact  the  Public  and 
Professional  Information  Office  of 
the  Texas  Ophthalmological  Associ- 
ation at  (800)  776-9726.  Only 
through  improved  interaction  be- 
tween ophthalmologists  and  primary 
care  providers  can  the  scourge  of  di- 
abetic retinopathy  be  lessened. 

Peter  M.  Holland,  MD 

3320  Plainview  St 
Pasadena,  TX  77504 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic* 
(Enalapril Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fetal /Neonatal  Morbidity 
and  Mortality. 


TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTHIAZIDE) 

USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  vASERETIC 
(Enalapril  Maleate-Hydrochlorotniazide)  should  be  discontinued  as  soon 
as  possible  See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality 

CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  any  component  of  this  product  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  enzyme  inhibitor.  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuria  or  hypersensitiv  ity  to  other  sulfonamide-derived  drugs. 
WARNINGS:  General;  Enalapril  Mnlente;  Hypotension : Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possi- 
ble consequence  of  enalapril  use  in  severely  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapril  alone,  the  incidence  of  syn- 
cope is  0.3  percent  The  overall  incidence  of  syncope  may  be  reduced  bv 
proper  titration  of  the  individual  components.  (See  PRECAUTION^, 
Drug  Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
mav  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarely 
with  acute  renal  failure  and/or  death.  Because  of  the  potential  fall  in 
blood  pressure  in  these  patients,  therapy  should  be  started  under  very 
close  medical  supervision.  Such  patients  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascu- 
lar accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  posi- 
tion and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  witn  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC 
should  be  promptlv  discontinued  and  appropriate  therapy  and  morutonne 
should  be  provided  until  complete  and  sustained  resolution  of  signs  ana 
symptoms  has  occurred.  In  instances  where  swelling  has  been  confined  to 
tne  face  and  lips  the  condition  has  generally  resolved  without  treatment, 
although  antihistamines  have  been  useful  in  relieving  symptoms. 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  is 
involvement  of  the  tongue,  glottis  or  larynx,  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  necessary  to  ensure  a patent  air- 
way, should  be  promptly  provided.  (See  ADVERSE  REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS). 

Neutropenia/ Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequent- 
ly in  patients  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be 
excluded.  Periodic  monitoring  of  white  blood  cell  counts  in  patients  with 
collagen  vascular  disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  or  progressive  liver  disease,  since  minor  alterations  of 
fluid  and  electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleate  and  Hydrochlorothiazide). 
Pregnancy;  Enalapril-Hydrochlorothinzide:  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum 
human  dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  '/ 2 times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapril  (50  times  the  maximum  human  dose)  in  combi- 
nation with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/:  times  the  maxi- 
mum human  dose)  At  these  doses,  fetotoxicity  expressed  as  a decrease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  occurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as 
ossible.  (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality, 
elow.) 

Enalapril  Maleate ; Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors 
can  cause  fetal  and  neonatal  morbidity  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  reported  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
tinued as  soon  as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of 
pregnancy  has  been  associated  with  fetal  and  neonatal  injury,  including 
hypotension,  neonatal  skull  hvpoplasia,  anuria,  reversible  or  irreversible 
renal  failure,  and  death  Oligohydramnios  has  also  been  reported,  pre- 
sumably resulting  from  decreased  fetal  renal  function,  oligonvdramnios 
in  this  setting  has  been  associated  with  fetal  limb  contractures,  craniofa- 
cial deformation,  and  hypoplastic  lung  development.  Prematurity, 
intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 
been  reported,  although  it  is  not  clear  whether  these  occurrences  were 


due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester. 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
tinue the  use  of  VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  will  be  found  In  these  rare  cases,  the 
mothers  should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniotic  environment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy  Patients  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapril,  which  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  by  peritoneal  dialysis  with  some  clinical  benefit,  and 
theoretically  may  be  removed  by  exchange  transfusion,  although  there  is 
no  experience  with  the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in 
rats),  and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide  Hydrochlorothiazide  given  in  a two-litter 
study  in  rats  at  doses  of  4-5.6  mg/kg/day  (approximately  1 - 2 times  the 
usual  daily  human  dose)  did  not  impair  fertility  or  produce  birth  abnor- 
malities in  the  offspring.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood. 

Nonteratogenic  Effect s:  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleate ; Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. 
In  patients  with  severe  congestive  heart  failure  whose  renal  function  may 
depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treat- 
ment with  angiotensin  converting  enzyme  inhibitors,  including  enalapril, 
mav  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
with  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine were  observed  in  20  percent  of  patients.  These  increases  were  almost 
always  reversible  upon  discontinuation  of  enalapril  and/or  diuretic  ther- 
apy. In  such  patients  renal  function  should  be  monitored  during  the  first 
few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapril  has  been  given  concomitantly  with  a diuretic.  This  is  more  likely 
to  occur  in  patients  with  pre-existing  renal  impairment.  Dosage  reduction 
of  enalapril  and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients . Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-hux  membranes  (e.g.,  AN  69*)  and  treated 
concomitantly  with  an  ACE  inhibitor.  In  these  patients  consideration 
should  be  given  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  of  antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clini- 
cal trials  treated  with  enalapril  alone.  In  most  cases  these  were  isolated 
values  which  resolved  despite  continued  therapy,  although  hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive 
patients.  Hvperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
patients  treated  with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diuretics,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves 
after  discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differential  diagnosis  of  cough, 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalaprif  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  patients  receiving  thiazide  therapy  should  be  observed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Warning  signs  or  svmptoms  of  fluid  and  elec- 
trolyte imbalance,  irrespective  of  cause,  induae  dryness  of  mouth,  thirst, 

* Registered  trademark  of  Hospal  Ltd. 


weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia, 
and  gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensitize  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e.g., 
increased  ventricular  irritability).  Because  enalapril  reduces  tne  produc- 
tion of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diuretic-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
reauire  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather;  appropriate  therapy  is  water  restriction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hyponatremia  is  life-threat- 
ening. In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of 
choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  required.  Hyperglycemia  may  occur  with  thi- 
azide diuretics.  Thus  latent  diabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
svmpathectomy  patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diuretic  therapy. 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism.  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  mav  be  associated  with 
thiazide  diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  especially  following  the  first  dose  of  enalapril.  Patients 
should  be  so  advisea  and  told  to  report  immediately  any  signs  or  symp- 
toms suggesting  angioedema  (swelling  of  face,  extremities,  eyes,  lips, 
tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness 
especially  during  the  first  few  days  of  therapy.  If  actual  syncope  occurs, 
the  patients  should  be  told  to  discontinue  the  drug  until  they  nave  con- 
sulted with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehy- 
dration may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduc- 
tion in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting 
or  diarrhea  may  also  lead  to  a fall  in  blood  pressure;  patients  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  shoufd  be  told  not  to  use  salt  substitutes  contain- 
ing potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication 
of  infection  (e.g.,  sore  throat,  fever)  which  mav  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about 
the  consequences  of  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  trimester.  These  patients  should  be  asked  to 
report  pregnancies  to  their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hypotension — Patients  on  Diuretic 
Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  ther- 
apy was  recently  instituted,  may  occasionally  experience  an  excessive 
reduction  of  blood  pressure  after  initiation  of  tnerapy  with  enalapril.  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  discontinuing  the  diuretic  or  increasing  tne  salt  intake  prior  to  initi- 
ation of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic, 
provide  medical  supervision  for  at  least  two  hours  and  until  blood  pres- 
sure has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g., 
diuretics). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blocking agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolac- 
tone, triamterene,  or  amiloride),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
otassium.  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
ecause  of  demonstrated  hypokalemia  they  should  be  used  with  caution 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithi- 
um concomitantly  with  drugs  which  cause  elimination  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in 
patients  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  discontinuation  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium. 

Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypoten- 
sion may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the 
antidiabetic  drug  may  be  required. 

Other  antihypertensive  drugs — additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins— Absorption  of  hydrochlorothiazide 
is  impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of 
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either  cholestyramine  or  colestipol  resins  bind  the 
hydrochlorothiazide  and  reduce  its  absorption  from  the  gas- 
trointestinal tract  by  up  to  85  and  43  percent,  respectively 

Corticosteroids.  ACTH— intensified  electrolyte  depletion, 
particularly  hypokalemia. 

Pressor  amines  (e.g.,  norepinephrine)— possible  decreased 
response  to  pressor  amines  but  not  sufficient  to  preclude  their 
use. 

Skeletal  muscle  relnmits,  nondepolarizing  (e.g.,  tubocurarin  el- 
possible  increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics. 
Diuretic  agents  reduce  the  renal  clearance  of  lithium  and  add  a 
high  risk  of  lithium  toxicity.  Refer  to  the  package  insert  for 
lithium  preparations  before  use  of  such  preparations  with 
VASERETIC 

Non-steroidal  Anti-inflnmmnton/  Drugs-  -In  some  patients,  the 
administration  of  a non-steroidal  anti-inflammatory  agent  can 
reduce  the  diuretic,  natriuretic,  and  antihypertensive  effects  of 
loop,  potassium-sparing  and  thiazide  diuretics.  Therefore, 
when  VA5ERETIC  and  non-steroidal  anti-inflammatory 
agents  are  used  concomitantly,  the  patient  should  be  observed 
closely  to  determine  if  the  desired  effect  of  the  diuretic  is 
obtained. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Enalapril  in 
combination  with  hydrochlorothiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Enalapril-hydrochlorothiazide  did  not  produce 
DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution  assay 
in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo 
mouse  bone  marrow  assay. 

Enalapril  Maleate:  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapril  was  administered  for  106  weeks  to  rats 
at  doses  up  to  90  mg/kg/day  (150  times*  the  maximum  daily 
human  dose).  Enalapril  has  also  been  administered  for  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg/day,  respectively,  (150  and  300  times*  the  maximum 
daily  aose  for  humans)  and  showed  no  evidence  of  carcino- 
genicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapril  was  also  negative  in  the  follow- 
ing genotoxicitv  studies:  rec-assay,  reverse  mutation  assay 
with  E.  coh,  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  micronucleus  test  with  mice,  as  well  as  in 
an  in  viw  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/day  of 
enalapril. 

Hydrochlorothiazide : Two-year  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hydrochlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/dav)  or  in  male  and  female 
rats  (at  closes  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  however,  found  equivocal  evidence  for  hepatocarcino- 
genicitv  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames 
mutagenicity  assay  of  Salmonella  lyphimurimn  strains  TA  98, 
TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  Ovary  (CHO)  test  for  chromosomal  aberrations,  or  in 
vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophila  sex-linked  recessive  lethal  trait  gene.  Positive  test 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicitv)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrochlorothiazide  from  43  to  1300  |ig/mL,  and  in  the 
Aspergillus  nidulmis  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respectively,  prior  to  conception  and  throughout  ges- 
tation. 

Pregnancy:  Pregnancy  Categories  C (first  trimester)  and  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnancy. 
Enalapril  Maleate,  Fetal /Neonatal  Morbidity  and  Mortality. 

Nursing  Mothers : Enalapril  and  enalaprilat  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  serious  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERET1C,  taking 
into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enalapril  or  hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occurring  in  greater  than  two  percent  of  patients  treated 
with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  per- 
cent), orthostatic  effects  (2,3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included:  Body  As  A Whole: 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular 
Orthostatic  hypotension,  palpitation,  tachycardia;  Digestive: 
Vomiting,  dvspepsia,  constipation,  flatulence,  dry  mouth; 
Nervous/Psycliiatric:  Insomnia,  nervousness,  paresthesia,  sorn- 

* Based  on  patient  weight  of  50  kg. 


nolence,  vertigo;  Skin:  Pruritus,  rash;  Other:  Dyspnea,  gout, 
back  pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus, 
urinary  tract  infection. 

Angioedema:  Angioedema  has  been  reported  in  patients 
receiving  VASERETIC  (0.6  percent).  Angioedema  associated 
with  laryngeal  edema  may  be  fatal.  II  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  occurs,  treat- 
ment with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0.9  percent), 
ortnostatic  hypotension  (1.5  percent),  other  orthostatic  effects 
(2,3  percent).  In  addition  syncope  occurred  in  1.3  percent  of 
patients  (SeeW  \RNINGS ) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinical  Laboratory  Test  Findings:  Serum  Electrolytes:  See  PRE- 
CAUTIONS. 

Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuation  of  therapv,  were  observed  in 
about  0.6  percent  of  patients  with  essential  hypertension  treat- 
ed with  VASERETIC.  More  marked  increases  have  been 
reported  in  other  enalapril  experience.  Increases  are  more  like- 
Iv  to  occur  in  patients  with  renal  artery  stenosis.  (See  PRE- 
CAUTIONS.) 

Serum  Uric  Acid.  Glucose,  Magnesium,  and  Calcium:  See  PRE- 
CAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hematocrit  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists, 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia. 

Liver  Function  Tests  Rarely,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  severity. 

Enalapril  Maleate— Enalapril  has  been  evaluated  for  safety  in 
more  than  10,000  patients.  In  clinical  trials  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC.  Howev  er,  since  enalapril  has  been  marketed,  the 
following  adverse  reactions  have  been  reported:  Body  As  A 
Whole:  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients);  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARM- 
INGS, Hypotension);  pulmonary  embolism  and  infarction;  pul- 
monary edema;  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atrial  fibrillation;  hypotension;  angina 
pectoris;  Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis 
(hepatocellular  (proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth; 
Hematologic . Rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression.  Hemolytic  anemia,  including  cases 
of  hemolysis  in  patients  with  G-6-PD  deficiency,  has  been 
reported;  a causal  relationship  to  enalapril  has  not  been  estab- 
lished. Nervous  System/Psychiatric:  Depression,  confusion,  atax- 
ia, peripheral  neuropathy  (e.g.,  paresthesia,  dysesthesia); 
Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRE- 
CAUTIONS), flank  pain,  gynecomastia,  Respiratory: 
Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis, 
rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respira- 
tory infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal 
necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythe- 
ma multiforme,  urticaria,  pemphigus,  alopecia,  flushing,  pho- 
tosensitivity; Special  Senses:  Blurred  vision,  taste  alteration, 
anosmia,  conjunctivitis,  dry  eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  erythrocyte 
sedimentation  rate,  arthralgia/arthritis,  myalgia/myositis, 
fever,  serositis,  vasculitis,  leukocytosis,  eosinophuia,  photosen- 
sitivity, rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality : See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality. 

Hydrochlorothiazide— Body  ns  a Whole:  Weakness;  Digestive: 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia,  Hematologic: 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hypersensitivity:  Purpura,  photosensi- 
tivity, urticaria,  necrotizing  angiitis  (vasculitis  and  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal: 
Muscle  spasm;  Nervous  Systein/Psychiatric:  Restlessness;  Renal: 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS);  Skin:  Erythema  multiforme  including  Stevens- 
johnson  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Pharma 
Representative  or  see  Prescribing  Information. 
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Upfront 


TMA  conference 
assesses  the  impact  of 
health-system  reform 


Gathered  in  Austin 
September  1 1,  just  days  be- 
fore President  Clinton  ad- 
dressed Congress  about  health-sys- 
tem reform,  more  than  1,100  Texas 
Medical  Association  members  and 
guests  participated  in  TMA’s  1993 
Fall  Leadership  Conference.  Speak- 
ers and  panelists  focused  their  re- 
marks on  what  the  near  future  will 
bring  for  the  medical  profession. 


Edward  A.  Goeas  III,  president  and  chief  ex- 
ecutive officer  of  The  Tarrance  Group,  a sur- 
vey research  and  strategy  firm,  reported  re- 
sults from  a national  poll  in  September. 
Among  the  poll’s  findings:  Americans’  three 
biggest  worries  about  health-system  reform 
are  that  quality  will  go  down,  taxes  will  in- 
crease, and  health-care  costs  will  increase. 


AMA  President  Joseph  T.  Painter,  MD,  Houston,  left,  and  TMA  President  Robert  M.  Tenery,  Jr, 
MD,  Dallas,  discuss  the  possible  effects  of  health-system  reform  on  Texas.  Dr  Painter  told  con- 
ference participants,  “Don’t  forget  — the  administration’s  announcement  of  its  plan  is  just  the 
beginning.  The  next  big  push  for  action  will  be  in  the  halls  of  Congress.  That’s  where  the  real  is- 
sues of  reform  will  be  decided.  That’s  where  your  input,  your  experience,  your  love  of  the  art  of 
medicine,  and  your  love  of  your  patients  are  going  to  matter  most.  Each  of  us  must  tell  our  rep- 
resentatives how  this  is  going  to  affect  our  ability  to  deliver  care  to  patients.” 


Back  by  popular  demand  for  his  fourth  ad- 
dress at  a TMA  leadership  conference,  M. 
Roy  Schwarz,  MD,  AMA  senior  vice  presi- 
dent of  medical  education  and  science,  dis- 
cussed the  impact  health-system  reform  may 
have  on  medical  education,  research,  and  pa- 
tient care.  “What  do  we  need  for  the  future  of 
medicine?”  he  asked.  “We  need  a bright,  hu- 
mane, aggressive,  and  creative  pool  of  appli- 
cants to  medical  schools.  We  need  a strong 
scientific  base  that  provides  new  develop- 
ments, that  improves  quality,  and  that  reduces 
disease.  We  need  the  right  to  establish  our 
own  professional  standards,  be  they  for  edu- 
cation, science,  or  patient  care.  And  we  must 
have  the  autonomy  to  make  our  own  deci- 
sions when  it  comes  to  patient  care.” 
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“Health  care  is  critical  to  the  Unit-  I 
ed  States  of  America,  and  you  will 
play  a key  role  in  what  we  do,” 
said  US  Rep  Charles  W.  Stenholm 
(D-Tex),  founder  and  coordinator  | 
of  the  Conservative  Democratic 
Forum.  He  advised  physicians  to 
take  the  time  to  become  thorough- 
ly aware  of  all  sides  of  the  health- 
system  reform  issue.  “This  is  not  a 
100-yard  dash,  this  is  a marathon.  [ 
We’re  not  going  to  finish  health- 
system  reform  this  year  — it’s  too 
complicated.” 


Paul  B.  Handel,  MD,  Houston,  reminded  physi- 
cians of  the  need  to  educate  themselves,  their  pa- 
tients, and  the  bureaucrats  and  politicians  about 
the  realities  of  health-system  reform.  Dr  Handel 
spoke  as  part  of  a conference  panel  on  the  Texas  J 
perspective  moderated  by  William  G.  Gamel, 
MD,  Austin  (in  background).  Other  panelists 
were  Nancy  W.  Dickey,  MD,  Richmond,  and 
Hector  L.  Franco,  MD,  El  Paso.  Dr  Gamel  chairs  | 
the  TMA  Special  Committee  on  Health  System  [ 
Reform,  of  which  Drs  Handel  and  Franco  are 
members.  Dr  Dickey  is  a member  of  the  AMA 
Board  of  Trustees  and  the  AMA  Technical  Advi- 
sory Committee  on  Health  System  Reform. 


Discussing  the  21  priorities  rec- 
ommended by  participants  in 
TMA’s  1994  Planning  Meeting 
(held  in  conjunction  with  the  Fall 
Leadership  Conference)  are  Larry 
J.  Freshnock,  PhD,  president  of 
Lone  Star  Research,  left,  who  fa- 
cilitated the  meeting,  and  Alan  C. 
Baum,  MD,  Houston,  chairman 
of  the  TMA  Board  of  Trustees. 
The  priorities  were  approved  by 
the  trustees  and  will  be  consid- 
ered by  the  TMA  House  of  Dele- 
gates during  the  interim  session, 
November  19-20. 


House  of  Delegates 
convenes  this  month 

Guidelines  on  the 
development  and  use  of  prac- 
tice parameters,  which  are  ex- 
pected to  play  a significant  role  un- 
der health-care  reform,  will  be 
among  the  dozens  of  issues  ad- 
dressed when  the  Texas  Medical  As- 
sociation’s House  of  Delegates  meets 
November  19-20  in  Austin. 

As  might  be  expected,  TMA’s  leg- 
islative and  policy-making  body  will 
consider  numerous  proposals  related 
to  health-care  reform  during  this  in- 
terim session.  Other  resolutions  and 
action  items  will  concern  malprac- 
tice litigation  guidelines,  tighter  reg- 
ulation of  human  tissue  available  for 
transplants,  and  responsible  gun 
ownership. 

Reference  committees  will  hold 
hearings  Friday  afternoon,  Novem- 
ber 19,  to  consider  resolutions  from 
county  medical  societies  and  reports 
from  TMA  boards,  councils,  com- 
mittees, and  sections.  On  Saturday 
morning,  the  House  of  Delegates 
will  vote  on  reference  committee 
recommendations  and  also  adopt 
priorities  for  the  coming  year. 

For  the  first  time  ever,  the  House 
will  hold  an  election  during  the  in- 
terim session.  A position  as  alternate 
delegate  to  the  American  Medical 
Association  will  be  filled. 

All  TMA  members  are  welcome 
to  attend  the  session,  which  will  be 
held  at  the  Doubletree  Hotel  in 
Austin.  For  more  details,  contact 
Sharon  Walker,  Texas  Medical  Asso- 
ciation, 401  W 15th  St,  Austin,  TX 
78701;  (800)  880-1300  or  (512) 
370-1325. 
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Too  cool'  video  features  doctor,  lawyer  talent 
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WHAT  DO  YOU  GET  WHEN 
you  put  a doctor,  a lawyer, 
and  a school  teacher  to- 
gether in  the  same  room?  Not  a bad 
joke,  but  in  fact  a cooperative  effort 
to  educate  children  about  the  dan- 
gers of  drug  and  alcohol  abuse. 

That’s  the  purpose  of  a lively 
video  recently  produced  by  the 
Texas  Medical  Association's  Young 
Physician  Section  and  the  Texas 
Young  Lawyers  Association.  Titled 
Too  Cool  to  Be  a Fool,  the  video  ^ 
will  be  shown  to  fifth-  and  sixth- 
grade  students  in  schools  across  the 
state  starting  this  January. 

Shot  in  MTV  style  to  appeal  to 
its  young  audience,  the  video  follows  a boy  confronting  peer  pressure  to  try 
drugs  as  he  heads  to  a game  of  pickup  football.  The  story  is  narrated  by  ac- 
tor and  children’s  author  Trevor  Romain.  Breaks  in  the  action  feature  advice 
from  experts  on  the  consequences  of  drug  and  alcohol  abuse. 

Dallas  pediatrician  Carolyn  Evans,  MD,  discusses  liver  and  kidney  failure, 
AIDS,  and  other  physical  effects.  And  Lowell  A.  Keig,  a criminal  prosecutor 
with  the  San  Antonio  district  attorney’s  office,  tells  about  the  legal  troubles 
drug  abuse  can  bring.  Dr  Evans  and  Mr  Keig  both  appear  on  camera  and 
wrote  their  own  scripts. 

The  video  is  the  result  of  a project  begun  by  the  young  physicians’  and 
lawyers’  groups  last  year,  which  in  turn  is  part  of  a national  program  started 
by  the  American  Medical  Association  and  the  American  Bar  Association 
called  “Partnerships  in  Prevention.” 

The  idea  behind  the  program  is  that  the  best  way  to  teach  schoolchildren 
about  the  dangers  of  drugs  and  alcohol  is  to  bring  a physician  and  lawyer  to- 
gether for  classroom  presentations.  But  that  proved  difficult  to  do  in  Texas, 
particularly  in  rural  areas,  hence  the  video. 

The  Texas  Education  Agency  will  distribute  the  video,  along  with  teacher 
guides  and  stickers  for  the  viewers  featuring  a “too  cool"  high-top  sneaker 
and  toll-free  drug  abuse  hotline  numbers. 

Fifth-  and  sixth-graders  were  targeted  because  it’s  during  those  grades 
that  widespread  experimentation  with  drugs  and  alcohol  appears  to  begin, 
according  to  surveys  conducted  by  the  Texas  Commission  on  Alcohol  and 
Drug  Abuse.  And  after  that  age,  children  become  less  and  less  receptive  to 
school-sponsored  prevention  programs. 

Physicians  interested  in  borrowing  a copy  of  the  videotape  may  contact 
the  TMA  library  at  (800)  880-1300,  ext  1552,  or  (512)  370-1552. 
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TMA’s  foundation 
changes  name,  seeks 
hoard  members 

IN  TWO  RECENT  MOVES 
intended  to  gain  recognition  for 
TMA’s  charitable  foundation,  the 
TMA  Board  of  Trustees  approved  a 
name  change  and  created  a separate 
board  for  the  foundation.  Nomina- 
tions for  the  11-member  board  are 
now  being  accepted. 

The  Health  Education  and  Re- 
search Foundation  of  the  Texas 
Medical  Association,  formerly 
called  the  TMA  Education  and  Re- 
search Foundation,  develops  and 
funds  projects  to  fulfill  its  mission 
as  a catalyst  for  educating  the  pub- 
lic and  the  medical  community 
about  health  concerns.  Preventive 
medicine  and  health  education  are 
the  primary  areas  of  focus  for  foun- 
dation activities,  with  child  and 
adolescent  health  in  the  spotlight 
for  the  near  future. 

The  foundation’s  planners 
sought  the  name  change  to  correct 
the  misconception  that  it  was  tied 
to  the  AMA-ERF,  whose  mission 
and  activities  are  allied  to  medical 
education  and  which  provides 
financial  support  to  the  nation’s 
medical  schools. 

In  creating  a separate  board  for 
the  foundation,  the  TMA  trustees 
stipulated  that  the  foundation  board 
will  consist  of  six  physicians  (one  of 
whom  will  be  the  TMA  president- 
elect), one  alliance  member,  and  four 
lay  members. 

Bernard  W.  Palmer,  MD,  San  An- 
tonio, who  chairs  the  Development 
Committee  of  the  TMA  Board  of 
Trustees,  says  potential  board  mem- 
bers should  be  prepared  to  lend 
more  than  their  names. 

“We  need  a working  board,”  he 


said.  “Candidates  should  possess  the 
ability  to  give  generously,  but  also 
be  recognized  as  leaders  and  sup- 
porters of  humanitarian  programs 
and  activities.  To  be  effective,  each 
candidate  must  bring  a willingness 
to  be  committed  and  passionate 
about  providing  health  education 
programs  and  information  to  com- 
munities throughout  the  state  to  im- 


prove understanding  of  the  delicate 
balance  between  healthy  lifestyles 
and  overall  well-being.” 

Pam  Padgett,  executive  director 
of  the  foundation,  adds  that  the 
trustees  are  seeking  a well-rounded 
board.  “We  want  individuals  from 
each  age  group,  from  minority  pop- 
ulations, from  metropolitan  and 
smaller  areas,  and  from  all  segments 
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of  the  physician  and  lay  communi- 
ties,” she  said. 

Personal  characteristics  that  will 
be  considered  include: 

• Ability  to  listen,  analyze,  and 
think  creatively  and  to  work  well 
with  people  individually  and  in 
groups. 

• Willingness  to  prepare  for  and  at- 
tend board  meetings,  follow 
through  on  assignments,  con- 
tribute personal  resources,  and 
open  doors  to  the  community. 

• Willingness  to  solicit  funds,  re- 
cruit volunteers,  understand 
financial  statements,  and  learn 
more  about  substantive  program 
areas  of  the  foundation. 

• Sensitivity  to  differing  views, 
friendliness,  patience,  communi- 
ty-building skills,  personal  in- 
tegrity, a developed  sense  of  val- 
ues, significant  concern  for  the 
foundation’s  development,  and  a 
healthy  sense  of  humor. 

Nominations  for  physician,  al- 
liance, and  lay  members  of  the 
foundation  board  should  be  sent  to 
Ms  Padgett,  TMA,  401  W 15th  St, 
Austin,  TX  78701  by  December  31. 
Members  will  be  chosen  by  the 
TMA  Board  of  Trustees  and  will 
serve  staggered  2-year  terms,  with  a 
maximum  of  three  consecutive 
terms  of  service.  The  foundation 
board  is  expected  to  be  appointed 
in  early  1994. 
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Together,  we  can  turn 
around  the  negative 
image  of  physicians 

By  Susan  Rudd  Wynn,  MD 

Chairman,  TMA  Council  on  Communication 

You’ve  got  to  do  some- 
thing  about  the  public’s  nega- 
tive image  of  physicians!” 
Texas  Medical  Association’s 
Council  on  Communication 
has  heard  that  cry  from 
TMA  members  many  times, 
and  it  has  been  working 
hard  on  the  issue.  We  all 
agree  this  is  a problem.  But 
how  can  we  best  solve  it  in 
ways  that  don’t  backfire  on 
us  by  appearing  self-aggran- 
dizing or  patronizing? 

The  council  decided  that 
a first  step  was  to  get  some 
good  baseline  data  on  what 
people  think  of  physicians 
and  the  health-care  system. 

Instead  of  conducting  ex- 
pensive telephone  or  mail 
surveys,  focus  groups  were 
held  with  representative 
gatherings  of  insured  and 
uninsured  adults  in  Lub- 
bock, Austin,  and  Houston. 

These  sessions  were  video- 
taped, and  the  council  has 
prepared  a presentation  for 
local  societies  and  hospital  medical 
staffs  on  their  findings  (see  Texas 
Medicine , October  1993,  p 13). 

The  major  concerns  of  the  focus 
groups  were  cost,  access,  and  quality. 
The  public  seems  to  be  aware  of  the 
limited  role  that  physicians  play  in 
driving  medical  expenses  upward  and 
appears  to  understand  the  predica- 
ment that  professional  liability  and 
defensive  medicine  place  us  in. 

In  general,  focus  group  members 
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were  very  fond  of  their  own  physi- 
cians but  were  suspicious  of  the 
medical  profession  as  a whole.  They 
look  to  their  physicians  as  a source 
of  medical  and  socioeconomic  infor- 
mation but  are  distrustful  of  com- 
munications they  see  as  biased  or 
one-sided. 

Physician-patient  interactions  play 
a major  role  in  how  the  public  per- 
ceives our  profession.  “Good”  doc- 
tors are  seen  as  those  who  communi- 
cate well,  are  willing  to 
discuss  costs,  and  show  con- 
cern for  their  patients’  well- 
beings. “Bad”  doctors  are 
those  who  make  their  pa- 
tients wait,  don’t  answer  all 
their  questions,  and  don’t 
look  them  in  the  eye. 

Think  for  a minute  of 
your  own  definition  of  what 
makes  a physician  good  or 
bad.  Odds  are  it  includes 
criteria  such  as  quality  of 
residency  training  or  re- 
search experience,  with 
bedside  manner  not  neces- 
sarily at  the  top  of  the  list. 
Our  patients  are  basing 
their  opinions  on  their  per- 
ceptions and  personal  expe- 
riences, which  may  repre- 
sent only  a fraction  of  the 
health-care  universe.  But 
their  perceptions  are  their 
realities,  and  we  must  ac- 
knowledge and  tackle  them  head-on. 

We  must  be  responsive,  not  de- 
fensive, about  our  patients’  con- 
cerns, even  when  those  concerns 
seem  trivial  to  us.  For  example, 
complaints  about  long  waits  to  see 
the  physician  are  not  new.  (1  can  re- 
member waiting  3 hours  once  to  see 
an  ophthalmologist  when  I was  13 
years  old,  but  don’t  get  me  started.) 

The  last  time  I made  a patient 
wait  more  than  an  hour  to  see  me 
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was  on  a really  crazy  day  — a theo- 
phylline overdose,  someone  in  status 
asthmaticus  in  the  ER,  a worried 
mother  calling  about  something  I 
can’t  even  recall. 

I remember  feeling  relief  and  ac- 
complishment just  walking  into  the 
door  to  that  patient’s  room,  even 
though  I was  late.  She  did  not  share 
those  feelings.  She  had  errands  to 
run,  a car  pool  of  kids  to  pick  up 
from  school,  and  a throbbing 
headache.  And  she  wasn’t  sure  she’d 
have  enough  money  to  pick  up  any 
prescriptions  I might  give  her. 

Think  of  it  like  the  weather:  A 92- 
degree  day  may  feel  like  paradise 
when  it’s  been  over  100  for  a month. 
But  if  you’re  just  stepping  off  the 
plane  from  a 68-degree  day  in  Min- 
nesota, it  might  not  feel  so  good. 

It’s  easy  to  be  defensive  about 
statements  like,  “My  doctor  doesn’t 
care  about  me,  just  about  the  mon- 
ey.” Keep  in  mind  that  those  kinds 
of  attitudes  and  opinions  are  based 
on  less  than  a full  understanding  of 
how  health  care  works.  We  physi- 
cians need  to  see  this  time  in  history 
as  a prime  opportunity  to  educate 
our  patients  about  the  facts  regard- 
ing health  care.  After  all,  most  of  us 
see  patients  every  day  and  have 
golden  opportunities  to  show  our  in- 
terest in  their  concerns. 

Being  responsive  also  means  talk- 
ing to  your  colleagues  about  how 
physicians  can  make  a difference  in 
public  perception  of  the  medical 
profession  by  what  they  do  or  don’t 
do  in  the  office  setting. 

It’s  easy  to  stand  around  the 
lounge  and  gripe  about  the  latest 
public  opin  ion  poll  with  yet  one 
more  complaint  about  how  doctors 
are  to  blame  for  our  health-care  sys- 
tem’s woes.  It’s  harder  — but  much 
more  effective  and  rewarding  — to 
respond  to  that  information  by  coun- 


teracting it  with  caring  communica- 
tion and  education  for  our  patients. 

The  data  from  the  focus  groups 
will  be  used  to  better  educate  the 
public  on  misconceptions  they  have 
about  the  doctor’s  role  in  health  care. 
These  educational  efforts  will  be 
achieved  in  part  through  TMA’s  ev- 
eryday media  relations  activities  — in 
letters  to  the  editor,  news  releases, 
and  related  activities.  The  Council  on 
Communication’s  “Texas  Physicians 
Speak  Out!”  campaign  will  incorpo- 
rate the  study  findings  into  all  health- 
system  reform  communication  mate- 
rials that  are  developed  for  patients 
and  for  physicians  to  use  in  educat- 
ing patients. 

As  physicians,  we  know  that  we 
care  about  our  patients  and  reap  sig- 
nificant rewards  in  helping  them  to 
become  and  stay  healthy.  Turning 
around  negative  public  perceptions 
— created  by  government  interfer- 
ence, technological  advances,  and 
many  other  factors  — will  take  some 
doing  on  our  part  as  well  as  yours. 
The  council  has  heard  your  frustra- 
tions and,  together,  physicians  can 
speak  out  and  make  a difference.  ★ 


A System 
You  Con  Trust. 


Worry-free  psychiatric  and  substance 
abuse  treatment  for  over  75  years. 

You  want  to  refer  a patient  for  help,  but  in 
today’s  turbulent  mental  health  care  envi- 
ronment, you  have  to  make  a cautious 
decision.  That  decision  should  be 
Timberlawn,  where  for  over  75  years 
Dallas  physicians  have  trusted  the  excel- 
lent treatment  and  rehabilitation. 

• Inpatient  Psychiatric  Services 

Short-term  crisis  stabilization  and 
management 

Longer-term  treatment  and 
rehabilitation 

A specialized  program  for  impaired 
professionals 

State-of-the-art  child  and  adolescent 
programs 

• Substance  Abuse  Services 

Residential  treatment  programs  for 
adults  and  adolescents 

Inpatient  medical  detox 

Step-down  residential  and  partial 
programs 

Evening  substance  abuse  programs 

• Outpatient  and  Alternative  Care 
Services 

Medical  evaluation,  medication 
management, 

individual,  group  and  family 
therapies 

Day  hospitals,  group  home  living, 
apartment  living  programs 

After  care  and  home  health  care 
programs 

Call  us  any  time  you  and  your  patient 
need  affordable  help.  Physicians  and 
nurses  are  available  24  hours.  Accepting 
most  insurance,  we  also  welcome  patients 
with  Medicare  and  Texas  Medicaid  (21 
and  under)  coverage.  Five  convenient 
outpatient  clinic  locations. 

Call  (214)  381-7181  or 
metro  263-7737  for  information. 


Pjj&lL  TtMBERLAWN 

MENTAL  HEALTH  SYSTEM 


Dedicated  to  patient  care,  education  and  research  since  1917. 


4600  Samuell  Blvd. 

P O Box  151489  Dallas,  Texas  75228 
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If  it's  time  for  you  to  enter  the  legal  ring,  don't  feel  like  you  have 
throw  in  the  towel.  With  our  superior  counsel  and  in-house  attorneys, 
our  company  maintains  a tough  stance  on  claims  and  a vigorous 
defense  that  fights  to  win. 


We're  ICA. 

The  insurance  company  Defending  Defensible  Doctors 

Call  us  at  (800)  899-2356  or  (713)  871-8100, 

4295  San  Felipe,  Houston,  Texas  77027. 


■ 
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CORPORATION 
OF  AMERICA 


You  Practice  Medicine 


We’ll  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best  . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  P.A. 

Al  Czerwinski,  M.D.  - Medical  Director 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 
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The  Texas  Society  of  the  American 
College  of  Osteopathic  Family  Prac- 
tice nominated  Sara  Apsley-Ambriz,  DO, 

San  Antonio,  to  its  board  of 
trustees. 

The  American  Heart  Association, 
Houston  division,  presented  an 
Award  of  Excellence  to  Anne  H. 
Dougherty,  MD,  and  the  Paul  Dudley 
White  Award  for  volunteer  service 
to  Gerald  Naccarelli,  MD. 

Francisco  Fuentes,  MD,  Houston,  re- 
ceived a Distinguished  Service 
Award  from  the  Texas  affiliate  of  the 
American  Heart  Association. 

Gerald  H.  Holman,  MD,  Amarillo,  was 
named  1994  president  of  the  interna- 
tional Academy  of  Hospice  Physicians. 

Gynecologic  oncologist  Joseph  A.  luc- 
ci  III,  MD,  and  cardiothoracic  surgeon 
Michael  A.  Wait,  MD,  were  co-recipi- 
ents of  the  1993  Distinguished 
Young  Researcher  Award  from  the 
President’s  Research  Council  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

Nick  J.  Paslidis,  MD,  PhD,  a resident  at 
The  University  of  Texas  Health  Sci- 
ence Center  at  Houston,  received  an 
award  and  research  grant  from  the 
North  Atlantic  Treaty  Organization. 

Two  University  of  Texas  Southwest- 
ern Medical  School  students  were 
elected  to  American  Medical  Associ- 
ation positions  for  1993-1994. 
Anneke  T.  Schroen,  a fourth-year  med- 
ical student,  was  elected  delegate  to 
the  AMA  Medical  Student  Section 
Governing  Council.  MD/PhD  stu- 
dent Monique  Spillman  was  appointed 
to  the  AMA  Council  on  Scientific 


A BRONZE  SCULPTURE  OF  Ruth  Hartgraves,  MD,  Houston,  was  pre- 
sented to  The  University  of  Texas  Medical  Branch  at  Galveston 
(UTMB)  and  will  be  displayed  in  the  department  of  obstetrics  and  gy- 
necology. Dr  Hartgraves,  a 1932  UTMB  graduate  and  recipient  of  the  1980 
Ashbel  Smith  Distinguished  Alumni  Award,  is  considered  a pioneer  for  wom- 
en in  the  medical  profession.  During  her  career  of  more  than  50  years  as  an 
obstetrician  and  gynecologist,  Dr  Hartgraves  treated  75,000  patients  and  de- 
livered more  than  3,000  babies,  including  many  prominent  Houstonians. 

Pictured  above  accepting  the  sculpture  from  Dr  Hartgraves  are  UTMB 
Dean  of  Medicine  George  T.  Bryan,  MD,  seated,  and  UTMB  President 
Thomas  N.  James,  MD. 


Affa  irs.  Ms  Spillman  previously 
served  on  the  TMA  Council  on  Sci- 
entific Affairs. 


Anneke  T.  Schroen 


Cheryl  F.  Weber,  MD 


Cheryl  F.  Weber,  MD,  Lubbock,  was  ap- 
pointed by  the  American  Academy 
of  Physical  Medicine  and  Rehabilita- 
tion to  serve  as  its  health-system  re- 
form coordinator  in  Texas. 
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People 


HOUSTON  / DALLAS 


DEATHS 


Elza  Vance  Bullock,  MD,  70;  Cat 

Spring;  Tulane  University  School  of 
Medicine,  1946;  died  August  4, 
1993. 

Isaac  L.  Morrison,  MD,  73;  Houston; 
National  University  of  Mexico, 
1955;  died  August  5,  1993. 

Clifford  Elliott  Painton,  MB,  79;  Rock- 
port;  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1936;  died 
August  9,  1993. 

Harry  E.  Preble,  MD,  62;  Houston; 
Baylor  College  of  Medicine,  1956; 
died  August  4,  1993. 

Raymond  J.  Rimmer,  MD,  80;  Fort 
Worth;  Baylor  College  of  Medicine- 
Dallas,  1943;  died  August  3,  1993. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are  TMA  membership;  election  or  ap- 
pointment to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  per- 
mitting, recognition  at  the  local  level.  Items 
for  the  Newsmakers  section  are  published  at 
the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possi- 
ble, to  Denise  Kotson,  People,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701; 
fax  (512)  370-1632. 


Here's  a thought  for  you  ... 

MAYBE  today's  complex  world  of  medicine  has  innundated  you 
with  multiple  pressures  ranging  from  regulations  to  unending  paperwork, 
to  billing  complexities  that  take  more  time  than  they're  worth.  MAYBE 
EVEN  your  unquestioned  love  for  the  practice  of  medicine  has  become 
frustrating  due  to  the  result  of  newly-mandated  government  reforms. 
JUST  MAYBE  in  your  solo  practice,  you  have  experienced  too  much 
understaffing,  long  hours,  and  shrinking  income,  and  not  enough  time  to 
just  practice  good  old-fashioned  medicine. 

It's  never  too  late  to  make  a change  for  the  better! 

The  Doctors  Officenter  Medical  Group  is  a physician-owned  and  physi- 
cian-managed medical  practice.  We  can  offer  you  a professionally  reward- 
ing career  earning  a high  income,  excellent  benefits,  while  you  pursue 
upward  mobility  without  the  hassles  associated  with  endless  paperwork. 
Our  practice  hours  are  tailored  to  suit  your  needs.  Offices  throughout  the 
greater  Houston  and  Dallas  areas  provide  the  most  cost-effective  quality 
care  in  both  fee-for-service  and  managed  care  environments.  Call  NOW 
for  the  opportunities  awaiting  you. 

1-800-633-2373,  ext.  283  , Joni  Taylor 


i DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


> 


“Whatever  Your  Needs  Demand” 


Part  Time 

Individual 

Group 

Corporate 

Slot 

Per  Patient 

D&O 

Locum 

Excess 

Declined 

Clinic 

Hospital 

M.S.O. 

Discounts 

H.B.  18 

L.L.P. 

H.P.A. 

I.P.A. 

“We  Can 

Provide 

Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Health  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634-9513 
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DOES  MANAGING 
YOUR  MEDICAL 
PRACTICE  LEAVE  YOU 
FEELING  LIKE  THIS??? 

Introducing  the  FOXMED  PRO  computer 
system  - the  fastest  way  to  manage  the 
business  end  of  your  practice! 


✓ Automatically  fills  out  HCFA  1500  claim  forms  / 

✓ Prints  patient  billing  and  statements  ✓ 

✓ Submits  electronic  insurance  claims  via  modem  ✓ 

✓ Tracks  all  insurance  and  patient  receivables  ✓ 


i ^^Puri 

I Ik.' 


Increases  cash  flow 

Decreases  need  for  additional  staff 

Analyzes  practice  income  and  expenses 

Nearly  $10,000  less  expensive  than  our 
competitors  system 


Purchase  FOXMED  PRO  and  receive  a FREE  386  IBM  COMPATIBLE  COMPUTER  with  the  FOXMED  PRO  software 
already  installed  and  ready  to  run.  Prices  start  at  $3,495.  Prices  include  the  FOXMED  PRO  software,  FREE  com- 
puter, 90  days  of  FREE  telephone  support,  and  the  world  class  service  available  only  from  Practice  Management 
Industries.  Call  today  for  a FREE  information  packet  and  speak  with  one  of  our  solutions  experts. 

1 -800-829-4369 

FOXMED  PRO.  Available  from  Practice  Management  Industries. 
The  computer  system  the  competition  doesn't  want  you  to  hear  about. 


w 


Ox 
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Since  1959,  physicians  and  families  have  been  turning  to 
The  Institute  for  Rehabilitation  and  Research  (TIRR)  in  times  of 
trauma,  injury  and  illness.  Patients  say  TIRR  has  helped  them 
put  their  lives  back  together,  given  them  the  tools  to  overcome 
fears  about  their  disabilities,  and  enabled  them  to  live  independent 
lives.  Dedicated  to  its  not-for-profit  mission  and  community 
service  commitment,  TIRR  works  hard  to  maintain  a high 
standard  of  excellence.  The  hospital  applauds  its  staff,  a special 
team  dedicated  to  the  concept  of  main-streaming  people  with 
disabilities.  For  further  information  call  800-44REHAB. 


The  Institute  for  Rehabilitation 
and  Research  (TIRR) 

1333  Moursund,  Houston,  Texas  77030-3504 
In  the  Texas  Medical  Center 
(713)797-5922,  800-44REHAB  (447-3422) 

A Member  of  TIRR  Systems 
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Portrait  of  a 
malpractice  defendant: 
the  demographics  of 
liability 

IF  YOU  WERE  A NEUROSURGEON 
between  the  ages  of  45  and  54 
practicing  in  the  Rio  Grande  Val- 
ley, you  would  already  be  sweating. 
Professional  liability  statistics  re- 
leased by  the  Texas  State  Board  of 
Medical  Examiners  (TSBME)  would 
only  verify  what  you  already  knew 
about  your  chances  of  being  sued. 

According  to  TSBME,  almost 
79%  of  Texas  neurosurgeons  have 
had  claims  filed  against  them  — more 
than  any  other  specialty  or  primary 
care;  more  than  56%  of  doctors  be- 
tween ages  45  and  54  have  been  sued; 
and  the  McAllen-Edinburg-Mission 
area  in  the  heart  of  the  Rio  Grande 
Valley  is  a veritable  legal  mine  field, 
with  68%  of  its  physicians  having 
had  claims  against  them. 

On  the  other  hand,  if  you  were  a 
woman  who  specialized  in  public 
health,  graduated  from  Texas 
A&M,  and  practiced  in  San  Angelo, 
you'd  be  the  apple  of  your  liability 
insurer’s  eye. 

The  geography  of  liability 

It  isn’t  quite  as  simple  as  the  numbers 
make  it  seem,  but  with  a little  analysis, 
the  statistics  paint  an  intriguing  por- 
trait of  Texas’  legal  climate.  And  that 
climate  seems  to  be  most  litigious  in 
the  Valley,  where  several  factors  have 
combined  to  produce  remarkable  hos- 
tility toward  the  medical  profession. 
(See  “Lawsuit  abuse  takes  toll  in  Rio 
Grande  Valley,”  Texas  Medicine , (tine 
1993,  pp  41-42.) 

“That  80-mile  corridor  is  well 


Beth  Graddy,  assistant  editor,  writes  and  edits  the 
Law  section  of  Texas  Medicine. 


Law 


recognized  by  the  plaintiffs’  bar  as  a 
very  liberal  plaintiffs’  jurisdiction,” 
explained  Rick  Evans,  JD,  a mal- 
practice defense  attorney  with  Ball 
8c  Weed  in  San  Antonio  and  general 
counsel  to  the  Bexar  County  Medi- 
cal Society.  “It’s  considered  a honey 
pot  of  a place.” 

Poverty  and  unemployment  un- 
doubtedly contribute  to  the  Valley’s 
pro-plaintiff  attitude,  Mr  Evans  says. 

“It  isn’t  coincidence  that  you  al- 
most invariably  find  high  jury  ver- 
dicts in  high  unemployment  areas. 
At  one  point  in  time,  the  Valley  had 
roughly  10%  unemployment,”  Mr 
Evans  said. 

“Some  attorneys  feel  that  it’s  a 
frustration  level,  just  a bitterness 
[toward  those  in  high-paying  ca- 
reers],” he  said. 

While  many  factors  may  have 
combined  to  increase  the  likelihood 
of  plaintiff  wins  and  high  damages, 
the  region’s  reputation  has  taken  on  a 
life  of  its  own.  The  Valley  is  the  place 
to  go  to  sue,  and  plaintiffs’  attorneys 
solicit  people  there  with  a frenzy  that 
often  results  in  bizarre  claims. 

Mr  Evans  recounts  the  Alton  bus 
crash  cases  that  arose  from  a colli- 
sion between  a school  bus  and  a de- 
livery truck.  “Something  like  40 
claims  were  filed,”  Mr  Evans  re- 
called. “Then  they  started  having  all 
sorts  of  second-generation  lawsuits 
by  parties  such  as  the  rescue  work- 
ers who  showed  up  at  the  scene  of 
the  accident.” 

None  of  this  reflects  on  the  quali- 
ty of  care  in  that  area,  Mr  Evans 
says.  “To  look  at  the  statistics  and 
say  that  San  Angelo  [where  only 
32%  of  its  physicians  have  had 
claims  against  them]  must  have  bet- 
ter doctors  than  McAllen  would  be 
the  grossest  overgeneralization.” 

So  what  makes  San  Angelo 
friendlier  to  physicians?  The  size  of 


the  town  and  its  proximity  to  large 
cities  play  a part,  Mr  Evans  says. 

Relatively  small  towns  like  San 
Angelo  that  lack  strong  referral  net- 
works with  large  cities  — as  the  Val- 
ley has  with  San  Antonio  and  Hous- 
ton — tend  to  see  fewer  malpractice 
cases  than  elsewhere  not  only  be- 
cause plaintiffs’  attorneys  have  a dis- 
incentive for  taking  malpractice  cas- 
es, but  also  because  they  have 
difficulty  referring  them  to  out-of- 
town  attorneys. 

“If  you’re  a plaintiffs’  attorney 
practicing  in  a given  locale,  you  need 
the  doctors  on  your  side  because 
most  of  your  work  is  going  to  be 
slips  and  falls,  car  crashes  — not 
malpractice,”  Mr  Evans  said.  “And 
you  need  the  doctors  to  come  in  and 
testify  that  Joe  Blow  can’t  work.  You 
cannot  afford  to  lose  the  cooperation 
of  your  doctors  on  your  other  cases, 
which  are  your  bread  and  butter.” 

If  local  plaintiffs’  attorneys  net- 
work with  out-of-town  malpractice 
attorneys,  that  has  less  effect  on  the 
number  of  claims.  But  that  isn’t  the 
case  with  San  Angelo. 

Size  also  matters  in  that  smaller 
towns  tend  to  be  more  conservative 
as  well  as  foster  an  environment  in 
which  patients  know  their  doctors 
better.  Small-town  residents  typically 
see  family  physicians  they’ve  visited 
for  years,  as  opposed  to  city  dwellers 
who  hop  from  specialist  to  specialist. 

Specializing  in  high  risk 

Lack  of  a close  physician-patient  re- 
lationship is  one  of  the  factors  mak- 
ing specialists  more  susceptible  to 
claims,  but  there  are  others. 

In  particular,  the  condition  of  the 
patient  who  visits  a specialist,  which 
often  is  more  serious  than  that  of  a 
patient  visiting  a family  physician, 
leads  to  worse  outcomes,  which 
prompts  more  claims  against  a 
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Percent  of  Texas  physicians  with  professional  liability  claims  by  location 


SOURCE:  Texas  Srare  Board  of  Medical  Examiners.  Data  cover  period  from  1978  through  April  1993. 


physician,  according  to  Robert  Sax- 
ton, MD,  president  of  the  Texas  As- 
sociation of  Neurological  Surgeons. 

“Neurosurgeons  deal  with  seri- 
ous disorders.  We’re  not  treating 
colds  and  allergies,”  Dr  Saxton  said. 
“We  deal  with  head  injuries  and  se- 
vere injuries  to  the  spine  and  periph- 
eral nerves  that  leave  people  dis- 
abled in  one  way  or  another.  And 
these  people  frequently  will  have 
residual  disabilities,  and  it’s  very 
easy  to  convince  the  juries  that  these 
disabilities  are  the  doctor’s  fault,  es- 
pecially when  the  jury  is  aware  that 
the  doctor  has  insurance  and  they’re 
just  collecting  from  the  doctor’s  in- 
surance company  to  compensate  this 
poor  patient.” 


And  fiscal  condition  — as  much 
as  physical  condition  — may  decide 
whether  a patient  makes  a claim. 

“With  the  increase  in  the  number 
of  uninsured  patients,  we’re  seeing 
people  through  the  emergency  room 
with  no  insurance  who  have  serious 
head  injuries,”  Dr  Saxton  said. 
“These  people  frequently  do  not  do 
well.  They  have  huge  hospital  hills. 
They  are  no  longer  employable  and 
need  some  sort  of  income.  So  they 
sue  the  doctor.” 

Changes  in  workers’  compensa- 
tion laws  making  it  difficult  for  pa- 
tients to  sue  employers  for  on-the- 
job  injuries  has  steered  them  even 
more  toward  claims  against  doctors. 
Dr  Saxton  says. 


Percent  of  Texas  physicians  with 
professional  liability  claims  by  sex 


with  liability  claims 


52.1  without  liability  claims 


Men 


27.5  with 
liability  claims 

72.5  without  liability  claims 


Women 


SOURCE:  Texas  State  Board  of  Medical  Examiners.  Data  cover  period 
from  1978  through  April  1993. 


“In  other  words,  when  his  work- 
ers’ compensation  payments  are  cut 
off,  and  he’s  had  a lumbar  disc  oper- 
ation, and  he  doesn't  want  to  go 
hack  to  work,  he  looks  to  the  courts 
for  recourse  and  the  doctor  gets 
sued,”  Dr  Saxton  said.  “By  far,  the 
largest  majority  of  these  suits  have 
no  merit.  But  you  wheel  some  22- 
year-old  guy  into  a court  room,  un- 
able to  even  move  his  arms  and  legs, 
and  the  jury  says,  ’Oh,  this  poor 
guy,  the  doctor  has  insurance,  we’ll 
just  award  him  $2  million.’” 

Should  doctors  quit  at  45? 

Of  course  physicians  shouldn’t  toss 
in  the  towel  when  they  reach  the  45- 
to-54  age  group,  although  more  that 
56%  of  physicians  in  that  age  span 
have  had  claims  filed  against  them. 
For  one  thing,  the  group  immediate- 
ly below,  35  to  44,  has  fared  only  a 
little  better  at  42%. 

And  there’s  a light  at  the  end  of 
the  tunnel.  After  getting  past  the  55- 
to-64  age  group,  more  than  55%  of 
whom  have  had  claims,  physicians 
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Percent  of  Texas  physicians  with  professional  liability  claims  by  current  age 
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All  Ages  35  & under  35-44  45-54  55-64  Over  65 


SOURCE:  Texas  State  Board  of  Medical  Examiners.  Data  cover  period  from  1978  through  April  1993. 


Percent  of  Texas  physicians  with  professional 
liability  claims  by  school  of  graduation 


Texas  A&M 
UT-Houston 
UT-San  Antonio 
Texas  Tech 

UT-Dallas 

Texas  College  of 
Osteopathic  Medicine 

Other  US/Canadian 
UT-Galveston 
Baylor,  Houston 
Foreign 


SOURCE:  Texas  State  Board  of  Medical  Examiners. 
Data  cover  period  from  1978  through  April  1993. 


can  rest  easier.  Just  38%  of  physi- 
cians over  age  65  have  had  claims. 

Actually,  the  older  group  may 
have  fared  better  because  they  spent 
the  bulk  of  their  practice  years  in  a 


less  litigious  time.  In 
1978,  the  first  year  for 
which  TSBME  has  made 
these  statistics  available, 
536  claims  were  filed.  In 
1992,  that  number  had 
shot  to  4,754. 

As  for  the  younger 
group,  it  may  only  be  a 
matter  of  time  if  the  cli- 
mate stays  as  it  is.  After 
all,  the  same  people  who 
are  now  34  will  be  45  in 
1 1 years  and  facing  many 
of  the  factors  responsible 
for  the  middle  group’s 
high  percentages. 

“Some  young  doctors 
don’t  get  sued  because 
their  practices  haven’t 
burgeoned  to  the  point 
where  they’re  out  of  con- 
trol,” Mr  Evans  ex- 
plained. “Those  doctors  actually 
have  the  time  to  talk  to  patients,  to 
look  at  lab  slips.  As  a practice  be- 
comes increasingly  successful,  things 
can  slip  through  the  cracks.” 


Mr  Evans  says  that  he  sees  age  as 
a minor  determinant  in  the  demo- 
graphics of  liability,  except  as  it  cor- 
relates to  busier  practices. 

Dr  Mary,  Dr  John 

For  Mr  Evans,  a handful  of  truisms 
come  to  mind  when  comparing 
women’s  and  men’s  liability  statis- 
tics: Women  don’t  gravitate  toward 
high-risk  specialties.  The  male-domi- 
nated, high-pressure  environment  of 
medical  school  weeds  out  any  wom- 
en who  are  less  than  the  absolute 
best  while  allowing  some  men  to 
slide.  Women  are  nicer. 

And  that  last  one  has  some  re- 
search to  back  it  up,  he  says. 

“I  conducted  a survey  to  find  out 
what  two  or  three  things  a doctor 
could  do  to  most  reduce  the  risk  of 
being  sued,  hoping  to  find  some  re- 
ally clever  answer,”  Mr  Evans  said. 
“After  speaking  with  plaintiffs’  at- 
torneys all  over  the  state,  1 came  up 
with  one  very,  very  simple  answer: 
bedside  manner.  Do  you  have  time 
to  talk?  Do  you  really  listen?” 

Apparently  women  do,  and  are 
nicer  about  it,  he  says,  adding  that 
during  his  17  years  of  practice,  he 
has  met  the  occasional  male  doctor 
who  acted  like  a jerk.  However,  he 
can’t  recall  any  female  physicians 
with  similar  attitudes. 

Alma  mater  matters? 

Statistics  often  lie,  and  in  the  area  of 
liability  and  education,  the  numbers 
tell  a tall  tale,  according  to  James 
Rohack,  MD,  who  chairs  the  TMA 
Council  on  Medical  Education.  For 
instance,  graduates  of  Texas  A&M 
University  College  of  Medicine  ap- 
pear to  fare  remarkably  well  when  it 
comes  to  liability  problems.  Only 
28%  have  had  claims. 

However,  because  Texas  A&M 
graduated  its  first  class  in  1979, 
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Percent  of  Texas  physicians  with  professional  liability  claims  by  primary  specialty 


Public  Health 
Psychiatry 
Pathology 
Dermatology 
Ophthalmology 
Pediatrics 
Internal  Medicine 
Orthopedic  Surgery 
Anesthesiology 
Neurology 
Neonatal  Medicine 
Family/General  Practice 
Radiology 
Cardiovascular  Medicine 
Emergency  Medicine 
Urology 
General  Surgery 
Obstetrics  & Gynecology 
Cardiovascular  Surgery 
Plastic  Surgery 
Neurological  Surgery 
All  Specialties 


SOURCE:  Texas  State  Board  of  Medical  Examiners.  Data  cover  period  from  1978  through  April  1993. 


most  of  its  physicians  are  still  in  that 
young  age  group  who  haven’t  yet 
met  their  first  patient-turned-plain- 
tiff, Dr  Rohack  says.  Many  A&M 
students  also  choose  low-risk  prima- 
ry care,  he  adds. 

Almost  48%  of  Baylor  College  of 
Medicine  graduates  have  been  sued, 
just  slightly  less  than  the  percentage 
for  all  international  medical  gradu- 
ates practicing  in  Texas. 

“Baylor  turns  out  more  special- 
ists,” Dr  Rohack  said,  which  means 
more  graduates  in  high-risk  areas. 
“Last  year,  fewer  than  8%  of  Baylor 
graduates  went  into  family  practice.” 


TMA  analyzing  statistics 

TMA  has  begun  analyzing  TSBME’s 
raw  statistics  on  professional  liabili- 
ty, which  include  many  factors  other 
than  physicians’  characteristics. 

“We’re  trying  to  determine  what 
the  effect  of  various  liability  reforms 
would  be,”  said  Donna  Kinney,  CPA, 
a TMA  physician  practice  specialist. 

“We’ll  update  the  membership  pe- 
riodically on  what  we  find,”  she  said, 
“but  we’re  going  to  have  to  get  some 
information  from  some  other  sources, 
probably  the  insurance  carriers.” 


The  fight  for  medical 
liability  reform 

The  Texas  Medical. 
Association  worked  hard  for  li- 
ability reform  during  the  last 
legislative  session,  and  it  will  contin- 
ue to  do  so  in  1994-1995. 

In  addition  to  successfully  ex- 
tending the  repeal  deadline  of  the  li- 
ability statute  from  1993  to  2020, 
TMA  strongly  supported  a series  of 
medical  liability  reforms  enacted  by 
the  Texas  Legislature  to  thwart  the 
kinds  of  lawsuit  abuse  endured  by 
physicians  in  the  Rio  Grande  Valley 
and  other  lawsuit  war  zones. 

The  reforms  include  a new  an- 
tibarratry bill  that,  effective  Septem- 
ber 1,  elevated  the  solicitation  of 
clients  in  person  or  by  telephone  to  a 
felony  offense,  punishable  by  2 to  10 
years  in  jail  and  up  to  a $10,000 
fine.  The  law  also  prohibits  written 
communications  to  solicit  clients 
within  31  days  of  an  accident  or 
event  and  mandates  the  State  Bar  to 
develop  tough  new  rules  on  lawyer 
advertising. 

Another  key  medical  liability  re- 
form backed  by  TMA  creates  a 
statutory  “screen”  on  medical  liabil- 
ity lawsuits  patterned  after  a suc- 
cessful Michigan  law. 

TMA  is  now  building  the  case  for 
the  next  steps  in  liability  reform.  Ef- 
forts during  the  next  legislative  ses- 
sion likely  will  focus  on  relief  in  the 
area  of  obstetrical  liability  by  re- 
moving the  incentive  to  settle 
groundless  cases  and  on  tightening 
the  qualifications  of  expert  witnesses 
originally  enacted  at  TMA’s  request 
in  1989. 
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Federal  law  and 
laboratory  referrals 

By  Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 

Gary  W.  Eiland,  JD 

Vinson  & Elkins,  LLP 


UNDER  FEDERAL  l.  AW, 
physicians  may  not  refer 
Medicare  patients  to  a clinical 
laboratory  if  they  have  either  an 
“ownership  or  investment  interest” 
or  a “compensation  arrangement” 
with  that  laboratory  entity  (1).  Al- 
though the  law  does  not  define  the 
term  “entity,”  it  is  clear  that  all  clin- 
ical laboratories  furnishing  services 
on  behalf  of  Medicare  patients  are 
subject  to  the  prohibition. 

The  term  “compensation  ar- 
rangement” is  extremely  broad,  and 
includes  “any  arrangement  involving 
any  remuneration  between  a physi- 
cian (or  immediate  family  member) 
and  an  entity”  (2).  This  logically  in- 
cludes not  only  the  obvious  payment 
of  referral  fees  and  kickbacks  to  the 
referring  physician,  but  also  the  pay- 
ment of  a pro  rata  share  of  expenses 
by  laboratory  users  to  the  laborato- 
ry entity.  This  casts  doubt  about  the 
legality  of  many  common  “shared- 
office”  laboratories.  This  article  ex- 
plores the  continued  viability  of  var- 
ious laboratory  arrangements  under 
federal  law. 

Q:  Dr  Smith  owns  laboratory  equipment 
that  he  considers  a part  of  his  medical 
practice.  May  he  “refer”  Medicare  pa- 
tients to  this  laboratory? 

A:  Yes.  If  the  laboratory  equipment 
is  not  a separate  legal  entity  and  is 
operated  as  part  of  the  physician’s 
medical  practice,  Dr  Smith  can  run 
lab  tests  on  Medicare  patients  and 
bill  Medicare  for  the  tests.  This 
clearly  comes  within  the  “in-office 


ancillary  services”  exception  de- 
scribed below. 

Q:  Suppose  Dr  Smith  owns  laboratory 
equipment  that  is  set  up  as  a separate 
Subchapter  S corporation  for  tax  and  lia- 
bility reasons,  has  a tax  ID,  and  files  a 
federal  tax  return.  Further,  the  lab  bills 
under  its  own  Medicare  provider  number. 
The  lab  uses  the  name  “Medlab,”  for 
which  an  assumed  name  certificate  has 
been  filed.  Does  the  prohibition  against 
referrals  apply? 

A:  No.  Although  Dr  Smith  owns  a 
laboratory  that  is  a separate  legal 
entity,  the  “in-office  ancillary  ser- 
vices” exception  permits  Dr  Smith 
to  refer  Medicare  patients  if  the  lab- 
oratory work  is  performed  either  by 
him  personally  or  under  his  supervi- 
sion, the  work  is  done  in  the  same 
building  as  the  medical  practice,  and 
Medicare  billing  is  done  either  by  Dr 
Smith  or  by  an  entity  wholly  owned 
by  Dr  Smith  (3). 

The  “in-office  ancillary  services” 
exception  also  is  met  if  the  laborato- 
ry does  not  have  a tax  ID,  files  no 
tax  return,  and  does  not  bill  Medi- 
care so  long  as  Medicare  billing  is 
done  by  Dr  Smith. 

Q:  Dr  Smith  owns  laboratory  equipment 
that  he  considers  part  of  his  medical 
practice.  Dr  Jones  has  offices  elsewhere 
in  the  same  building  and  sends  Medicare 
patients  to  Dr  Smith’s  office  for  lab  work. 
Dr  Jones’  office  bills  Medicare  for  tests 
and  pays  Dr  Smith  for  the  variable  costs 
associated  with  his  use  of  the  lab,  such 
as  the  cost  of  reagents  and  the  salary  of 
the  laboratory  technician.  Does  the  prohi- 
bition against  referrals  apply? 

A:  Yes.  These  facts  present  an  ar- 
guable federal  law  violation  for  Dr 
Jones  because  he  has  a “compensa- 
tion arrangement”  with  the  lab  (ie, 
Dr  Jones  compensates  Dr  Smith  for 
the  variable  costs  of  the  lab  services) 


for  which  no  exception  is  currently 
available.  Unless  a statutory  excep- 
tion is  added.  Dr  Jones  should  not 
refer  Medicare  patients  to  Dr 
Smith’s  lab. 

Q:  Dr  Smith  owns  laboratory  equipment 
set  up  as  a separate  corporation  for  tax 
and  liability  reasons.  The  corporation  has 
a tax  ID,  files  a tax  return,  bills  under  its 
own  Medicare  provider  number,  and  uses 
the  name  “Medlab.”  Dr  Jones  practices 
in  the  same  office  suite  and  sends  Medi- 
care patients  to  Dr  Smith’s  lab.  When 
this  happens,  Dr  Jones’  office  bills  Medi- 
care for  tests.  At  the  end  of  each  month, 
Dr  Jones  pays  Dr  Smith  for  variable  costs 
associated  with  his  use  of  the  lab,  such 
as  the  cost  of  supplies  and  the  salary  of 
the  laboratory  technician.  Does  the  prohi- 
bition against  referrals  apply? 

A:  Yes.  The  results  here  are  the  same 
as  the  immediately  preceding  ques- 
tion. There  is  an  arguable  violation 
for  Dr  Jones  because  he  has  a 
“compensation  arrangement”  with 
the  lab  for  which  no  exception  cur- 
rently exists. 

Q:  Dr  Smith  owns  laboratory  equipment 
not  structured  as  a separate  legal  entity, 
there  is  no  separate  tax  ID,  and  no  tax 
return  is  filed.  Whether  the  laboratory  is 
treated  as  part  of  Dr  Smith’s  practice  de- 
pends on  the  situation.  When  Dr  Smith 
refers  his  Medicare  patients  to  the  lab, 
he  considers  it  a part  of  his  practice  and 
all  Medicare  billings  for  such  lab  work 
are  under  Dr  Smith’s  own  Medicare 
provider  number.  However,  when  another 
physician  refers  Medicare  patients,  the 
laboratory  bills  Medicare  under  the  name 
“Medlab”  and  its  own  Medicare  provider 
number.  Does  the  prohibition  against  re- 
ferrals apply? 

A:  No.  The  “in-office  ancillary  ser- 
vices” exception  is  met  when  Dr 
Smith  uses  the  laboratory  for  his  pa- 
tients. If  the  “Medlab”  name  is  a 
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ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek  as- 
sistance from  their  attorneys. 


registered  assumed  name  of  Dr 
Smith's  medical  practice  entity  and 
all  revenues  from  referral  work  are 
treated  as  income  to  Dr  Smith’s 
medical  practice  entity,  no  federal 
law  is  violated. 

Q:  Drs  Smith  and  Jones  share  office 
space  but  are  not  partners.  Some  years 
ago,  Dr  Smith  bought  some  laboratory 
equipment  that  is  now  paid  off  and  fully 
depreciated.  Both  physicians  use  it  for 
simple  testing  and  bill  Medicare  under 
their  own  provider  numbers.  Dr  Smith 
writes  off  the  expenses  of  Dr  Jones’  use 
of  the  lab.  Does  the  prohibition  against 
referrals  apply? 

A:  There  should  be  no  violation  for 
Dr  Smith  so  long  as  he  considers  the 
laboratory  a part  of  his  medical  prac- 
tice. An  arguable  violation  exists  for 
Dr  Jones  because  a “compensation 
arrangement”  exists  between  him 
and  the  laboratory  operated  by  Dr 
Smith  (ie,  Dr  Smith  allows  Dr  Jones 
free  use  of  the  laboratory  — a form 
of  in-kind  remuneration). 

Q:  Drs  Smith  and  Jones  share  office 
space  but  are  not  partners.  Some  years 
ago,  they  bought  laboratory  equipment. 

At  that  time,  the  contract  of  sale  indicat- 
ed that  both  physicians  were  the  pur- 
chasers. Each  physician  considers  the 
laboratory  equipment  to  be  his,  and  both 
bill  Medicare  under  their  own  provider 
numbers.  Does  the  prohibition  against  re- 
ferrals apply? 

A:  This  scenario  exemplifies  the  J 
“shared-office  laboratory”  arrange- 
ment that  the  Medicare  program 
recognized  and  allowed  for  many 
years  but  which  is  arguably  in  vio- 
lation of  the  federal  law  as  current- 
ly drafted. 

Drs  Smith  and  Jones  could  argue 
they  each  satisfy  the  “in-office  ancil- 
lary services”  exception  if  they  both 
employ  the  lab  technician  on  a part- 
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time  basis  or  personally  perform 
their  own  lab  tests. 

Q:  Has  the  Health  Care  Financing  Admin- 
istration (HCFA)  offered  any  clarification 
about  these  matters?  For  example,  what 
do  they  mean  by  a laboratory  “entity”? 

A:  HCFA  has  published  proposed 
rules  under  which  an  “entity”  is  a 
sole  proprietorship,  trust,  corpora- 
tion, partnership,  foundation,  not- 
for-profit  corporation,  or  unincor- 
porated association  (4).  This 
definition  is  very  broad  and  is  in- 
tended to  cover  any  legal  arrange- 
ment under  which  a laboratory 
could  be  owned.  These  proposed 
rules  have  not  been  finalized. 

Q:  Drs  Smith  and  Jones  share  office 
space  but  are  not  partners.  Years  ago, 
the  former  owner  of  the  office  building, 
Dr  Johnson,  bought  laboratory  equip- 
ment, which  was  paid  off  and  fully  de- 
preciated at  the  time  of  his  death.  Title 
to  the  lab  equipment  is  now  vested  in  a 
management  company  set  up  by  Dr 
Johnson’s  estate  to  lease  and  operate 
the  building. 

Both  physicians  use  the  laboratory 
and  bill  Medicare  under  their  own 
provider  numbers.  They  pay  the  manage- 
ment company  for  the  variable  costs  as- 
sociated with  their  use  of  the  lab,  such  as 
the  cost  of  supplies  and  technicians’ 
salaries.  Does  the  prohibition  against  re- 
ferrals apply? 

A:  Yes.  The  laboratory  is  operated  by 
the  building  management  company 
and  not  by  Drs  Smith  and  Jones. 
Thus,  there  is  an  arguable  violation 
for  both  physicians  because  they 
have  “compensation  arrangements” 
with  the  “entity”  that  owns  and  op- 
erates the  laboratory  equipment 
(specifically,  Drs  Jones  and  Smith 
each  compensate  the  management 
company  for  the  variable  costs  of 
the  laboratory  services). 
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Q:  Suppose  the  same  facts,  except  the 
physicians  do  not  pay  the  management 
company  separately  for  expenses  associ- 
ated with  the  lab.  The  fixed  rent  that 
both  pay  for  their  medical  office  space  is 
intended  to  cover  these  expenses.  Does 
the  prohibition  against  referrals  apply? 

A:  Under  these  facts,  all  parties  may 
be  protected  by  the  “rental  of  office 
space”  exception  in  the  statute.  Un- 
der this  exception,  if  there  is  a writ- 
ten agreement  that  identifies  the 
space  dedicated  to  each  lessee’s  use, 
lasts  for  at  least  1 year,  provides  pe- 
riodic payment  of  a fair  market  val- 
ue, and  would  be  commercially  rea- 
sonable even  if  no  referrals  were 
made  and  payment  doesn’t  vary 
with  the  volume  or  value  of  refer- 
rals, then  there  is  no  “compensation 
arrangement”  and  the  prohibition 
against  Medicare  clinical  laboratory 
referrals  does  not  apply  (5).  Howev- 
er, it  also  can  be  argued  that  the 
office  lease  agreement  does  not  ade- 
quately “dedicate”  use  of  the  labo- 
ratory space  to  either  Drs  Smith  or 
Jones.  Further,  the  “rental  of  office 
space”  exception  would  not  protect 
rental  payments  attributable  solely 
to  rental  of  laboratory  equipment, 
hence  a violation  might  be  alleged. 

Q:  Drs  Smith,  Jones,  and  Johnson  occupy 
different  offices  in  the  same  building. 
There  is  a laboratory  housed  in  separate 
office  space  in  the  building.  All  three  had 
operated  the  lab  as  a partnership  until, 
because  of  liability  concerns,  they  decid- 
ed to  sell  the  laboratory  to  the  technician 
who  operates  the  equipment.  The  physi- 
cians financed  the  sale  with  a promissory 
note  because  the  technician  was  unable 
to  obtain  conventional  financing.  Does 
the  prohibition  against  referrals  apply? 

A:  Under  these  facts,  there  arguably  is 
a violation  for  all  parties.  Although 
the  physicians  no  longer  own  the  lab- 
oratory, the  promissory  note  consti- 
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tutes  either  a continuing  “compensa- 
tion arrangement”  or  “ownership  in- 
terest” in  the  laboratory  entity.  In 
other  words,  the  more  patients  they 
refer  to  the  laboratory,  the  more  se- 
cure is  their  promissory  note. 
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Cost  of  communicating 
with  government  goes  up 

IN  AN  EFFORT  TO  WEAKEN 
the  influence  of  special  interest 
groups,  the  Revenue  Reconcilia- 
tion Act  of  1993  added  a provision 
to  the  Internal  Revenue  Code  deny- 
ing the  deduction  of  expenditures  for 
lobbying  as  business  expenses.  The 
disallowance  of  lobbying  deductions 
applies  both  to  expenditures  for  lob- 
bying by  the  taxpayer  and  to  the  por- 
tion of  dues  paid  to  an  organization 
that  is  spent  on  lobbying,  says 
Donald  R Wilcox,  JD,  TMA  general 
counsel. 

The  new  law  states  that  members 
must  be  given  an  estimate  of  the 
portion  of  their  dues  that  is  nonde- 
ductible either  when  dues  are  as- 
sessed or  when  they  are  paid.  The 
American  Medical  Association  will 
send  this  estimate  to  members  with 
their  1994  guide  to  member  bene- 
fits, which  is  sent  after  dues  are  re- 
ceived. The  Texas  Medical  Associa- 
tion is  providing  this  information 
with  its  dues  billing  statements. 

Taxpayers  who  spend  less  than 
$2,000  a year  for  lobbying  are  not 
affected  by  these  requirements,  Mr 
Wilcox  says.  ★ 


Service  offers  physicians 
financial  information 
on  managed  care  networks 

Managed  care  networks 

don’t  go  blindly  into  con- 
tracts with  physicians  — 
they  check  out  prospective 
providers.  A new  service  sponsored 
by  the  Texas  Medical  Association 
will  allow  doctors  to  become  as 
knowledgeable  when  they  consider 
joining  networks. 

“Doctors  who  serve  these  organi- 
zations need  a reliable  information 
source  that  will  let  them  know  who 
they’re  doing  business  with  and 
what  the  risk  exposure  is  financial- 
ly,” said  Nancy  Kopp,  a branch 
manager  at  Dun  & Bradstreet 
(D&B)  Information  Services,  the 
company  providing  the  service. 

For  $52.50  — a 30%  discount 
off  D&B’s  usual  fee  — TMA  mem- 
bers can  phone  the  company  for  re- 
ports on  specific  networks.  Ms 
Kopp  says  physicians  can  use  the 
service  to  gain  insight  into  a net- 
work’s credit  history,  compare  a 
network’s  payment  performance 
with  other  networks,  and  keep  pace 
with  company  changes. 

For  TMA  members  who  pur- 
chase a Credit  Advisory  Service  Re- 
port, D&B  will  waive  the  member- 
ship fee  for  its  collection  services 
subscription.  The  subscription  usu- 
ally costs  $150  and  includes  D&B 
payment  reminder  labels  to  prompt 
quick  payment  from  HMOs,  PPOs, 
and  insurance  companies;  consulta- 
tion with  a D&B  collections  expert; 
and  referral  of  past-due  accounts  to 
a local  attorney. 

For  more  information  or  to  re- 
quest a report,  call  (800)  TRY-1DNB. 


Experiencing 

Fast  Lane  Burn  Out? 

If  you're  a doctor  who  is  tired 
of  the  fast  lane,  you're  just  the 
person  we're  looking  for. 

Dublin,  Texas  is  a quiet 
community  of  3,000  without 
traffic  jams  or  gang  violence. 
We're  only  12  miles  from  an 
excellent  hospital  and  we  have 
the  finest  EMS  to  be  found 
anywhere.  And  if  you're  a 
sportsman,  you'll  find  the  best 
deer  and  dove  hunting  and 
fishing  in  the  state  and  there's 
a great  golf  course  nearby. 

We  have  everything  we  need 
in  Dublin  for  the  quality  of 
life  we  want  . . . everything 
except  you. 

Call  Bill  Johnson,  President  of 
the  Dublin  Chamber  of 
Commerce,  (817)  445-2223 
and  let's  talk  business. 


Malpractice  Insurance 


You  Need  to  Call  Us. 

If  you  are  presently  insured  with  the 
JUA  and  want  out—  or  if  you  are 
having  trouble  obtaining  reasonably 
priced  malpractice  insurance,  call  us. 

Aberdeen  Medical  Insurance  Services,  Inc. 

We  offer. 

I A.M.  Best  Rated  Companies 
I The  Objectivity  of  Being  Independent 
I Premium  Financing 

Fora  no  obligation  consultation,  contact 

Forrest  S.  Pullen 

Executive  Director 

(800)  622-9296 
(713)  622-9296  in  Houston 


Medical  Insurance  Services 


3251  Westheimer  • Suite  800 
Houston,  Texas  77056 
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Service. 


Smart  practice  questions 

call  for  smart  managed  care  answers, 

what  you'll  get  from 

Doctors 


With  your  busy  schedule,  we  know  it  is  difficult  to  keep  up 
with  the  changes  in  managed  care,  fee-for-service  and  health 
system  reform. 

That’s  where  Doctors  Resource  Service  (DRS)  comes  in. 

How  do  you  find  out  what  makes  the  most  sense  for  you  and 
your  financial  future?  And  what  are  your  peers  and  national 
experts  thinking  will  best  make  physicians  successful? 

Doctors  Resource  Service  gives  you  a dynamic  new  tool  for 
meeting  the  challenges  of  managed  care,  fee-for-service  and 
health  system  reform.  Each  issue  includes  practical  hand- 
books and  audiovisual  aids — everything  you  need  to  know 
about  managed  care. 

DRS  will  cover  topics  like: 

•Dealing  with  federally  proposed  health  system  reform 

•Options  for  fee-for-service  practice 

•Evaluating  the  legal  and  financial  implications  of  a 
managed  care  contract... 

The  list  goes  on.  In  designing  this  physician  specific  pro- 
gram the  American  Medical  Association  (AMA)  has  devoted 
many  months  of  research  and  staff  time  to  keep  you  on  the 
cutting  edge  of  practice  management. 

Mailed  every  six  weeks,  DRS  is  portable,  concise  and  up  to 
date — a traveling  companion  you  can  access  by  a turn  of  the 
page  or  the  press  of  a button. 

A glance  at  the  first  issue  indicates  the  types  of  materials 
you  can  expect  from  future  issues  in  the  managed  care  series. 

Publications 

• The  Physician  and  Managed  Care 

• Assessing  Your  Practice  in  an  Age  of  Reform 

• Group  Practice  Options:  From  Medical  Corporations 
to  Clinics  Without  Walls 


Audiocassette 

• Alice  Gosfield,  JD  on  Physicians’  Rights  in  Managed  Care 

Videocassette 

• Managed  Care:  An  Overview 

Starting  with  Issue  2,  you  will  also  receive  Inside  the  Issues, 
a newsletter  that  covers  the  day-to-day  concerns  of  managed 
care  and  the  impact  of  legislative  changes  on  you  and  your 
personal  finances. 

As  a new  subscriber,  you  will  receive  your  first  issue  free 
when  you  subscribe  and  purchase  Issue  2.  After  previewing 
the  materials  for  10  days,  you  can  keep  them  and  pay  $39.95 
for  members  ($66.95  for  nonmembers)  or  return  them  and 
mark  cancel  on  your  invoice. 

To  subscribe,  simply  call  our  24-hour  order  number — 800 
AMA- 1066,  Dept.  CEAD25.  Your  first  shipment  will  be  on  its 
way — along  with  a special  bonus  publication  Managed 
Competition:  Challenges  and  Opportunities  for  Physicians. 
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Seminar  shows  strong 
interest  in  forming  local 
physician  networks 

Many  of  medicine’s 
leaders  have  stressed  that 
physicians  need  to  remain 
united  in  their  response  to  the  chal- 
lenges that  lie  ahead  under  health- 
system  reform.  A divided  house  of 
medicine,  they  warn,  will  certainly 
fare  less  well  than  one  that  stands 
together  on  the  issues. 

Many  Texas  physicians,  through 
their  county  medical  societies  and 
other  entities,  are  taking  that  spirit  of 
unity  a step  further  and  forming 
physician-owned  health-care  delivery 
networks,  such  as  preferred  provider 
organizations  (PPOs)  and  health 
maintenance  organizations  (HMOs). 

At  a Texas  Medical  Association 
seminar  titled  “Developing  Physi- 
cian Networks”  held  in  Austin  in 
September,  issues  surrounding  physi- 
cian networks  or  independent  prac- 
tice associations  (IPAs)  were  exam- 
ined by  a panel  of  experts  that 
included  attorneys,  accountants, 
medical  society  executives,  physi- 
cians, and  practice  management 
consultants  with  expertise  in  form- 
ing networks. 

Panelists  included  Dale  L. 
Thomas,  managing  partner,  Health- 
care Venture  Associates;  Susan  Wa- 
ters, executive  director,  San  Francis- 
co County  Medical  Society;  Andre 
Hampton,  JD,  an  Austin  attorney 
and  mediator;  Harold  Whittington, 
a health-care  reimbursement  con- 
sultant; Reed  Tinsley,  CPA,  a part- 
ner in  Haynes  O’Neal  Associates; 
Tom  Loughrey,  a consultant  with 
Conomikes  and  Associates;  Nor- 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


Norman  Chenven , MD,  standing,  explains  the  role  of  the  medical  director  in  a physician-driven 
HMO  to  more  than  200  participants  in  “Developing  Physician  Networks,”  a TMA-sponsored 
conference  September  10  in  Austin. 


man  Chenven,  AID,  medical  direc- 
tor of  Austin  Regional  Clinic;  and 
Jerry  Bell,  JD,  director  of  health- 
care practice  at  Fulbright 
and  Jaworski. 

Other  speakers  included 
Robert  D.  Burnett,  MD, 
founder  and  CEO  of  Life- 
guard, Inc,  and  the  former 
president  of  the  California 
Medical  Association,  and 
Louis  Goodman,  PhD,  di- 
rector of  medical  eco- 
nomics for  TMA. 

The  daylong  meeting, 
held  in  conjunction  with 
TMA’s  Fall  Leadership 
Conference,  examined  the 
legal,  financial,  and  prac- 
tical matters  surrounding  IPAs. 
More  than  200  physicians  and 
county  medical  society  executives 
and  staff  members  attended. 

In  his  keynote  address,  Dr  Barnett 
related  some  of  the  experiences  his 


MANY 


DOCTORS 


ARE  JUST 


PLAIN 


TIRED  OF 


FILLING  OUT 


ALL  THE 


PAPERWORK. 


group  had  in  forming  a PPO  in  Cali- 
fornia, including  some  of  the  pitfalls 
of  poor  utilization  review  and  poor 
financial  controls. 

“We  found  that  a set  of 
good,  well-crafted  guide- 
lines help  keep  a physi- 
cian-driven organization 
on  track,”  he  said.  “And 
that  has  major  benefits  for 
both  physicians  and  their 
patients.” 

There  are  many  road- 
blocks to  the  formation  of 
IPAs  in  Texas,  according  to 
several  of  the  speakers.  The 
fact  that  managed  care  has 
a very  low  rate  of  penetra- 
tion in  Texas  markets 
seemed  to  be  one  of  the  main  obsta- 
cles, but  physicians  appear  to  be 
overcoming  that  fairly  quickly. 

“Many  doctors  are  just  plain 
tired  of  filling  out  all  the  paper- 
work,” said  Mr  Tinsley.  “They  see 
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a network  as  a way  to  free  them- 
selves from  some  of  the  administra- 
tive burdens  and  begin  to  practice 
medicine  again.” 

Speakers  at  the  symposium  out- 
lined the  various  types  of  networks 
currently  in  place,  such  as  physician- 
hospital  organizations  (PHOs),  man- 
agement service  organizations 
(MSOs),  and  point-of-service  (POS) 
or  “swing-out”  plans,  as  well  as 
HMOs  and  PPOs. 

In  addition  to  freeing  them  of  ad- 
ministrative hassles,  networks  are 
seen  as  a way  for  physicians  to  gain 
the  ciout  to  negotiate  with  large  em- 
ployers and  other  payors  for  health- 
care contracts. 

“We  are  looking  into  a network 
mainly  because  of  the  market  forces 
in  our  area,”  said  Greg  Bernica,  ex- 
ecutive vice  president  of  the  Harris 
County  Medical  Society.  “There  has 
been  a high  incidence  of  physicians 
being  terminated  from  plans  or  de- 
nied entrance  to  plans  with  little  or 
no  explanation  why.  If  we  can  con- 
trol the  structure,  at  least  we  can 
provide  due  process  for  physicians.” 

1 he  Gulf  Coast  IPA  has  been  in 
place  for  some  time  in  the  Houston 
area,  according  to  Mr  Bernica,  but 
recent  events  and  the  advance  of 
health-care  reform  has  stepped  up 
interest  in  membership. 

Hector  L.  Franco,  MD,  an  El 
Paso  dermatologist,  is  chairman  of 
the  El  Paso  County  Medical  Society 
committee  on  reimbursement  and  is 
a member  of  TMA’s  Special  Com- 
mittee on  Health  System  Reform. 
He  says  his  society  has  been  work- 
ing toward  forming  an  IPA  for  al- 
most a year  and  began  actually  tak- 
ing credentialing  applications  from 
local  physicians  this  fall. 

“This  organization  will  allow 
physicians  to  be  active  players  on  a 
level  playing  field,”  he  said.  “It  will 


help  us  deal  with  contracts  on  a 
group  basis,  rather  than  ]ust  an  indi- 
vidual physician  going  up  against  a 
big  company.” 

He  said  it  would  also  help  large 
employers  hy  giving  them  a single  or- 
ganization to  deal  with,  so  they  won’t 
have  to  negotiate  contracts  with  hun- 
dreds of  different  physicians. 

Debra  McCulley,  executive  vice 
president  of  the  Nueces  County 
Medical  Society,  said  Corpus  Christi 
area  physicians  have  shown  a keen 
interest  in  IPAs  as  well. 

“They  want  the  negotiating  clout 
that  a network  can  give  them,”  she 
said,  adding  that  her  society  is  ac- 
tively working  to  bolster  an  existing 
physician-run  PPO. 

PPO  terminations, 
refusals  disrupt  physician- 
patient  relationship 

WHEN  IT  COMES  TO 
managed  care  plans,  the 
most  frequent  complaints 
TMA  staff  receive  from  physicians 
involve  either  termination  from  a 
network  or  refusal  to  allow  physi- 
cians to  join  the  plan. 

According  to  Karen  Batory, 
TMA  director  of  health-care  deliv- 
ery, the  maze  of  state  laws,  rules, 
and  regulations  in  this  area  can  be 
quite  confusing. 

“In  most  instances,  managed  care  j 
plans  are  not  required  contractually 
to  specify  the  reasons  for  termina- 
tion or  refusal  to  participate,”  she 
said.  “This  practice  jeopardizes  the 
physician-patient  relationship  by 
denying  patients  the  freedom  to 
choose  their  own  physicians.” 

According  to  Ms  Batory,  TMA 
has  been  meeting  with  managed 
care  plans  and  the  Texas  Depart- 


ment  of  Insurance  to  identify  ways 
to  make  regulated  PPOs  follow  ex- 
isting regulations  that  ensure  and 
uphold  patients’  freedom  to  choose 
their  physicians.  She  added  that 
TMA  is  developing  legislation  to 
address  the  problem. 

“Currently,  only  15%  of  the  pa- 
tients covered  by  health  insurance 
are  in  regulated  PPOs,”  she  said, 
adding  that  employer-funded  ERISA 
plans  and  most  governmental  em- 
ployee plans  are  not  subject  to  state 
insurance  regulations  under  the  pre- 
ferred provider  rules. 

What  can  you  do  if  you  are  faced 
with  either  a termination  or  rejec- 
tion by  a managed  care  plan?  Re- 
gardless of  whether  your  PPO  plan 
is  insured  or  not,  Ms  Batory  recom- 
mends that  you  consider  taking  the 
following  steps  when  you  receive  a 
termination  letter: 

• Write  your  carrier  and  ask  for 
clarification  or  additional  informa- 
tion, and  follow  up  with  a call  to 
the  medical  director  of  the  plan  or 
provider  relations  representative. 

• Appeal  the  decision,  since  it  is 
likely  that  your  contract  allows 
for  an  appeal.  During  this  pro- 
cess, contact  the  medical  director 
of  the  plan  to  personally  discuss 
the  process  and  decision.  If  the 
plan  has  a quality  assurance  or 
utilization  review  committee  and 
you  believe  that  a problem  over- 
seen by  the  committee  resulted  in 
the  decision  to  terminate,  request 
a meeting  with  the  committee. 

• If  you  are  able  to  show  that  pa- 

tients will  be  put  through  emo- 
tional or  physical  hardships  be- 
cause of  your  exclusion  from  the 
plan,  document  those  hardships 
and  include  the  documentation  in 
your  appeal.  : 

• Ask  your  patients  to  write  letters  : 
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to  their  employers.  Since  employers 
are  the  purchasers  of  health  insur- 
ance, they  need  to  be  informed  of 
problems.  As  payors,  they  can  ask 
for  changes  in  any  benefit  plan. 

• If  a patient  has  experienced  phys- 
ical harm  or  reduced  access  to 
services  as  a result  of  the  decision 
to  terminate  you  from  the  net- 
work, have  your  patient  write  a 
letter  to  you  and  the  plan  docu- 
menting the  problems.  Send  this 
information  to: 

Texas  Department  of  Insurance 
MC  106-1A 
PO  Box  149104 
Austin,  TX  78714-9104 

Physicians  should  also  send  a 
copy  to: 

Texas  Medical  Association 
Health  Care  Delivery  Dept 
401  W 15th  St 
Austin,  TX  78701 

If  a patient’s  coverage  is  through 
a state-regulated  health  insurance 
plan,  the  patient  may  call  the  Texas 
Department  of  Insurance  Consumer 
Complaint  Line  at  (800)  252-3439 
to  report  unfair  insurance  practices. 

According  to  the  Texas  Depart- 
ment of  Insurance,  requiring  the  pa- 
tient to  pay  more  out-of-pocket  ex- 
penses for  leaving  the  network  to  use 
your  services  is  not  an  “unfair  insur- 
ance practice.”  Refusing  to  reimburse 
the  patient  for  your  services  as  cov- 
ered by  his  or  her  plan  because  you 
are  not  in  the  network  is  an  unfair 
insurance  practice  — but  again,  only 
if  the  plan  is  a regulated  PPO. 

Employer  self-funded  ERISA  plans 
and  most  governmental  employee 
plans  are  not  regulated  by  the  state. 
Texas  Department  of  Insurance’s  PPO 
rules  do  not  apply  to  these  plans. 


Some  of  these  plans  have  “exclusive” 
networks,  and  the  insured  patient 
may  not  be  covered  if  he  or  she  ob- 
tains services  outside  of  the  network. 

Before  calling  the  Texas  Depart- 
ment of  Insurance,  the  patient  needs 
to  find  out  what  type  of  plan  is  pro- 
viding the  coverage.  Just  because  an 
insurance  company  has  issued  a cer- 
tificate or  enrollment  card  does  not 
mean  the  plan  is  regulated  by  the 
state.  The  patient  needs  to  ask  the 
employer  whether  the  plan  is  “fully 
insured”  or  “self-funded.”  The 
Texas  Department  of  Insurance  has 
authority  only  over  fully  insured 
health  plans. 

For  more  information,  contact 
Ms  Batory  at  (800)  880-1300  or 
(512)  370-1405. 

IRS  form  must  be  filed 
with  Blue  Cross 

OFFICIALS  AT  BLUE  CROSS 
and  Blue  Shield  of  Texas  have 
requested  that  physicians  who 
file  Medicare  or  Blue  Cross  claims 
complete  and  send  a current  “Request 
for  Tax  Payer  Identification  Number 
and  Certification”  (IRS  Form  W-9)  to 
them  as  soon  as  possible. 

According  to  officials.  Blue  Cross 
sent  a notice  and  a W-9  form  in 
September  or  October  to  each  physi- 
cian and  supplier  who  had  not  re- 
cently updated  the  information. 

Failure  to  comply  could  delay  fu- 
ture Blue  Cross  payments  or  could 
result  in  having  provider  records 
temporarily  altered  to  pay  the  pa- 
tients or  to  deny  payment  of  Medi- 
care claims. 

For  more  information,  contact 
provider  information  services  at 
Blue  Cross  and  Blue  Shield  of  Texas 
at  (214)  669-6076.  ★ 


Looking 
for  that 
perfect 
fit? 

You  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  fit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  service  for 
physician  applicants 

★ 

Low  - cost  recruitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  service 

★ 

Urban  and  rural  placements 

★ 

Texas-based  matching  service 

CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


^jgj 

l).r gf  IPii  tmi jrn  yjil  fluariMvrr 


Dallas 

Bruce  Crim,  Keith  H.  Prince, 
Charles  F.  Curtice,  Daniel  S.  Marley, 
Steve  Baggett 
(214)  821-4640 


Houston 

L.  Wayne  Kirk,  Rick  D.  Bolin, 
John  Bedingfield 
(713)  465-4445 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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Adrian  Flatt,  MD,  of  Dallas,  shows  a few  of  his  dozens  of  bronze  castings  of  famous  hands. 
From  left  are  the  hands  of  President  Harry  Truman,  pitcher  Nolan  Ryan,  jockey  Willie  Shoe- 
maker, and  a second  cast  of  Harry  Truman. 


— and  he  talked  the  whole  time  I 


Surgeon’s  bronze  casts 
immortalize  hands 

By  Sharon  Carter* 

IT  BEGAN  AS  PART  OF  HIS  JOB 
as  a surgeon.  Then  it  became  a 
hobby,  something  of  a passion. 
And  now  it  is  a display  that  draws 
thousands  of  visitors  a year. 

At  first  glance,  it’s  almost  eerie. 

In  the  entry  way  of  the  George  W. 
Truett  Memorial  Hospital,  part  of 
the  Baylor  University  Medical  Center 
in  Dallas,  are  lighted  shelves  display- 
ing dozens  of  bronze  casts  of  hands. 

The  castings  began  as  part  of  the 
work  of  Adrian  E.  Flatt,  MD,  now 
retired  chief  of  orthopedic  surgery 
at  Baylor.  A native  of  England,  Dr 
Flatt  was  a leading  specialist  in 
hand  surgery  during  his  many  years 
of  practice. 

To  better  understand  the  nature 
of  hand  deformities  and  injuries,  he 
began  making  bronze  casts  of  hands 
with  massive  injuries  and  congenital 
anomalies. 

But  Dr  Flatt  s artistry  didn’t  stop 
with  his  patients.  People  often  com- 
mented to  him  that  he  had  “a  sur- 
geon’s hands,”  but  his  usual  re- 
sponse was  that  surgeons  didn’t 
have  hands  that  were  any  different 
from  those  of  other  people. 

So  to  prove  his  point,  he  began 
adding  casts  of  other  surgeons’ 
hands  to  his  collection.  Eater,  he  ex- 
panded the  collection  to  include  the 
hands  of  nationally  and  internation- 
ally famous  people. 

“It  was  the  people,  not  particu- 
larly their  hands,  that  were  interest- 
ing,” he  said.  To  Dr  Flatt,  the  most 
interesting  person  of  all  was  Harry 
Truman.  “He  was  intelligent,  witty 

Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


was  making  his  cast.” 

Dr  Flatt  came  to  Baylor  in  1982, 
and  the  rare  and  fragile  collection 
was  moved  from  a display  at  the  Uni- 
versity of  Iowa  Hospital  to  Dallas. 
He  has  continued  to  expand 
his  collection  even  during  re- 
tirement and  says  that  he 
has  rarely  been  turned  down 
when  he  asks  for  the  hands 
of  the  famous. 

He  makes  the  casts  him- 
self and  usually  contacts  the 
subject  personally,  although 
he  occasionally  works 
through  a third  party  who 
knows  the  person  whose 
hand  he  wants. 

Being  from  the  United  Kingdom 
gave  him  a “hand  up,”  so  to  speak, 
when  he  asked  former  British  Prime 
Minister  Margaret  Thatcher  for  her 
hand.  Dr  Flatt’s  native  England  also 
is  represented  by  the  hand  of  former 
Prime  Minister  Sir  Winston 


Churchill,  done  posthumously  from 
another  cast. 

The  hands  of  United  States  presi- 
dents begin  with  Truman  and  extend 
through  George  Bush. 

Among  the  medical  hands  on  dis- 
play are  those  of  Christiaan 
Barnard,  MD,  the  South 
African  surgeon  who  was  the 
first  physician  to  perform  a 
human  heart  transplant. 

Musicians  represented  in- 
clude Spanish  guitar  virtuoso 
Andres  Segovia,  jazz  trum- 
peter Fouis  Armstrong,  for- 
mer Boston  Pops  orchestra 
conductor  Arthur  Fiedler,  and 
Texas’  internationally  known 
classical  pianist  Van  Cliburn. 

The  big  and  small  screens  are 
represented  by,  among  others,  Paul 
Newman;  Joanne  Woodward; 
Katharine  Hepburn;  and  Tarry  Hag- 
man  and  Finda  Gray,  who  portrayed 
J.R.  and  Sue  Ellen  Ewing  on  Dallas. 

Other  displays  include  hand  casts 


“IT  WAS  THE 
PEOPLE,  NOT 
PARTICULARLY 
THEIR  HANDS, 
THAT  WERE 
INTERESTING.” 


34 


TEXAS  MEDICINE 


VOLUME  89  NO.  11 


NOVEMBER  1993 


MARK  GRAHAM 


MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Digital  network  speeds  transmission  of  images  to  radiologists 

San  Antonio  — A group  of  five  area  hospitals  has  implemented  an  inte- 
grated services  digital  network  (ISDN)  that  enables  participants  to  digi- 
tally transmit  images  — including  MRIs,  CT  scans,  ultrasound  examina- 
tions, and  x-rays  — among  the  hospitals  and  the  homes  of  13  radiologists. 
This  new  service,  which  uses  a digital  transmission  system,  offers  better  res- 
olution and  is  10  times  faster  than  analog  transmission  over  telephone  lines. 
The  service  is  expected  to  dramatically  improve  patient  care,  especially  in 
emergencies  when  rapid  diagnosis  of  a patient's  condition  is  crucial.  Partici- 
pating radiologists  can  view  as  many  as  12  separate  images  simultaneously, 
as  well  as  manipulate  images  and  examine  fine  film  details  while  simultane- 
ously providing  a diagnosis  for  the  attending  physician. 

Calcium  supplements  cannot  reverse  bone  loss  from  anorexia  nervosa 

Children’s  Nutrition  Research  Center,  Houston  — Researchers  here  have 
determined  that  calcium  supplements  cannot  reverse  bone  loss  caused  by 
anorexia  nervosa.  In  a study  of  adolescent  females,  investigators  found  that 
anorexia  nervosa  severely  hampers  bone  formation  while  breaking  down  ex- 
isting bone.  “This  news  may  come  as  a surprise  to  anorectics  who  mistaken- 
ly believe  they  can  take  calcium  supplements  and  sidestep  osteoporosis,” 
said  Steve  Abrams,  MD,  an  assistant  professor  of  pediatrics  at  Baylor  Col- 
lege of  Medicine  and  a coinvestigator  on  the  project.  Researchers  found  that 
despite  taking  high  levels  of  calcium,  adolescents  with  anorexia  nervosa  did 
not  absorb  the  calcium  as  well  as  healthy  adolescents  who  were  on  their 
usual  diets.  Dr  Abrams  also  noted  that  the  anorectics  excreted  high  levels  of 
calcium  in  their  urine  because  of  the  bone  breakdown.  The  study's  findings 
were  published  in  the  August  1993  issue  of  the  Journal  of  Pediatrics. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  Section,  401  W 15th  St,  Austin.  TX 
78701,  or  fax  them  to  (512)  370-1632. 


from  all  seven  original  Mercury  as-  I 
tronauts,  as  well  as  several  other 
American  space  travelers.  Also  in- 
cluded is  the  German-American  di- 
rector of  America's  early  space  pro- 
gram, Wernher  von  Braun. 

Famous  Texan  hands  on  display 
include  former  Dallas  Cowboys 
quarterback  Roger  Staubach  and 
former  coach  Tom  Landry;  Stanley 
Marcus,  chairman  emeritus  of 
Neiman-Marcus;  Edna  Gardener- 
White,  the  first  licensed  woman  pilot 
in  America;  Ruth  Jackson,  MD,  pio- 
neer orthopedic  surgeon;  and  Mary 
Kay  Ash,  cosmetics  magnate. 

Athletes  represented  in  his  collec- 
tion include  tennis  champion  Chris 
Evert,  the  late  professional  wrestler 
Andre  the  Giant,  Harlem  Globetrotter 
Meadowlark  Lemon,  and  Olympic  J 
gold-medal  gymnast  Bart  Conner. 

Perhaps  the  most  eye-catching 
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hands,  displayed  side-by-side,  are 
those  of  7-foot  tall  basketball  star 
Wilt  Chamberlain  and  the  diminutive 
jockey  Willie  Shoemaker,  winner  of 
more  than  8,000  races  in  his  career. 

Looking  at  the  hands  makes  all 
the  people  seem  more  real,  like  they 
are  old  friends  or  acquaintances, 
says  Dr  Flatt,  who  usually  asks  for 
his  models’  autographs,  as  well,  for 
his  son. 

He  got  more  than  just  an  auto- 
graph, however,  from  President  Tru- 
man, one  of  the  few  chiefs  of  state 
who  did  not  graduate  from  college. 
Truman  wrote: 

“Have  a long  and  happy  life,  and 
be  sure  to  get  a college  education.” 


'Sharon  Carter  is  an  Irving-based  freelance 
writer  who  specializes  in  medical  topics. 
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Drug  review  board  j 

works  to  improve  ; 

communication  j 

Near  the  end  of  its  first  • 
year  in  operation,  the  Texas  : 
Drug  Use  Review  Board  gen-  : 
erallv  is  receiving  high  marks  from  : 
most  of  the  state’s  physicians  and  : 
pharmacists.  j 

Created  by  congressional  man-  : 
date  for  the  Medicaid  program  and  : 
expanded  to  cover  all  patients,  the  : 
board  has  implemented  prospective  : 
drug  use  reviews,  patient  counseling,  • 
and  patient  profiling.  In  addition,  it  j 
performs  retrospective  drug  use  re-  j 
views  for  Medicaid  patients.  ■ 

Curtis  Burch,  RPh,  director  of  j 
the  drug  utilization  review  program  j 
for  the  Texas  Department  of  Human  • 
Services,  says  some  physicians  were  • 
hesitant  at  first  about  more  bureau-  • 
crats  looking  over  their  shoulders.  j 
“We  had  some  skeptical  doctors  j 
at  first,  but  once  they  understood  • 
that  the  program  is  strictly  educa-  j 
tional  and  doesn’t  involve  any  sane-  • 
tions,  they  began  to  see  the  value  of  j 
it,”  he  said.  : 

The  program  requires  pharma-  j 
cists  to  screen  prescriptions  for  j 
drug-drug  interactions,  drug-disease  j 
interactions,  drug  allergies,  thera-  j 
peutic  duplication,  inappropriate  • 
drug  utilization,  clinical  abuse  or  j 
misuse,  and  incorrect  dosage  or  du-  j 
ration  of  drug  treatment.  j 

The  Texas  Drug  Use  Review  j 
Board  is  made  up  of  six  pharmacists  • 
and  six  physicians  representing  a j 
broad  spectrum  of  practice  settings,  j 
The  board  determines  therapeutic  j 
criteria  and  standards  based  on  the  j 
compendia,  and  it  reviews  them  fre-  j 
quently  so  they  reflect  current  stan-  : 
dard  practices.  : 

“Informational  letters  are  sent  to  : 
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prescribing  physicians  outlining  poten- 
tial problems,  and  responses  are  en- 
couraged,” said  Mr  Burch.  “We  believe 
that  the  open  exchange  of  information 
in  a nonconfrontational  manner  will 
result  in  improved  patient  care.” 

In  the  next  year,  the  program  is 
expected  to  add  an  online  data  sys- 
tem linking  all  pharmacies,  which 
will  track  prescriptions  from  multi- 
ple pharmacies  and  physicians  to  ex- 
pand the  ability  to  detect  potential 
interactions  or  abuse,  he  says. 

For  more  information  about  the 
program,  contact  Mr  Burch  at  the 
Texas  Drug  Use  Review  Board,  Texas 
Department  of  Human  Services,  PO 
Box  149030,  Austin,  TX  78714. 

TMA  to  serve  as  access 
library  for  region 

The  Texas  Medical 
Association  Library  has  been 
chosen  by  the  National  Net- 
work of  Libraries  of  Medicine  to 
serve  as  an  access  library  for  the 
South  Central  Region  for  1993-1994. 

According  to  Susan  Brock,  TMA 
library  director,  TMA  is  one  of  only 
two  facilities  in  the  state  chosen  to 
serve  as  an  access  library.  The  other 
facility  is  the  Hendrick  Medical 
Center  Library  in  Abilene. 

Each  access  library  receives  a 
$1,000  grant  to  help  provide  library 
services  and  training  to  health  pro- 
fessionals in  the  region.  The  TMA  li- 
brary will  serve  the  entire  state  of 
Texas,  providing  training  for  using 
GRATEFUL  MED  software  to  ac- 
cess biomedical  databases. 

TMA  previously  has  served  as  an 
access  library.  In  1992,  under  a Na- 
tional Library  of  Medicine  grant,  the 
library  provided  hospitals  in  rural 
East  Texas  with  equipment  and  train- 
ing to  access  biomedical  databases.  ★ 


HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Houston's  leading  federal 
criminal  defense  attorneys,  Douglas  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNabb 
also  represents  individuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail/wire  fraud  crimes,  environmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 

Mr.  McNabb  has  been  involved  in  numerous 
high  profile  cases  that  have  been  the  subject  of  several  books  and  movies.  He  is  licensed 
to  practice  before  the  U.S.  Supreme  Court  and  other  federal  courts  throughout  the 
United  States.  Mr.  McNabb  is  a member  of  the  Houston  and  Federal  Bar  Associations, 
State  Bar  of  Texas,  National  Association  of  Criminal  Defense  Lawyers,  and  the  Texas 
Criminal  Defense  Lawyers  Association.  He  is  also  a member  of  various  Masonic  organi- 
zations including  Arabia  Shrine  and  Scottish  Rite.  Mr.  McNabb's  offices  are  located  on 
the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of  downtown  Houston.  Phone 
(713)  237-0011. 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


IT’S  THE  LAW! 

ELIMINATE  TAXES  ON  $250,000  OF  YOUR  INCOME 
(UP  TO  $99,000  at  NEW  RATES) 


Congress  created  the  Federal  Housing  Tax  Credit  program  to  encourage  investment  in 
privately-owned  housing  for  the  elderly,  handicapped  and  citizens  of  modest  means. 

♦ 

Section  42  of  the  IRS  Code  authorizes  immediate  dollar-for-dollar 
reduction  of  your  final  federal  income  taxes  due. 

♦ 

At  the  same  time,  capitalize  on  astute  investments  in  highly  undervalued  real  estate  in 
America's  best  long-term  growth  markets 


WHAT  THE  EXPERTS  SAY: 


"The  lax  credit  is  the  quintessen- 
tial tax  shelter  of  the  1990s:  You 
can  cut  your  taxes  while  you 
provide  direct  help  for  the  less 
fortunate. " 

PHYSICIAN'S  FINANCIAL  NEWS 

"A  no-brainer  for  anyone  who 
wants  to  pay  less  income  tax. " 
Joseph  J Vizzini,  CPA,  Sentra 
Securities,  Metaire,  LA 


"High  marks  for  low-income 
housing.  Without  question,  tax 
credits  are  the  ultimate  tax  shel- 
ter. You  can  use  your  tax  credits 
dollar-for-dollar  to  reduce  your 
actual  tax  bill. " 

THE  25  BEST  TAX  SHELTERS 


"The  low  income  housing  credit 
might  be  the  last  of  the  pure,  old- 
fashioned  tax  shelters  left.  It  lets 
you  take  a tax  write-off  simply  by 
writing  a check  to  a partnership. " 
TAX  AVOIDANCE  DIGEST 

"Literally  a gift  to  tax  payers 
from  the  IRS  and  Congress. " 

Cliff  Carper,  Senior  VP,  Kemper 
Securities,  Newport  Beach,  CA 


Roger  P.  Holland  M.D.,  Ph.D. 

Vice  President,  Physicians'  Tax  Credit  Services 

Member  - TMA,  AAFP,  TAFP,  TMF,  & CMDS 
1812  Wendover  Place,  Tyler,  TX  75703 
903-534-9652  - Recorded  Messages  & Fax-On-Demand 


36 


TEXAS  MEDICINE 


VOLUME  89  NO.  1 1 


NOVEMBER  1993 


The  Hospital  Medical  Staff  Section 
22nd  Assembly  Meeting 
December  2 - 6, 1993 
Hyatt  Regency 
New  Orleans 


HMSS  representatives  won't  want  to  miss  this  year's  AMA-HMSS  Interim 
Assembly  Meeting.  They  will  have  an  opportunity  to  learn  about  and  discuss  with 
AMA's  leadership  and  staff  the  details  of  President  Clinton's  health  care  reform 
proposal  as  well  as  AMA's  legislative  strategy. 

HMSS  representatives  will  also  be  presented  with  an  overview  of  physician  and 
physician/hospital  organizations,  including  the  physician  hospital  organization, 
management  services  organizations,  the  foundation  and  physician  equity  models, 
and  the  hospital-affiliated  professional  corporation. 

Review  and  analysis  of  President  Clinton  released  his  new  health  care  reform  plan  in  September. 

President  Clinton's  Health  HMSS  representatives  in  this  session  will  hear  a full  review  and  analvsis 

Care  Reform  Plan  of  the  plan. 


Physician  Organizations  & Henry  E Golembesky,  MD,  director  of  Integrated  Health  Systems  Practice  of 
Hospital  Organizations  American  Practices  Management  and  former  chief  executive  officer  of  UniMed 

America,  will  discuss  and  examine,  from  a physician's  perspective,  the  advan- 
tages and  disadvantages  of  the  organizational  structures  being  created  in 
response  to  federal,  state,  and  business  health  care  reform  initiatives.  He  also 
will  identify  the  key  elements  of  successful  physician  and  physician/hospital 
organizations. 


Dr  Golembesky  will  be  joined  by  several  physicians  who  currently  practice  in 
these  structures.  They  will  share  their  experiences  and  cite  the  challenges  and 
opportunities  for  physicians.  HMSS  representatives  will  be  able  to  ask  questions 
of  the  physician  panelists  and  together  explore  mechanisms  to  maintain  physi- 
cian control  in  the  credentialing  of  network  providers,  the  monitoring  and 
assessment  of  patient  care,  and  the  setting  of  quality  of  care  standards/outcomes. 

Don't  miss  this  opportunity  to  acquire  leadership  skills  to 
help  your  physician  community  succeed! 

For  information  please  call 
312  464-4745  or  464-4761 


Hospital 

Medical 

Staff 

Section 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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prison 

system 


by 

laura  j . 
albrecht , 
associat  e 
editor 


It  is  a state- 
o f - t h e - a r t 

sy st  em  by  many  standards. 
More  than  3,500  health-care  em- 
ployees — including  more  than  70 
physicians  — provide  sophisticated 
medical  care  to  a population  of 
68,000.  Everyone  in  the  system  is 
guaranteed  health  care,  and  nobody 
has  to  worry  about  whether  they  can 
pay  for  it. 

But  patient  enrollment  criteria 
*are  stiff.  As  you  pass  chain-link 
fences  topped  with  razor  wire, 
guard  towers,  and  uniformed  secu- 
rity personnel,  it’s  clear  that  the 
Texas  Department  of  Criminal  Jus- 
tice (TDCJ)  operates  no  ordinary 
health-care  system. 

‘Tt’s  a different  world,  both  in 
who  your  patients  are  and  how  you 
practice  medicine,”  said  Charles 
Alexander,  MD,  former  deputy  di- 
rector for  TDCJ  health  services.  But 
as  Texas  Medicine  learned,  practic- 
ing medicine  inside  the  walls  is  a lot 
more  like  “free-world”  medicine 
than  most  people  would  imagine. 

Correctional  medicine  in  Texas 
has  come  a long  way  in  the  last  20 
years,  largely  as  a result  of  massive 
prison  system  reforms  brought  about 
by  Ruiz  v Estelle.  Although  the  histo- 
ry-making inmate  rights  case  was 
filed  in  federal  court  in  1972,  it  only 
recently  came  to  a close. 

Until  the  late  1970s,  one  physi- 
cian oversaw  medical  care  for  all  in- 
mates across  the  state.  Military- 
trained  medics,  medical  aides,  and 
even  inmates  provided  health-care 
services.  Inmates  delivered  pills,  su- 
tured wounds,  started  IVs,  and  per- 
formed lab  work  and  x-rays. 

Such  practices  are  unheard  of  to- 
day in  a health-care  delivery  system 
that  meets  or  exceeds  most  free- 
world  standards.  What  haven’t 
changed  much,  however,  are  percep- 
tions of  prison  physicians  held  by 
the  public  and  the  rest  of  the  medi- 
cal community.  There’s  the  image  of 
the  old  drunk  about  to  lose  his  li- 
cense who’s  turned  to  treating  soci- 
ety’s rejects  as  a last  resort,  or  the  re- 
tired doc  who  wants  a cushy  state 
job,  or  the  physician  who  can’t  cut  it 
in  private  practice. 


Lannette  Linthicum,  MD,  who 
practices  at  the  Ellis  II  Unit  near 
Huntsville,  has  heard  them  all.  “Peo- 
ple have  preconceived  images  of  the 
little  down-and-out  jailhouse  doctor,” 
she  said.  “It’s  just  not  that  way.” 


Why  prison 
practice? 

like  many  young 
physicians,  Dr  Linthicum 
came  to  TDCJ  to  take  advantage  of 
the  government’s  education  loan  re- 
payment program.  Originally  from 
Baltimore,  Dr  Linthicum  completed 
her  required  service  in  October 
1990.  She  decided  to  stay  and  now 
serves  as  the  system’s  central  region- 
al chief  of  professional  services. 

“Correctional  medicine  at  this  lev- 
el is  extremely  complex  and  sophisti- 
cated,” said  Dr  Linthicum.  “It’s  not  a 
retirement  haven.  You  have  to  be 
highly  motivated  with  a lot  of  energy 
and  enthusiasm  to  practice  here.” 


A chance  to  get  out  of  debt  from 
years  in  medical  school  also  lured 
Glenn  G.  Johnson,  MD,  to  correc- 
tional health  care.  “During  my  first 
week  in  1984,  someone  was  stabbed 
in  the  heart  outside  my  office,”  Dr 
Johnson  recalled.  “Then  3 days  later, 
an  inmate  was  gored  by  a bull  in  one 
of  the  holding  pens  about  20  miles 
down  river.  I was  thrown  in  the  back 
of  an  ambulance  and  ended  up  in- 
serting central  lines  and  chest  tubes 
in  the  middle  of  a field.” 

Dr  Johnson,  who  is  now  deputy 
director  of  health  services  for  TDCJ, 
says  that  rough  start  doesn’t  typify 
his  prison  practice  experience.  Like 


Dr  Linthicum,  he  believes  most  out- 
side views  of  the  system  are  distorted. 

He  said,  “Public  perception  has  al- 
ways been  that  prisons  are  gross,  that 
there  are  no  medical  resources  and,  of 
course,  that  we  have  inmates  threaten- 
ing us  every  day  and  night.” 

Tired  of  receiving  paychecks 
marked  “insufficient  funds”  in  the  free 
world,  John  Nemecek,  MD,  decided  to 
try  prison  practice.  He  had  left  the  win- 
ters of  Illinois  for  the  Texas  coast  dur- 
ing the  oil-boom  days  and  found  him- 
self working  in  a variety  of  Houston’s 
thriving  urgent  care  centers.  When  the 
bust  hit  Houston  and  Dr  Nemecek  was 
in  search  of  a job,  he  turned  to  his  col- 
league Dr  Johnson. 

“I  was  moaning  to  Dr  Johnson 
about  a bounced  paycheck,”  Dr  Neme- 
cek said.  “He  said  come  work  for 
TDCJ.  I interviewed  with  the  deputy  di- 
rector and  went  to  work  the  next  week. 

I was  pretty  sure  the  state  paychecks 
wouldn’t  bounce.” 

Dr  Nemecek,  who  is  health  author- 
ity for  TDCJ’s  Southern  Region  and 
practices  at  the  Ramsey  II  Unit, 
doubts  that  most  physicians  and  other 
people  have  any  idea  what  prison 
practice  is  like. 

“I’m  kind  of  amused  that  people 
think  we  work  in  dark  dungeons  where 
guards  stand  over  inmates  with  guns, 
whips,  and  chains.  It’s  not  like  that,”  he 
said.  “Of  course,  the  flip  side  is  the  mis- 
conception that  we  practice  in  a country 
club  setting.  It’s  very  hard  for  anybody 
to  really  picture  what  it’s  like  unless  they 
have  been  in  a prison.” 

Cathy  Hurley,  MD,  learned  about 
prison  practice  through  a friend  who  was 
repaying  her  medical  school  loan  work- 
ing at  the  Mountainview  Unit  in 
Gatesville.  The  facility  is  about  40  miles 
from  Waco.  She  decided  to  investigate 
and  was  hired. 

Dr  Hurley’s  introduction  to  the  job 
was  memorable.  Her  colleague,  who  was 
pregnant,  was  scheduled  to  train  Dr  Hur- 
ley before  taking  maternity  leave.  The 
first  day  went  as  planned,  but  that  night 
her  mentor  went  into  labor. 

“The  next  day  I found  myself  the  tem- 
porary medical  director  for  the  unit,”  Dr 
Hurley  said.  “It  was  pretty  scary,  and  I 
spent  most  of  my  time  just  trying  to  get 
through  the  day,  treat  patients,  and  not  get 
taken  by  too  many  of  their  con  games.” 


The  pitch 
for  prison 
practice 

Escaping  private 
practice  hassles  can  be  as 
easy  as  going  to  prison. 

Texas  Department  of  Criminal 
Justice  physicians  and  recruiters 
claim  the  system  offers  an  excel- 
lent practice  environment  as  long 
as  you  are  comfortable  about  go- 
ing to  work  behind  bars. 

The  employment  package  of- 
fered by  TDCJ  comes  complete 
with  a health  and  dental  plan, 
paid  sick  and  vacation  leave,  a 
state  retirement  program,  yearly 
continuing  medical  education, 
malpractice  insurance  covered  by 
state  statute,  a Monday-through- 
Friday  work  schedule  with  a rea- 
sonable on-call  schedule,  an  edu- 
cation loan  repayment  program, 
and  a salary  range  up  to 
$113,000.  A peer  review  board 
oversees  the  quality  of  care  deliv- 
ered by  physicians  to  inmates. 

According  to  Glenn  G.  Johnson, 
MD,  three  groups  fall  into  the  typi- 
cal prison  physician  profile: 

• Physicians  paying  back  educa- 
tion loans, 

• Physicians  tired  of  the  hassles 
of  solo  practice,  and 

• Physicians  close  to  retirement 
but  not  ready  to  stop  practic- 
ing medicine. 

“Correctional  medicine  is  go- 
ing to  appeal  to  a variety  of 
physicians  on  a full-  or  part-time 
basis,”  said  Michael  Warren, 
MD,  a urologist  who  treats  in- 
mates at  The  University  of  Texas 
Medical  Branch  at  Galveston. 
“They  will  find  well-equipped 
clinics  where  good  medicine  can 
be  practiced.  Prison  health  facili- 
ties and  prisons  as  a whole  have 
been  tremendously  upgraded 
since  the  Ruiz  case.” 
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Four  years  later.  Dr  Hurley  is  still 
with  TDCJ  and  has  no  plans  to  leave. 

“This  is  something  I never  consid- 
ered in  my  wildest  dreams,”  she  said. 
“I  didn’t  think  I would  be  here  this 
long.”  Dr  Hurley  admits  she  had 
some  trouble  adjusting  to  prison 
practice  at  first.  “There  was  a period 
of  time  when  1 hated  the  work.  I felt 
like  medical  professionals  looked 
down  on  prison  doctors.” 

Her  attitude  changed  after  attend- 
ing a National  Institute  of  Correc- 
tions conference  in  Colorado  several 
years  ago.  “I  met  some  enthusiastic 
medical  directors  and  administrators 


from  all  over  the  country,”  she  said. 
“It  was  the  first  time  I saw  a lot  of 
young,  bright  people  doing  correc- 
tional health  care  and  it  was  really 
exciting  for  me.” 

Dr  Hurley  says  she  feels  some  dis- 
tance from  the  medical  community 
that  her  husband,  also  a physician, 
belongs  to  in  Waco.  But  she  at- 
tributes that  detachment  primarily  to 
the  fact  that  she  works  out  of  town 
and  doesn’t  have  daily  contact  with 
her  colleagues  in  private  practice.  “I 
am  a part  of  the  correctional  health- 
care community,”  she  said. 


Inmates  or 
patients? 

Prom  the  beginning, 

the  prison  population  presents  physi- 
cians with  unique  challenges.  Inmates 
enter  the  system  with  precious  few 
possessions,  and  recorded  medical 
histories  usually  aren’t  among  them. 
About  80%  of  TDCJ  inmates  are  in- 
digent, and  most  of  their  prior  con- 


TB,  AIDS,  flu,  dislocat- 
ed fingers  ... 

You  name  it,  and  it’s  treated  by  physicians  overseeing  the 
care  of  a medically  diverse  Texas  prison  inmate  population:  colds,  diabetes, 
strokes,  flu,  asthma,  pregnancy,  hypertension,  AIDS,  hepatitis  B,  chronic 
back  pain,  heart  disease,  alcoholism,  drug  addiction,  mental  illness,  lacera- 
tions, and  dislocated  knees,  along  with  leprosy  and  tuberculosis. 

For  prison  physicians,  an  AIDS  patient  may  be  the  first  case  of  the  day  fol- 
lowed by  an  inmate  who  suffered  a dislocated  finger  while  playing  basketball. 

“Our  inmates  play  a lot  of  ‘commando’  basketball  and  softball,”  said 
Cathy  Hurley,  MD.  “Fve  even  examined  patients  who  didn’t  know  they 
had  broken  an  ankle  sometime  during  their  lives  because  they  were  high 
as  kites  in  the  free  world.” 

The  incidence  of  AIDS  and  tuberculosis  in  the  prison  system  is  a concern 
of  the  medical  staff.  Said  Glenn  G.  Johnson,  MD,  deputy  director  of  health 
services  for  the  prison  system,  “We  are  attentive  to  both  of  the  diseases  be- 
cause there  is  a chance  they  will  be  spread  among  our  inmate  population.” 

There  were  49  AIDS  cases  in  the  Texas  prison  system  in  1991  and  65 
in  1992.  The  total  for  1993  is  projected  to  be  209  cases.  HIV-positive  in- 
mates numbered  422  in  1991,  480  in  1992,  and  an  estimated  592  in 
1993.  The  dramatic  increase  in  the  number  of  AIDS  cases  for  1993 
reflects  a change  in  the  case  definition  for  surveillance  of  AIDS  by  the 
Centers  for  Disease  Control. 

Because  many  inmates  lack  basic  health  knowledge,  prison  physicians 
spend  a lot  of  time  on  education.  Dr  Johnson  says.  “Most  of  these  folks 
don’t  understand  that  if  you  don’t  wash  something,  it  gets  infected.” 

One  common  condition  among  prison  inmates  that  might  surprise 
people  on  the  outside  is  premature  aging.  “Most  of  our  inmates  come 
from  indigent  backgrounds  and  haven’t  had  a lot  of  preventive  care,”  said 
Lannette  Linthicum,  MD,  who  treats  patients  at  the  geriatric  extended 
care  unit  of  the  Central  Region  Medical  Facility.  “As  a result,  they  are  of- 
ten much  older  physiologically  — and  have  much  more  disease  — than 
would  be  expected  for  their  chronological  ages.” 

It’s  not  out  of  the  ordinary  for  a 48-year-old  inmate  to  be  placed  on  an 
aging  alert,  she  says. 

Inmates  receive  basic  medical,  dental,  and  psychiatric  care  at  their  in- 
dividual units  in  clinics  accredited  by  the  National  Commission  on  Cor- 
rectional Health  Care.  For  emergency  care,  they  go  to  The  University  of 
Texas  Medical  Branch  at  Galveston  (UTMB),  Texas  Tech  University 
Health  Sciences  Center  in  Lubbock,  or  local  hospitals.  UTMB  has  devel- 
oped a long-standing  relationship  with  the  prison  system  to  provide  surgi- 
cal and  outpatient  services.  A hospital  designed  specifically  for  prison  in- 
mates was  constructed  at  UTMB  to  handle  the  increasing  patient  load. 

All  inmates  are  given  a medical  evaluation  when  they  enter  the  prison 
system.  Almost  40%  of  new  inmates  have  significant  medical  conditions. 
If  inmates  are  found  to  have  ongoing  medical  problems  such  as  asthma, 
epilepsy,  or  hypertension,  they  are  assigned  to  a chronic  care  clinic  and 
seen  at  least  every  3 months.  All  inmates  are  seen  annually. 

Inmates  can  request  medical  attention  at  any  time  through  the  sick  call 
system.  “Sick  call”  is  held  Monday  through  Friday  by  nursing  staff,  who 
determine  if  inmates  need  to  be  seen  by  a physician  or  a physician  assis- 
tant. Physicians  treat  15-30  patients  during  daily  clinic.  A computer  net- 
work tracks  physician  referrals,  medication,  treatment  compliance,  and 
inmate  movement  through  the  system. 
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tact  with  medical  care,  if  any,  has 
been  through  emergency  rooms.  Pre-  I 
ventive  care  has  been  ignored,  and 
histories  on  treatment  for  chronic 
diseases  are  nonexistent. 

One  record  inmates  do  bring 
with  them:  Close  to  85%  have  histo- 
ries of  alcohol  or  drug  addiction. 

The  health  status  of  new  inmates 
can  range  from  excellent  to  poor. 


Michael  Warren,  MD,  who  has 
treated  inmates  for  22  years  at  The 
University  of  Texas  Medical  Branch 
at  Galveston  (UTMB)  and  served  as 
interim  medical  director  for  TDCJ 
from  1986  to  1988,  finds  that  many 
inmates  take  on  new  outlooks  about 
their  health  once  they  learn  someone 
is  concerned  about  them. 

“You  can  observe  inmates  in  a 
prison  and  they  act  like  inmates  in  a 
prison,”  he  said.  “But  when  they  are 
ill  and  need  hospitalization,  they  are 
changed  individuals.” 

Physicians  find  patients  with  the 
same  range  of  personality  types  in 
prison  as  in  free-world  practice. 
“There  are  manipulators  in  private 
and  correctional  practice,”  said  Dr 
Linthicum.  “Some  patients  are  very 
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compliant  with  treatment  procedures 
and  others  aren’t.  People  are  people  re- 
gardless of  where  you  are.” 

Mental  con  games  are  a particular 
concern  for  prison  physicians.  Manip- 
ulation is  a way  of  life  for  many  in- 
mates, and  they  attempt  to  use  health 
complaints  to  get  out  of  work  assign- 
ments, says  Dr  Hurley.  “The  inmates 
know  I’m  tough  but  fair  with  them. 
Having  been  here  for  almost  5 years, 
I’m  pretty  used  to  the  kinds  of  things 
the  inmates  will  try  to  get  by  me.’ 

How  do  prison  physicians  deal 
with  the  moral  dilemma  of  providing 
care  for  murderers,  rapists,  and  child 
molesters?  Dr  Johnson  says  he  treats 
“patients,”  not  “inmates.  He 
doesn’t  ask  or  want  to  know  why 
they  are  behind  bars. 

“There  are  some  folks  here  I have 
contempt  for,”  said  Dr  Hurley.  I 
have  to  remember  that  I’m  not  their 
mother  and  I don  t have  to  love 
them.  All  I have  to  do  is  administer 
medical  care.” 

Because  part  of  her  job  is  to  testi- 
fy in  federal  court  regarding  inmate 
injuries  sustained  while  in  prison.  Dr 
Hurley  learns  more  about  inmates 
backgrounds  than  most  prison 
physicians.  She  admits  it  took  her  a 
while  to  overcome  her  aversion  to 
treating  inmates  who  have  commit- 
ted heinous  crimes. 

“It  takes  time  to  get  past  that  hur- 
dle, and  it  comes  back  to  haunt  me 
every  now  and  then,”  she  said. 
“That  was  the  biggest  step  I took  in 
this  job.  It  took  me  almost  9 months 
to  realize  it  wasn’t  my  job  to  make 
these  people  happy.” 

Dr  Hurley  says  that  child  mo- 
lesters and  aggravated  rapists  tend 
to  be  the  most  difficult  patients,  and 
the  ones  most  likely  to  sue  because 
of  inadequate  medical  care.  “That’s 
kind  of  ironic  because  they  have  vi- 
olated society  so  terribly,”  she  said. 

Prison  inmates  are  one  of  the  few 
groups  in  the  United  States  guaran- 
teed health  care.  At  least  for  now, 
however,  that  guarantee  does  not 
follow  them  when  they  have  served 
their  time  and  return  to  the  free 
world. 

Before  inmates  are  released,  they 
are  counseled  by  a social  worker 
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Women 
inmat  e s 
pack 

emotion- 

al 

baggage 

W omen  bring  with 

them  a variety  of  health  concerns 
when  they  enter  the  Texas  prison 
system:  pregnancies,  breast  cancer, 
and  sexually  transmitted  diseases 
among  them.  Add  to  these  the  emo- 
tional scars  many  carry  and  the 
burden  becomes  even  heavier. 

“A  lot  of  abused  women  have 
found  their  way  into  the  criminal 
justice  system,”  said  Glenn  G. 
Johnson,  MD,  deputy  director  of 
health  services  for  the  Texas  De- 
partment of  Criminal  Justice. 
“They  are  products  of  abnormal 
environments  and,  hence,  have  de- 
veloped abnormal  responses  to  sit- 
uations presented  to  them  in  life.” 

About  3,200  women  are  incar- 
cerated in  three  units  in  Gatesville, 
and  many  of  them  require  psychi- 
atric counseling.  Women  inmates 
also  are  given  routine  health  ser- 
vices such  as  Pap  smears,  HIV  test- 
ing, and  mammograms. 

Pregnant  inmates  pose  another 
medical  challenge  for  the  system. 
On  average,  20  expectant  mothers 
are  incarcerated  in  a special  unit  at 
Gatesville,  where  they  are  given 
prenatal  care  by  faculty  members 
from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  Expectant 
mothers  are  hospitalized  at  UTMB 
for  delivery.  Nearly  all  of  the  new- 
borns are  put  in  the  custody  of  fam- 
ily members  or  placed  in  foster 
care,  and  the  rest  are  put  up  for 
adoption. 
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Fool  me 
once  . 


Physicians  practic- 
ing in  the  Texas  prison  system 
are  more  likely  to  he  victims  of 
con  games  and  verbal  abuse  than 
of  physical  attacks  by  inmates. 

Many  inmates  self-i nflict  in- 
juries or  fake  illnesses  to  dodge 
work  assignments.  Prison  physi- 
cians must  become  skilled  at  de- 
tecting which  medical  emergen- 
cies are  real  and  which  are  staged. 

One  physician  recalls  his 
alarm  the  first  time  an  inmate 
was  sent  to  him  because  he  had 
swallowed  a razor  blade.  A more 
experienced  prison  physician  on 
duty  explained  that  the  practice 
wasn’t  uncommon  and  that  the 
inmates  sensibly  covered  the 
blade’s  edges  with  tape  before 


swallowing. 


Physicians 
not  in- 
volved. . in 
execut ions 

Historically,  a search  for 
more  humane  ways  to  execute  in- 
mates has  been  explored  by  physi- 
cians. It  was  Dr  Joseph  Guillotin 
who  developed  one  well-known 
system  of  execution. 

But  times  and  methods  have 
changed.  The  state’s  electric  chair, 
“Old  Sparky,”  has  been  retired,  and 
all  executions  are  performed  by 
lethal  injections.  Texas  Department 
of  Criminal  Justice  physicians  play 
no  role  in  the  execution  of  inmates. 
Physicians  not  employed  by  the 
prison  system  pronounce  deaths  fol- 
lowing executions. 

The  Texas  Medical  Association 
and  the  American  Medical  Associa- 
tion strongly  oppose  physician  partic- 
ipation in  executions. 


and  given  a treatment  plan  prepared 
by  medical  staff  explaining  medica- 
tions, diet,  and  other  health  concerns. 
They  also  receive  about  a 10-day 
supply  of  any  medications  they  are 
taking.  “If  we  give  them  more,  they 
will  overdose  or  sell  it,”  said  Dr 
Alexander.  “It’s  a real  risk  with  this 
population.” 

Said  Dr  Nemecek,  “It's  troubling 
to  realize  some  of  my  patients  will 
leave  here  in  need  of  continued  med- 
ical care  but  won’t  get  it.  Many  have 
significant  problems  that  will  be- 
come worse  if  they  don’t  seek  medi- 
cal care  in  the  free  world. 

“One  of  my  usual  speeches  is  that 
when  you  get  out  of  here,  you  are 
going  to  have  to  worry  about  your- 
self,” he  said.  “In  the  free  world,  it’s 
the  patient’s  responsibility  to  seek 
care.” 

Dr  Johnson  notes  that  three  pa- 
tient groups  — the  mentally  ill,  nurs- 
ing home  patients,  and  AIDS  victims 
— face  tremendous  difficulty  finding 
health  care  when  they  are  released, 
even  if  they  seek  it. 

Charts  and 
chains 

While  Tears  about  the  po- 
tential for  inmate  uprisings  and  oth- 
er violence  may  prevent  physicians 
from  considering  correctional  health 
care,  most  Texas  prison  doctors  con- 
sider their  work  environments  quite 
safe.  Dr  Nemecek  says  he  feels  safer 
in  his  prison  clinic  than  “on  a dark 
street  in  Houston.” 

Here's  where  the  role  of  security 
staff  comes  into  play.  “Security  is  in- 
tegral to  allowing  us  to  function  and 
keep  our  patient  flow  going,”  said 
Dr  Linthicum.  “The  relationship  be- 
tween medical  and  security  is  ex- 
tremely close-knit  and  essential.” 

Guards  are  posted  in  the  physi- 
cian’s office  during  examination  of 
maximum  custody  inmates,  but  not 
during  treatment  of  other  inmates. 
“But  guards  are  available  immedi- 
ately if  needed,  and  they  do  respond 
quickly,”  said  Dr  Hurley. 

A high  level  of  security  is  main- 
tained at  the  Central  Region  Medical 


Facility  because  of  the  constant  flow 
of  patients  in  all  custody  classes,  from 
minimum  custody  trustees  to  maxi- 
mum custody  death  row  inmates  and 
gang  members  on  administrative  seg- 
regation. The  facility  serves  the  more 
advanced  medical  needs  of  nearly 
24,000  inmates  from  12  nearby 
prison  units,  including  5 private  pris- 
ons. It  is  also  adjacent  to  a 149-bed 
intermediate  psychiatric  unit. 

“This  facility  is  unique  because  of 
the  intermingling  of  all  custody  levels 


when  they  are  seeking  medical  treat- 
ment,” said  Robert  Ott,  TDCJ  treat- 
ment warden.  “There’s  a lot  of  activi- 
ty going  on  here  between  psychiatric 
services,  health  services,  and  security. 
Through  it  all,  everybody  is  trying  to 
sing  off  the  same  sheet  of  music.” 

Dr  Linthicum,  who  practices  at  the 
facility,  says  her  staff  and  security  have 
a “side-by-side  working  relationship. 
An  operation  like  this  would  be  a dis- 
aster if  there  wasn’t  cooperation  be- 
tween medical  and  security.” 

More  inmates, 
more  physicians 

With  the  inmate  pop- 
ulation exploding  in  Texas 
and  across  the  United  States,  the  de- 
mand for  prison  physicians  can  only 
increase. 

The  Texas  prison  system  is  ex- 
pected to  have  the  capacity  to  house 
90,000  inmates  by  1994.  Increased 
crime  isn't  the  only  force  driving  up 
the  size  of  the  prison  population: 
Lack  of  county  jail  space  is  pushing 
inmates  into  the  prison  system  at  a 
faster  rate,  and  changes  in  the  parole 
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system  and  tougher  sentencing  mean 
inmates  will  be  serving  longer  terms. 

Dr  Warren  at  UTMB  says  correc- 
tional medicine  will  become  more 
important  — and  more  expensive  — 
not  only  because  the  size  of  the 
prison  population  is  growing  but 
also  because  the  rate  of  chronic  ill- 
nesses among  inmates  is  on  the  rise. 
To  help  control  costs,  a managed 
care  program  for  the  prison  system 
is  being  developed  involving  UTMB 
and  Texas  Tech  University  Health 
Sciences  Center  in  Luhhock. 

At  the  Texas  Medical  Associa- 
tion’s Fall  Leadership  Conference  in 
September,  the  Council  on  Public 
Health  recommended  creation  of  a 
committee  on  correctional  health 


care  to  address  issues  experienced  by 
physicians  who  practice  in  prison 
and  jail  environments.  With  interest 
on  the  rise,  some  prison  physicians 
are  confident  that  a correctional 
medicine  residency  program  is  on 
the  horizon. 

Physicians  considering  correction- 
al health  care  are  reminded  by  their 
colleagues  inside  the  walls  that  moral 
wrestling  bouts,  abusive  patients,  and 
isolation  from  the  local  medical  com- 
munity are  part  of  the  package. 

“Face  it,  this  is  correctional 
medicine,”  said  Dr  Johnson. 
“There’s  a lot  in  here  you  won’t  see 
or  treat  while  practicing  in  the  nice 
part  of  town.” 

Dr  Alexander  said  one  thing’s  for 
sure  about  prison  practice:  “You’ll 
never  get  bored.  There’s  not  an  in- 
mate here  who  won't  talk  to  you.”  ★ 


Texas  claims 
third,  largest 
prison  system 

Headquartered  in 
Huntsville,  the  Texas 
Department  of  Criminal  Justice 
(TDCJ)  operates  the  third  largest 
prison  system  in  the  country 
with  55  units  scattered  across  the 
state.  Six  detention  centers  are 
also  state-run,  and  private  com- 
panies operate  four  prerelease 
centers. 

The  corrections  system  had  a 
$1.9  billion  budget  and  more 
than  28,000  employees  in  1993. 
About  $2,800  per  inmate  is 
spent  each  year  on  health  care. 

In  addition  to  health  services, 
the  TDCJ  institutional  division 
also  offers  continuing  education 
and  runs  an  inmate  work  program. 

The  Windham  School  System 
and  a continuing  education  divi- 
sion provide  accredited  academ- 
ic, vocational,  and  postsecondary 
programs.  Inmates  functioning  at 
less  than  a sixth-grade  educa- 
tional level  must  be  enrolled  in 
the  school  system.  The  continu- 
ing education  division  offers  pro- 
grams for  associate,  bachelor’s, 
and  master’s  degrees. 

The  inmate  work  program  in- 
cludes industrial  and  agricultural 
ventures.  A variety  of  goods  are 
produced  in  34  factories  located 
at  24  prison  units.  Some  of  the 
products  include  work  boots,  sad- 
dles, harnesses,  socks,  flags, 
braille  textbooks,  bath  soap,  file 
boxes,  office  furniture,  mattresses, 
brooms,  and,  yes,  license  plates. 
Agricultural  operations  at  30 
units  include  field  and  vegetable 
production,  livestock  raising,  cot- 
ton gins,  feed  mills,  a canning 
plant,  and  a meat-packing  plant. 

“The  system  is  very  self- 
sufficient,”  said  Charles  Alexan- 
der, MD,  former  deputy  director 
for  TDCJ  health  services.  “We 
plant  the  seed,  pick  it,  gin  it,  spin 
it,  weave  it,  and  tailor  it.” 
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Richard  Coers  III,  MD 

Medicine  and  the  art  of  motorcycle  riding 

By  Beth  Graddy 

Assistant  editor 


They  have  the  sound: 
bomp,  bomp,  bomp,  bomp, 
bomp!”  said  Richard  Coers  III, 
MD,  waxing  poetic  about  the  rela- 
tive benefits  of  Harley  Davidson  mo- 
torcycles. The  Fort  Worth  cosmetic 
surgeon,  who  loves  engines  and 
speed,  now  opts  for  the  more  reli- 
able and  comfortable  Honda  Gold- 
wing 1500.  But  he  isn’t  immune  to 
the  aesthetic  qualities  of  a Harley. 
“When  you  look  at  one,  it  looks 
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like  it’s  chiseled  out  of  pig  iron,”  he 
said.  “But  as  far  as  technical  supe- 
riority, the  Honda  has  it  all  over 
the  Harley.” 

Dr  Coers  should  know.  He  has 
logged  tens  of  thousands  of  miles 
across  North  America  since  he  be- 
gan touring  on  a Honda  in  1974. 
From  Kennebunkport  to  California, 
through  the  Amish  country  and 
across  the  white  beaches  of  Destin, 
Fla,  he  has  seen  it  all  from  the  saddle 
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of  a motorcycle.  Often  he  rides  with 
a group,  which  usually  includes  oth- 
er physicians.  More  recently,  they 
have  found  it  difficult  to  synchronize 
their  vacation  time. 

In  1989,  he  and  his  wife,  Sally, 
made  a 6,200-mile  honeymoon  trip 
that  took  them  as  far  south  as  Mexi- 
co and  as  far  north  as  Canada.  Mrs 
Coers  has  since  become  his  most 
constant  riding  companion.  Dr  Co- 
ers describes  the  trips  as  very  un- 
structured vacations  in  which  he  and 
Mrs  Coers  ride  and  sightsee  by  day, 
splurge  for  excellent  meals  in  the 
evenings,  and  stay  in  economy  mo- 
tels by  night. 

The  difference  in  that  kind  of 
vacation  — compared  to,  say,  do- 
ing Disney  World  by  station  wag- 
on — lies  in  the  perspective,  ac- 
cording to  Dr  Coers.  “You’re  out 
in  the  weather,  you  can  smell  the 
flowers,  the  hay,  and  over  there  in 
the  forest  you  can  smell  the  green 
pines.  You  can  smell  the  rain  when 
it’s  coming,”  he  says.  “You  feel 
like  a free  spirit.” 

Although  he  first  began  making 
the  long  treks  in  1974,  his  passion 
for  motorcycles  began  when  he  got 
his  first  Harley  Davidson  at  the  age 
of  14.  An  accident  with  his  second 
Harley  curtailed  his  riding  for  a few 
years.  “I  decided  to  sell  the  bike  and 
go  the  automobile  route,”  he  ex- 
plained. For  a while  he  turned  his 
attention  to  another  category  of  per- 
formance vehicles,  making  his  cars 
into  “hot  rods.” 

Then  during  his  residency  in 
Galveston,  he  bought  a used  Triumph 
motorcycle,  renewing  what  would  be 
an  on-again,  off-again  love  affair  for 
nearly  a decade  until  he  became  seri- 
ous with  his  first  Honda.  That  pur- 
chase marked  the  beginning  of  a pas- 
time that  consumed  not  only  him  but 
thousands  of  miles  of  highway. 
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Getting  there  is  all  the  fun 

But  Dr  Coers  doesn’t  limit  his  vehic- 
ular pleasure  to  the  two-wheeled 
kind.  Basically,  if  it  moves,  he  will 
try  to  drive  it. 

“1  love  engines,  I love  speed,  I 
love  performance,”  he  said,  and 
the  proof  is  in  the  two  Porsches  he 
owns.  He  has  modified  his  930  tur- 
bo up  to  450  horsepower  from  the 
standard  230. 

How  many  people  can 
say  this  about  commuting 
to  work:  “The  two  high 
points  of  my  day  — it’s  23 
miles  from  my  house  into 
town  where  I work  — are 
driving  that  car.  What’s 
fun  is  when  you  have 
these  guys  come  up  along- 
side of  you  and  they  want 
to  egg  you  on.  And  you 
just  blow  them  away.” 

Dr  Coers,  like  many 
doctors,  believes  in  con- 
tinuing education,  and  he 
applies  that  to  recreation 
as  well  as  medicine.  Four 
years  ago,  he  took  a per- 
formance driving  school 
course  sponsored  by  the 
Porsche  manufacturer. 

“When  you  drive 
modified  cars,  you  think 
that  you’re  hot  stuff  and  that  you 
know  how  to  drive,”  he  said.  “I 
found  I didn’t  know  diddly  squat.  I 
was  taught  by  a professional  race 
car  driver  how  to  corner,  how  to 
brake,  how  to  shift.” 

And  Dr  Coers  has  the  same 
affinity  for  no-wheeled  vehicles. 

By  sea:  “I’ve  always  loved  boats, 
and  I’ve  got  a 17-foot  jet  boat  and  a 
36-foot  Chris  Craft.  Sally  and  I 
spend  a lot  of  time  on  our  Chris 
Craft,  sometimes  spend  the  night.” 

By  air:  “Planes  are  neat,  but 


years  ago  when  I wanted  to  learn  to 
fly  and  had  the  time,  I didn't  have 
the  money.  Now  I guess  I've  got  the 
money,  but  I don't  have  the  time. 
I’ve  got  too  many  other  hobbies.” 

Does  he  ever  slow  down?  Occa- 
sionally. He  has  discovered  photog- 
raphy, an  interest  he  can  pursue 
without  even  reaching  10  mph.  He 
said  of  his  calmer  form  of  recre- 
ation: “One  thing  about  photogra- 
phy is  that  it  is  a hobby 
you  can  do  the  rest  of 
your  life.” 

You  just  have  to  stand 
still. 

A plastic  surgery  personality 

Born  in  1934,  Dr  Coers 
grew  up  in  Oxford,  Miss, 
the  son  of  a merchant. 
His  grandfather  and  an 
uncle  practiced  medicine, 
and  may  have  inspired 
him.  “I  knew  from  when 
I was  in  grade  school  that 
I wanted  to  be  a physi- 
cian,” he  said. 

He  graduated  from 
the  University  of  Missis- 
sippi Medical  School 
and,  during  an  internship 
at  The  University  of 
Texas  Medical  Branch  at 
Galveston,  made  the  de- 
cision to  specialize  in  plastic  surgery. 

“Different  specialties  have  differ- 
ent personality  types,”  said  Dr  Co- 
ers. “To  be  a plastic  surgeon,  you 
have  to  be  obsessive-compulsive. 
You  have  to  be  a nitpicker  to  be  any 
good. 

“I  used  to  build  model  airplanes 
when  I was  a kid.  My  next-door 
neighbor  used  to  build  a model  air- 
plane in  a day.  It  would  take  me  2 
weeks.  But  mine  looked  like  the 
real  thing.” 

He  added,  “I  like  plastic  surgery 


“1  USED  TO 
BUILD  MODEL 
AIRPLANES  WHEN 
I WAS  A KID. 

MY  NEXT  DOOR 
NEIGHBOR  USED 
TO  BUILD  A 
MODEL  AIRPLANE 
IN  A DAY.  IT  WOULD 
TAKE  ME  2 WEEKS. 

BUT  MINE 
LOOKED  LIKE  THE 
REAL  THING.” 


because  you  can  see  your  results, 
good  or  bad,  right  away.” 

Not  surprisingly,  an  individual 
such  as  Dr  Coers  — who  always 
wants  to  go,  go,  go  — chafes  at 
some  of  the  bridles  recently  placed 
on  doctors. 

“They’ve  got  these  HMOs, 
PPOs.  If  somebody  comes  in  and 
they  need  the  surgery,  then  you’ve 
got  to  write  a letter  to  the  insurance 
company  or  the  HMO,  get  precer- 
tification, which  takes  anywhere 
from  2 weeks  if  you’re  lucky  to 
sometimes  2 months. 

“Medicine  is  not  like  it  used  to 
be,”  he  said,  recalling  how  things 
were  when  he  first  began  practicing. 
“Back  then,  you  were  the  master  of 
your  own  fate.” 

Regardless  of  what  changes  are 
thrown  at  him,  it’s  hard  to  believe 
Dr  Coers  won’t  conquer  them.  And 
he  always  has  the  option  of  just  rid- 
ing off  into  the  sunset.  ★ 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT  MAJ.  HACKER 
210-826-9893 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 
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Kyle  Janek,  MD,  Houston,  tells  participants  at  the  TEXPAC  campaign  school  about  his  experi- 
ences running  for  the  legislature  in  1 992.  Dr  Janek  announced  that  he  will  be  a candidate  for 
state  representative  in  1 994. 


TEXPAC  gears  up  for 
election  season 


The  1994  general,  elections 
are  still  a year  off,  but  the 
campaign  season  already  is  un- 
der way.  And  officials  of  the  Texas 
Medical  Association  Political  Action 
Committee  (TEXPAC)  say  1994  will 
he  another  important  election  year 
for  organized  medicine. 

“Our  big  concerns,  of  course,  are 
three  Supreme  Court  races,”  said 
Sheldon  Gross,  MD,  San  Antonio, 
chairman  of  the  TEXPAC  Board  of 
Directors.  “We  are  trying  to  evalu- 
ate each  one  and  develop  the  type  of 
strong  campaign  support  that  has 
been  so  effective  for  us  in  the  past.” 

TEXPAC  will  support  incumbent 
Justices  Nathan  Hecht,  a Republi- 
can, and  Raul  Gonzalez,  a Demo- 
crat. In  the  third  race,  TEXPAC 
likely  will  oppose  Democratic  in- 
cumbent Justice  Eloyd  Doggett. 

While  the  Supreme  Court  races 
top  TEXPAC’s  list  of  concerns,  they 
are  far  from  the  only  important 
races  that  will  he  on  the  ballot,  says 
Valerie  Terry,  TMA  director  of  polit- 
ical education. 

“We  will  have  another  heavy 
election  year  because  we  have  to  re- 
elect the  entire  Senate,”  Ms  Terry 
said.  “Plus,  all  the  state  House  mem- 
bers are  running  and  all  the  con- 
gressmen are  running.” 

All  31  state  senators  are  facing 
reelection  in  1994  because  of  court 
battles  over  the  1991  redistricting 
plan.  The  entire  Senate  ran  in  1992 
but  must  run  again  next  year  be- 
cause the  courts  have  imposed  new 
district  boundaries. 

Redistricting  also  presents  special 
challenges  for  TEXPAC  because  j 


Ken  Ortolon,  associate  editor ; writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


some  senators  have  been  paired  in 
the  same  district.  “We  could  have 
several  cases  where  it’s  going  to  be 
friend  versus  friend,”  said 
Dr  Gross.  “That’s  going  to 
be  difficult.  We  will  have  to 
evaluate  those  cases  on  an 
individual  basis.  If  we  have 
two  very  strong  friends 
running  against  each  other, 
we  may  elect  to  stay  out  of 
the  race  altogether  rather 
than  actively  campaign 
against  someone  who  has 
helped  us  in  the  past.” 

That  looked  like  it  was 
going  to  be  the  case  with 
one  Dallas  area  district, 
where  Republican  incum- 
bent Sens  O.H.  “Ike”  Har- 
ris of  Dallas  and  Florence 
Shapiro  of  Plano  were 
paired.  However,  Senator 
Harris  has  decided  to  re- 
tire from  the  Senate. 

Another  side  effect  of 
redistricting  is  that  some  districts  are 
left  without  incumbents.  That  will 
give  some  House  members  an  op- 


portunity to  move  up,  thereby  open- 
ing House  seats  for  contested  races. 
One  such  case  will  be  the  seat  of 
Rep  David  Cain  (D-Dal- 
las),  who  already  has  an- 
nounced he  is  seeking  the 
Senate  seat  left  open  by 
the  pairing  of  Senators 
Harris  and  Shapiro. 

TEXPAC  has  moved 
to  demonstrate  its  early 
support  for  Representa- 
tive Cain,  who  sponsored 
the  Medical  Practice  Act 
sunset  bill  earlier  this 
year  and  was  honored  as 
one  of  “Texas  Medicine’s 
Best”  at  the  TMA  Fall 
Leadership  Conference  in 
September.  TEXPAC  also 
will  be  sizing  up  potential 
candidates  to  replace 
Representative  Cain  in 
the  House. 

With  many  races  to  be 
contested,  Ms  Terry  says 
TEXPAC  has  started  early  to  gear 
up  for  the  campaigns.  That  is  dou- 
bly important  because  the  March 
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Democratic  and  Republican  pri- 
maries are  only  4 months  away,  and 
many  of  the  races  will  be  decided  in 
the  primaries,  she  says. 

TEXPAC  activities  have  begun 
on  several  fronts.  In  September, 
TEXPAC  held  a campaign  school  at 
the  Lakeway  Resort  near  Austin. 
The  purpose  of  that  school  was  to 
kick  off  the  campaign  season  and  fo- 
cus on  important  issues  in  the  up- 
coming campaigns. 

“We  try  to  use  that  period  of 
time  to  formulate  an  overall  battle 
plan,  first  in  terms  of  the  election  cy- 
cle to  try  to  pinpoint  the  races  that 
we’re  really  going  to  have  to  be  very 
involved  in,”  Dr  Gross  said.  “We  try 
to  anticipate  what  will  be  hot  in  the 
legislature  and  set  our  election  prior- 
ities accordingly.” 

More  than  100  physicians,  TMA 
Alliance  members,  county  medical 
society  executives,  and  specialty  so- 
ciety representatives  attended  the 
campaign  school. 

On  other  fronts,  staff  of  the 
TMA  Division  of  Public  Affairs  have 
been  meeting  with  physician  and  al- 
liance groups  across  the  state  to  be- 
gin the  process  of  evaluating  candi- 
dates and  to  develop  strategies  for 
supporting  incumbents  who  sup- 
ported medicine  in  the  1993  Texas 
Legislature.  Staff  also  have  been  in- 
volved in  early  fundraising  efforts 
for  friends  of  medicine. 

“All  the  candidates  have  begun 
fundraising  since  midsummer,”  Ms 
Terry  said.  “All  of  them  are  having 
their  Austin  lobby  fundraisers  and 
their  organizing  fundraisers  back  in 
the  district.  We  work  continuously 
to  make  sure  there  are  physicians 
and  alliance  members  who  go  to 
these  fundraisers.” 

Also,  the  public  affairs  staff  have 
been  participating  in  congressional 
campaign  fundraisers  throughout 


the  state  and  recruiting  physicians 
and  alliance  members  as  potential 
candidates.  Houston  anesthesiologist 
Kyle  Janek,  MD,  already  has  an- 
nounced his  intention  to  run  for  the 
state  House  seat  held  by  Rep  Sue 
Schechter,  a Democrat.  Dr  Janek  ran 
unsuccessfully  against  Representa- 
tive Schechter  in  1992.  Representa- 
tive Schechter,  a strong  proponent  of 
term  limits,  has  announced  she  will 
not  seek  reelection  in  1994. 

Also,  alliance  member  Harryette 
Ehrhardt  is  expected  to  run  for  the 
House  seat  being  vacated  by  Repre- 
sentative Cain. 

Finally,  TEXPAC  has  been  work- 
ing hard  to  boost  its  own  fundrais- 
ing efforts. 

“TEXPAC  has  become  a very  re- 
spected, very  influential  legislative 
force  in  Austin,”  Dr  Gross  said.  “If 
we  had  a higher  level  of  involvement 
among  physicians,  we  would  be  even 
more  effective  and  influential.  I 
think  present  rates  of  TEXPAC  par- 
ticipation vary  between  25  and  30 
percent.  If  we  had  a 50  to  60  percent 
level  of  involvement  among  physi- 
cians, we  could  be  doing  an  even 
more  aggressive,  more  effective  job 
than  we’re  doing  now.” 


Contributions  to  Texas  Medical  Association  Po- 
litical Action  Committee  (TEXPAC),  Texas 
Medical  Association  PAC-Statewide  (TEXPAC- 
Statewide),  and  American  Medical  Association 
PAC  (AMP AC)  are  not  deductible  as  charitable 
contributions  for  federal  income  tax  purposes. 

Voluntary  political  contributions  to  TEX- 
PAC are  shared  with  AMPAC.  Contributions 
are  not  limited  to  any  suggested  amount.  Nei- 
ther TMA  nor  AMA  will  favor  or  disadvan- 
tage anyone  based  on  the  amounts  or  failure 
to  make  contributions.  Contributions  to  TEX- 
PAC and  AMPAC  are  subject  to  Federal  Elec- 
tion Commission  regulations.  Federal  election 
law  prohibits  TMA  from  soliciting  donations 
from  persons  who  are  not  in  its  solicitable 
class  (eg,  TMA  members  and  their  families). 
All  donations  received  from  persons  who  are 
not  in  TMA’s  solicitable  class  will  be  returned. 


Abortion  fight 
demonstrates  classic 
political  tactics 

If  Texas  politics  were  put 
into  football  terms,  the  battle 
over  abortion  in  the  1993  session 
of  the  legislature  might  be  described 
as  an  “end  around.”  Abortion  pro- 
ponents successfully  bottled  up  all 
anti-abortion  legislation  in  House 
and  Senate  committees,  so  abortion 
opponents  had  to  find  another  way 
to  get  the  issue  to  the  House  floor 
for  debate. 

In  late  May,  they  got  their 
chance.  Bypassing  the  committees, 
abortion  foes  brought  their  legisla- 
tion directly  to  the  House  floor  as  a 
proposed  amendment  to  the  Medical 
Practice  Act  “sunset”  bill.  And  they 
came  within  one  vote  of  pulling  off 
their  strategy,  which  Texas  Medical 
Association  lobbyists  say  was  a clas- 
sic maneuver  that  could  have  scut- 
tled or  seriously  compromised  the 
all-important  Medical  Practice  Act. 

“It  came  as  no  surprise  that  there 
would  be  an  effort  by  the  anti-abor- 
tion proponents  in  the  House  to  use 
the  Medical  Practice  Act  as  the  vehi- 
cle for  their  legislation,”  said  Kim 
Ross,  TMA  director  of  public  affairs. 
“In  fact,  in  every  single  presentation 
that  we  made  to  physicians  during 
the  2 years  leading  up  to  the  1993 
session  we  always  made  that  point  — 
that  the  Medical  Practice  Act  was  a 
potentially  germane  vehicle  for  this 
and  other  controversial  issues.” 

Had  the  abortion  language  been 
adopted  as  an  amendment,  Mr  Ross 
says  it  would  have  resulted  in  the 
“classic  hostage  situation.”  Abortion 
opponents  would  have  attempted  to 
block  any  effort  to  remove  the  lan- 
guage in  House-Senate  conference 
committee  by  threatening  to  use  their 
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Representative  Warren  Chisum  ( D-Pampa ) 
was  unsuccessful  in  adding  an  anti-abortion 
amendment  to  the  Medical  Practice  Act. 


block  of  votes  to  kill  the  bill  entirely. 

To  understand  how  a bill  primar- 
ily dealing  with  licensing  physicians 
became  the  battleground  for  the 
abortion  fight,  one  must  understand 
the  political  climate  in  which  these 
issues  are  debated. 

Mr  Ross  says  the  House  and  Sen- 
ate are  divided  into  three  camps  on 
the  abortion  issue:  those  who  would 
vote  for  any  anti-abortion  legislation 
no  matter  what  the  language,  those 
who  would  vote  against  any  restric- 
tions on  abortion,  and  those  who 
simply  would  prefer  not  to  deal  with 
the  issue  at  all. 

“Abortion,  like  taxes,  gun  control, 
or  tort  reform,  is  an  issue  that  is  so 
volatile  or  so  galvanizing  to  interest 
groups  that  can  affect  the  outcome  of 
an  election  that  the  legislative  process 
shifts  into  a ‘passive-aggressive’ 
mode,”  Mr  Ross  said.  That  is,  the 
pro-abortion  and  centrist  lawmakers, 
in  effect,  conspire  with  the  House  and 
: Senate  leadership  to  kill  anti-abortion 


legislation  with  inaction.  By  a “gen- 
tlemen’s agreement,”  the  bills  typical- 
ly are  referred  to  a hostile  committee 
where  the  chances  of  getting  to  the 
floor  for  debate  are  minimized. 

“Given  a choice,  they  will  opt 
for  the  ‘first-do-nothing’  option  be- 
cause of  the  political  consequences 
of  getting  into  such  a highly  galva- 
nized issue,”  Mr  Ross 
said.  However,  if  forced 
to  make  a record  vote  on 
abortion,  those  lawmak- 
ers who  would  rather  do 
nothing  often  find  them- 
selves making  symbolic 
votes  for  anti-abortion 
legislation  because  of 
their  constituencies. 

“Legislators  vote  both 
their  pragmatic  interests  of 
staying  in  office  as  well  as 
their  personal  beliefs,”  Mr 
Ross  said.  “They  like  to 
avoid  voting  for  things  that 
run  against  their  beliefs  but 
will  do  so  in  order  to  stay 
in  office  on  all  but  a hand- 
ful of  issues.  Abortion  is 
one  of  those  issues.” 

Mr  Ross  says  there 
clearly  weren’t  enough 
votes  in  the  Senate  this  year  for  anti- 
abortion legislation  to  have  any 
chance  there,  but  that  was  not  true 
in  the  House. 

“If  a bill  shows  up  on  the  floor  of 
the  House,  it  will  typically  get 
enough  votes  to  pass  because  a lot  of 
those  centrist  votes  — and  these  typi- 
cally are  conservative  Democrats  — 
would  rather  throw  their  votes  for 
the  bill  knowing  that  it’s  doomed  to 
failure  in  the  Senate,”  he  said.  “So 
the  House  basically  off-loads  the  po- 
litical liability  onto  the  Senate  and 
lets  the  Senate  kill  the  bill.” 

Representative  Warren  Chisum,  a 
Pampa  Democrat  who  led  the  anti- 


abortion attack,  says  the  political 
scenario  played  out  exactly  as  de- 
scribed by  Mr  Ross.  He  filed  legisla- 
tion designed  to  enact  in  Texas  a 
body  of  abortion  restrictions  previ- 
ously enacted  in  Pennsylvania  and 
upheld  as  constitutional  by  the  US 
Supreme  Court.  His  and  several  oth- 
er anti-abortion  measures  lan- 
guished all  session  in  the 
House  Committee  on 
State  Affairs,  he  says. 

“I  couldn’t  get  a hear- 
ing on  my  bill  in  commit- 
tee, and  there  was  no  evi- 
dence that  1 would  have 
enough  votes  to  get  it  out 
of  committee  anyway  be- 
cause of  the  makeup  of 
the  committee,”  Repre- 
sentative Chisum  said. 

With  all  the  anti-abor- 
tion measures  similarly 
stuck  in  committee  and 
time  running  out  in  the 
session.  Representative 
Chisum  and  other  abor- 
tion bill  sponsors  turned 
to  their  only  other  alterna- 
tive to  get  their  bills  de- 
bated on  the  House  floor 
— finding  other  legislation 
to  provide  a “germane”  vehicle  for 
potential  anti-abortion  amendments. 
To  be  germane,  the  amendments  had 
to  relate  to  the  caption  of  the  bill 
onto  which  sponsors  hoped  to  at- 
tach them.  Representative  Chisum 
found  his  germane  vehicle  in  the 
Medical  Practice  Act. 

“The  Medical  Practice  Act  was 
just  about  the  only  bill  that  arguably 
was  germane,”  Mr  Ross  said. 

“This  was  a unique  opportunity 
since  we  could  not  get  a hearing  for 
the  entire  bill,”  Representative 
Chisum  said.  “The  Medical  Practice 
Act  was  under  sunset  and  it  just  so 
happened  that  | the  abortion  issue] 
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was  germane  to  the  bill.  It  was  the 
only  time  in  the  next  12  years  that 
we  would  have  an  opportunity  to 
get  a vote  on  the  floor.” 

The  Medical  Practice  Act  will 
not  undergo  the  sunset  process 
again  until  2005,  and  abortion  foes 
may  not  find  vehicles  as  suitable  for 
their  amendments  in  the  intervening 
sessions. 

Representative  Chisum 
says  he  prepared  his  entire 
bill  as  a 126-page  amend- 
ment to  the  Medical  Prac- 
tice Act.  A half  dozen  oth- 
er abortion  amendments 
also  were  offered  by  other 
representatives.  However, 

House  Parliamentarian 
Bob  Kelly  ruled  that  only 
two  provisions  of  Repre- 
sentative Chisum’s  amend- 
ment were  germane  to  the 
Medical  Practice  Act. 

Those  provisions  required 
physicians  to  obtain  informed  con- 
sent prior  to  performing  an  abortion 
and  imposed  a 24-hour  waiting  peri- 
od. Failure  to  follow  those  require- 
ments would  have  subjected  physi- 
cians to  misdemeanor  criminal 
penalties. 

“We  advised  the  bill  sponsors 
that  this  potentially  wrecks  the 
train,”  Mr  Ross  said.  “With  all  due 
respect  to  debaters  on  both  sides  of 
this  issue,  we  suggested  they  take 
their  fight  elsewhere.  That,  tactical- 
ly, is  what  happened.” 

Though  Representative  Chisum’s 
amendment  was  debated  at  length, 
TMA  suggested  to  the  Medical  Prac- 
tice Act  sponsors  and  abortion  pro- 
ponents not  to  try  to  whittle  away  at 
Representative  Chisum’s  amendment 
with  amendments  of  their  own.  In- 
stead, a motion  was  made  to  table 
and,  therefore,  kill  the  amendment. 

“That  gives  you  two  bites,”  Mr 


Ross  said.  “If  the  motion  to  table 
fails,  then  the  question  occurs  on  the 
adoption  of  the  amendment.  More 
importantly,  the  motion  to  table 
gives  all  of  those  centrist  Democrats 
who,  if  forced,  feel  compelled  to  cast 
an  anti-abortion  vote  their  opportu- 
nity to  do  so.” 

As  it  turned  out,  the  motion  to 
table  ended  in  a tie.  The 
House  then  went  through 
the  unusual  process 
of  “verification,”  during 
which  the  House  doors  are 
locked  so  representatives 
who  were  not  present  dur- 
ing the  first  vote  cannot  en- 
ter the  floor.  Then  a roll  call 
vote  is  conducted  to  verify 
the  results.  Again  it  ended 
in  a tie.  That  brought  the 
motion  for  adoption  of  the 
Chisum  amendment  back  to 
the  floor. 

At  that  point,  Rep  Steve 
Wolens  (D-Dallas)  appealed  to  rep- 
resentatives to  put  ideology  aside, 
reject  the  amendment,  and  pass  the 
Medical  Practice  Act  intact.  On  the 
strength  of  his  arguments,  a handful 
of  votes  changed  and  the  amend- 
ment failed. 

“We  argued  that  the  abortion  de- 
bate did  not  belong  in  the  sunset 
process,”  Mr  Ross  said.  “It’s  a sepa- 
rate, stand-alone  issue  that  the  legis- 
lature should  vote  on  up  or  down 
and  not  at  the  risk  of  killing  the 
body  of  law  that  regulates  the  prac- 
tice of  medicine  in  this  state.  Clearly, 
the  abortion  amendment  presented 
that  risk.  We  saw  much  smaller  is- 
sues kill  the  Dental  Practice  Act.” 

Had  the  amendment  been  ap- 
proved, Mr  Ross  says  he  is  confident 
TMA  had  sufficient  support  in  the 
Senate  to  remove  it  in  conference 
committee.  But  there  was  a risk,  he 
says,  particularly  if  Representative 
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Chisum  had  successfully  held  his 
anti-abortion  votes  together  to  block 
final  passage  of  the  bill  unless  his 
amendment  was  retained. 

“The  next  thing  they  would  have 
done  was  elevate  the  issue  to  a game 
of  chicken  by  trying  to  keep  all  their 
anti-abortion  votes  together,”  Mr 
Ross  said.  “It  gives  them  leverage. 
Then,  the  Council  on  Legislation 
would  have  had  to  decide,  ’Do  we 
blink  or  not?’” 

Luckily,  that  decision  never  had 
to  be  made.  Another  run  at  the 
abortion  language  was  made  when 
legislation  regulating  physician  self- 
referral reached  the  House  floor,  but 
that  bill  ultimately  failed  for  unrelat- 
ed reasons. 

Despite  his  failure,  Representa- 
tive Chisum  says  he  will  introduce 
his  anti-abortion  legislation  again  in 
1995.  He  expects,  however,  for  the 
bill  to  again  end  up  stymied  in  com- 
mittee, which  means  once  again  the 
debate  likely  will  be  played  out  via 
the  “end  around”  if  a germane  vehi- 
cle can  be  found.  ★ 
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Program  educates  teens 
about  killer  tans 

Basking  in  the  sun  in 
pursuit  of  healthy-looking  tans, 
many  young  Texans  are  unwit- 
tingly playing  solar  roulette  with 
their  lives.  Michael  J.  Ahearn,  PhD, 
believes  early  education  is  the  key  to 
ending  the  dangerous  game  and  low- 
ering the  incidence  of  skin  cancer. 

“Research  shows  three  or  more 
blistering  sunburns  prior  to  age  19 
increase  an  individual’s  risk  for 
developing  melanoma,”  said  Dr 
Ahearn.  Yet  during  a recent  field 
test  he  conducted,  two  thirds  of  the 
middle  school  students  questioned 
said  they  think  a suntan  makes 
them  more  attractive  and  desirable, 
and  few  used  sunscreen  regularly. 

“We  can  make  a difference  by  de- 
livering information  to  students  during 
a vulnerable  time  in  their  lives,”  he 
said.  And  educational  efforts  belong  in 
the  classroom  as  well  as  the  primary 
care  physician’s  office,  he  says. 

Dr  Ahearn,  who  is  a member  of 
the  Texas  Medical  Association 
Physician  Oncology  Education  Pro- 
gram steering  committee  and  associ- 
ate vice  president  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center,  has  spent  the  last  2 years  in- 
tegrating a program  on  skin  cancer 
into  middle  school  science  classes. 

Funded  by  the  Texas  Cancer  Coun- 
cil with  support  from  M.D.  Anderson, 

: the  free  program  includes  a teacher’s 
: workbook,  video,  color  slides,  poster, 
: handouts,  and  an  achievement  test. 
: Pre-  and  post-tests  have  been  added  to 
: the  program  to  determine  whether  or 
: not  students’  attitudes  and  behaviors 
: toward  sun  exposure  change  after 
: completing  the  program. 

! Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
• Health  section  of  Texas  Medicine. 


“We  have  to  change  a societal 
mind-set  associating  health  and 
wealth  with  a bronze  body,”  said  Dr 
Ahearn.  “Education  will  accomplish 
that  over  a period  of  time.  But  Eve 
been  told  it  would  be  easier  to  get 
teenagers  to  eat  broccoli  than  to  get 
them  out  of  the  sun.” 

For  information  on  the  program, 
call  Dr  Ahearn  at  (713)  792-2570  or  j 
write  Project  Safety  Coordinator,  Box 
240,  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  1515  Hoi-  | 
combe  Blvd,  Houston,  TX  77030.  | 

Conference  explores  rise 
in  female  AIDS  cases 

An  Austin  physician 
is  concerned  that  the  public, 
and  even  some  of  her  medical 
colleagues,  still  don’t  consider  wom- 
en a high-risk  population  for  HIV 
infection. 

“It’s  hard  for  people  to  erase  the 
disease’s  stigma,”  said  Cynthia  Brin- 
son, MD.  “Society  sees  a woman  and 
says  she’s  a good  girl  and  can’t  get 
AIDS.  It’s  difficult  for  people  to  rec- 
ognize that  heterosexual  sex  should 
probably  be  considered  high  risk.” 

Dr  Brinson  will  speak  on  wom- 
en’s issues  concerning  HIV  at  the 
Texas  Medical  Association’s  HIV 
Conference  to  be  held  Friday, 
November  12,  from  9 am  to  5 pm  at 
the  TMA  building  in  Austin.  Also 
featured  on  the  program  are  Earl  B. 
Matthew,  MD;  David  P.  Wright, 
MD;  Beth  W.  Miller,  MD;  and  Gor- 
don Huth,  MD,  all  of  Austin. 

Topics  to  be  addressed  include: 

• Epidemiology,  disease  stages,  and 
an  overview  of  community  and 
patient  needs. 

• Early  intervention  with  antiretro- 
virals. 


Reported  US  AIDS  cases  caused  by  heterosexual 
transmission  of  HIV,  1989-1992 

3,000 


I I 1989  H 1992 

SOURCE:  US  Surgeon  General’s  Report  on  HIV  Infection  and  AIDS 

• New  concepts  in  pathogenesis. 

• Skin  and  hypersensitivity  prob- 
lems and  Kaposi’s  sarcoma. 

• Candidiasis  and  recurrent  herpes. 

• Protozoal  disease. 

• Fungal  disease. 

• HIV  and  TB. 

Dr  Brinson,  who  practices  at  the 
Blackstock  Family  Health  Center  in 
Austin,  urges  physicians  to  be  open- 
minded  and  not  to  overlook  symp- 
toms of  HIV  or  AIDS  when  examin- 
ing their  female  patients. 

“Women  are  being  diagnosed  too 
late,”  she  said.  “I  recommend  to  all 
my  patients  who  are  in  relationships 
to  know  their  status  and  their  part- 
ner’s status,  and  to  be  tested  if  they 
don’t  know.” 

Patients  under  Dr  Brinson’s  care 
also  are  given  a healthy  dose  of  edu- 
cation. She  discusses  sexually  trans- 
mitted diseases  and  condom  use 
with  all  her  patients,  regardless  of 
their  birth  control  choices. 

For  information  on  the  confer- 
ence, call  (800)  880-1300,  ext  1462 
or  ext  1466,  or  call  (512)  370-1462 
or  (512)  370-1466.  ★ 
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Physiatrics  at  the  forefront:  physical  medicine 
and  rehabilitation  in  the  1990s 


Physiatry,  a specialty  title  derived 
from  the  word  “physical,  ” is  the  sec- 
ond-fastest-growing medical  special- 
ty in  the  United  States.  The  interdis- 
ciplinary team-management  system  is 
the  key  to  the  success  of  physiatric 
services.  The  goal  is  to  maximize 
functional  outcome  for  physically 
challenged  patients  who  have  any  of 
a broad  scope  of  disorders  causing 
disabilities  or  pain.  Rehabilitation  of 
these  patients  is  cost-effective  and 
provides  improved  quality  of  life  for 
those  treated.  The  job  of  the  four  ex- 
cellent Physical  Medicine  and  Reha- 
bilitation (PM&R)  training  programs 
in  Texas  is  to  educate  young  physi- 
cians with  knowledge  regarding 
medicine,  general  science,  electrodi- 
agnostics, and  allied  health-care  sci- 
ence. Young  physiatrists  may  gravi- 
tate towards  various  subspecialties  in 
the  field  or  choose  to  provide  a vari- 
ety of  services  to  assist  other  physi- 
cians in  the  management  of  patients 
over  a prolonged  period.  In  the  age 
of  managed  competition,  costs  versus 
access,  and  quality-of-care  issues, 
physiatrists  must  educate  physicians, 
the  public,  legislators,  and  insurance 
carriers  (federal,  state,  workers’  com- 
pensation, and  third-party)  as  to  why 
rehabilitation  should  be  included  in 
any  and  every  health-care  plan. 


Dr  Race,  chairman,  and  Dr  Powell,  member, 
Texas  Medical  Association  Committee  on  Re- 
habilitation. Send  reprint  requests  to  Dr  Race, 
1 100  E Lake,  Suite  180,  Tyler,  TX  75701. 
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PHYSIATRY  (FIZZ  EE  A TREE) 
is  the  second-fastest-growing 
medical  specialty  in  the  United 
States.  The  number  of  board- 
certified  physiatrists  (fizz  ee  a trists ) 
has  grown  by  more  than  10%  per 
year  over  the  past  4 years  to  exceed 
2700  practitioners  nationally.  Ap- 
proximately 150  of  these  practice  in 
Texas.  The  American  Academy  of 
Physical  Medicine  and  Rehabilita- 
tion has  recently  certified  its  4000th 
fellow  (1).  Requests  for  physical 
medicine  and  rehabilitation 
(PM&R)  services  have  exploded. 
Currently  there  are  1100  residency 
positions  for  PM&R  in  the  United 
states  and  85  positions  in  Texas. 
The  reasons  are  partly  the  “graying” 
of  America  and  also  the  need  for 
more  nonsurgical  evaluation  and 
management  of  patients  with  func- 
tionally disabling  conditions.  The 
ailments  (pain,  weakness,  or  other 
dysfunction)  treated  are  most  com- 
monly neurological,  muscular,  or 
skeletal  but  are  not  limited  only  to 
these  body  systems. 

A team-management  system  is  part 
of  the  key  to  the  success  of  PM&R 
services.  This  type  of  cooperative  ap- 
proach to  patient  management  is  now 
becoming  popular  in  other  specialties 
as  providers  are  changing  relationships 
with  one  another  and  changing  their 
approaches  to  patient  management 
(2).  A team-management  system  in- 
volves the  use  of  interdisciplinary 
(physicians  and  the  various  therapists) 
services  and  equipment  to  maximize 
functional  outcome.  This  team  must 
have  a leader,  and  the  leader  must  be 
the  physician. 

The  practice  of  physiatry  stresses 
leadership  skills  along  with  a broad 
base  of  medical  knowledge  and  an 
understanding  of  allied  health-care 
sciences  (ie,  physical  therapy,  occupa- 
tional therapy,  speech  therapy,  etc). 
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In  a “general”  physiatric  practice, 
several  hours  per  week  are  spent  in- 
teracting with  or  having  conferences 
(whether  they  be  inpatient  or  outpa- 
tient) with  the  team  members  and  the 
referring  physician.  Team  members 
may  consist  of  patients  (and  or  their 
families),  physical,  occupational,  and 
speech  therapists,  neuropsycholo- 
gists, rehabilitation  nurses,  social 
workers,  vocational  counselors, 
recreational  therapists,  prosthetists, 
orthotists,  and  now,  in  the  age  of 
managed  care,  insurance  case  work- 
ers and  others.  Managed  care  person- 
nel are  playing  a greater  role  as 
statistics  show  an  almost  inexorable 
march  towards  managed  care  domi- 
nance of  health-care  delivery  (3).  Un- 
fortunately, rehabilitation  is  not  al- 
ways an  included  benefit. 

Because  of  the  broad  variety  of 
medical  and  general  scientific  knowl- 
edge required,  some  PM&R  physi- 
cians enter  various  subspecialties  in 
the  field.  Examples  are  pain  manage- 
ment, electrodiagnosis  (which  in- 
cludes electromyography,  nerve  con- 
duction studies,  and  somatosensory 
evoked  potentials),  sports  medicine, 
performing  arts  medicine,  industrial 
rehabilitation,  pediatric  rehabilita- 
tion, burn  rehabilitation,  geriatric 
rehabilitation,  cardiopulmonary  re- 
habilitation, and  rehabilitation  for 
patients  with  AIDS,  cancer,  and 
muscular  dystrophy  along  with  bio- 
engineering and  others.  Exercise 
(strengthening,  flexibility,  and  recon- 
ditioning) is  a basic  and  often  the 
most  important  component  in  effec- 
tive and  fast  rehabilitation.  This  is 
especially  true  for  industrial  and 
other  injury  cases  as  well  as  for  dis- 
abilities caused  by  disease.  The  more 
common  physiatric  practice  involves 
working  with  persons  who  have  had 
strokes,  spinal  cord  and  brain  in- 
juries, multiple  traumata,  amputa- 
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tions,  complicated  hip  fractures, 
neurological  disorders,  and  various 
arthritides.  Also,  most  physiatrists 
are  well  trained  in  evaluating  and 
treating  soft  tissue  maladies  (4). 

A sophisticated  understanding  of 
electrodiagnostic  procedures  is  a re- 
quirement for  hoard  certification  in 
PM&R.  This  knowledge  goes  hand 
in  hand  with  the  training  programs’ 
emphasis  on  gaining  neuromuscular, 
anatomical,  physiological,  and  kine- 
siologic  expertise.  In  most  communi- 
ties around  the  state  and  country, 
once  a primary  care  or  other  physi- 
cian consults  or  temporarily  “refers” 
a patient  to  a physiatrist,  the  inten- 
tion is  not  always  for  the  physiatrist 
to  assume  total  care  of  the  patient 
(unless  this  is  prearranged).  Rather, 
most  physiatrists  will  assist  the  re- 
ferring physician  in  giving  the  pa- 
tient the  interdisciplinary  team-ap- 
proach management  for  a defined 
chronological  period. 

The  four  PM&R  training  pro- 
grams in  Texas  are  considered 
among  the  best  in  the  world.  Not 
only  is  the  quality  of  young  physi- 
cians entering  the  field  impressive 
but  the  research  work  being  con- 
ducted in  Texas  is  second  to  none. 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio  has  a 
department  that  is  world  renowned 
in  the  areas  of  computer-aided  de- 
sign and  manufacture  of  prosthetics 
for  the  lower  extremities  (5,6).  This 
institution  is  also  widely  known  for 
continuing  advanced  electromyo- 
graphic and  chronic  pain  investiga- 
tions. Baylor  College  of  Medicine  in 
Houston  is  famed  for  its  rehabilita- 
tion and  research  in  the  areas  of 
head  injury,  treatment  of  chronic 
pain,  spinal  cord  injury  as  well  as  in 
such  diverse  disciplines  as  perform- 
ing arts  rehabilitation  and  others 
(7-9).  Baylor  University  Medical 


Center  in  Dallas  is  engaged  in  a wide 
variety  of  research  and  publication 
activities.  The  University  of  Texas 
Southwestern  Medical  School  at 
Dallas  is  renowned  for  burn  rehabil- 
itation and  research  in  other  impor- 
tant general  areas  of  investigation. 

There  is  no  question  that  rehabil- 
itation is  cost-effective.  Savings  of 
$11  over  time  for  every  $1  spent 
“up  front”  on  rehabilitation  proves 
the  cost-effectiveness  of  the  special- 
ty’s value  (10).  Another  study  re- 
veals that  rehabilitation  of  workers 
can  save  $30  in  future  health  care 
expenditures  for  every  $1  spent  (11). 
In  the  age  of  cost  containment, 
physiatrists  and  other  specialists 
have  the  great  obligation  to  educate 
third-party  payors,  federal  and  state- 
funded  carriers,  managed  care  com- 
panies, legislators,  the  public,  and 
other  physicians  regarding  the  cost- 
effectiveness  of  optimal  rehabilita- 
tion of  the  disabled.  A bibliography 
of  more  than  80  articles  showing  the 
cost-effectiveness  of  medical  rehabil- 
itation can  be  obtained  from  the  pri- 
mary author. 

The  Americans  With  Disabilities 
Act  (12)  has  increased  basic  civil 
rights  for  the  disabled.  Challenges 
for  the  future  of  rehabilitation  are  as 
diverse  as  the  array  of  goals  for  each 
physically  challenged  patient.  The 
most  important  task  from  a societal 
standpoint  is  to  maximize  functional 
independence  and  improve  the  quali- 
ty of  life  for  all  persons  with  disabil- 
ities in  a cost-effective  manner.  The 
physiatrist’s  purpose  is  to  help  the 
primary  care  physician  and  the  pa- 
tient achieve  these  goals. 
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Annual  economic  costs  attributable  to  cigarette 
smoking  in  Texas 


The  costs  attributable  to  smoking  in 
Texas  continue  to  rise.  The  most  re- 
cent estimates  show  more  than  $4 
billion  in  1990  can  be  associated 
with  the  direct  bealtb-care  costs  from 
treatments  for  disease  and  the  indi- 
rect costs  associated  with  mortality 
and  morbidity.  The  breakdown  of 
these  estimates  for  adults  35  years 
and  older  shows  61%  of  the  total 
costs  was  due  to  premature  death 
caused  by  smoking,  29%  due  to  di- 
rect health-care  costs,  and  9%  at- 
tributable to  indirect  morbidity  costs, 
which  indicate  lost  wages  caused  by 
smoking-related  illness.  The  1990 
smoking-attributable  deaths  estimat- 
ed at  24,600  far  exceed  the  accumu- 
lated deaths,  9430  in  1991,  caused 
by  auto  accidents,  homicide,  AIDS, 
alcohol,  fires,  cocaine,  crack,  heroin, 
and  morphine.  The  estimates  are  pre- 
pared by  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  Office 
of  the  Vice  President  for  Health  Poli- 
cy for  the  Office  of  Smoking  and 
Health,  Bureau  of  Chronic  Disease 
Prevention  and  Control,  Texas  De- 
partment of  Health. 


From  The  University  of  Texas  M.D.  Ander- 
son Cancer  Center  Office  of  the  Vice  Presi- 
dent for  Health  Policy,  Box  223,  1515  Hol- 
combe Blvd,  Houston,  TX  77030.  Send 
reprint  requests  to  Dr  Williams. 
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Deaths  due  to  smoking 
and  their  associated  costs 
continue  to  rise  in  Texas. 
These  deaths  constitute  the  largest 
group  of  preventable  deaths  in 
the  state. 

One  of  five  deaths  in  the  state  is 
attributed  to  smoking  (Fig  1).  The 
almost  24,600  estimated  deaths  in 
the  state  far  exceed  the  accumulated 
deaths,  9430  in  1991,  caused  by 
auto  accidents,  homicide,  AIDS,  al- 
cohol, fires,  cocaine,  crack,  heroin, 
and  morphine. 

The  costs  attributable  to  smoking 
in  Texas  during  1990  are  estimated 
at  more  than  $4  billion  for  adults  35 
years  and  older.  This  estimate  in- 
cludes both  the  direct  health-care 
costs  resulting  from  treatments  for 
disease  and  the  indirect  costs  associ- 
ated with  mortality  and  morbidity. 
If  the  indirect  mortality  costs  are  in- 
cluded for  those  younger  than  34 
years,  the  total  estimated  cost  rises 
to  $4.2  billion. 

The  largest  part  of  these  costs, 
61%,  is  attributable  to  premature 
death  caused  by  smoking  (Table  1). 
Direct  health-care  costs,  29%,  repre- 
sent the  second  largest  category,  and 
9%  indirect  morbidity  costs  result- 
ing from  illness  caused  by  smoking 
account  for  the  third.  The  indirect 
mortality  costs  indicate  the  large  im- 
pact of  lost  income  due  to  prema- 
ture death.  This  burden  falls  more 
heavily  on  male  smokers,  who  gen- 
erate 73%  of  the  total  estimated 
costs.  Their  costs,  in  all  categories, 
were  more  than  twice  those  of  fe- 
male smokers  (Fig  2). 

The  1990  total  cost  estimates  are 
substantially  higher  than  estimates 
made  in  1989,  which  were  about  $3 
billion;  this  rise  is  due  largely  to 
higher  indirect  mortality  estimates. 
The  1990  indirect  mortality  esti- 
mates reflect  updates  in  the  net  pre- 
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sent  valuation  of  lifetime  earnings. 

The  cost  and  death  estimates  are 
based  on  a Texas  population  of 
about  16.9  million  persons  in  1990 
and  for  smokers  aged  35  years  and 
older.  Though  younger  smokers  also 
suffer  health  problems  from  smok- 
ing, the  health  and  cost  effects  are 
largely  experienced  after  age  35.  On 
the  basis  of  surveys  of  smoking 
prevalence  in  the  state,  Texas  has  an 
estimated  1.8  million  smokers  35 
years  and  older. 

SMOKING-ATTRIBUTABLE  DEATHS 

The  percent  of  deaths  attributed  to 
smoking  among  Texans  is  similar  to 
estimates  for  the  United  States  or 
one  in  five  deaths  in  1988.  Cardio- 
vascular deaths  account  for  the 
largest  percentage  (43%)  of  the 
smoking-attributed  deaths  among 
those  35  years  and  older  in  Texas 
(Table  2,  Fig  3).  The  next  largest 
groups  are  neoplasms  including  lung 
cancer,  36%,  and  respiratory  deaths, 
another  19%. 

About  28%  of  the  cardiovascular 
deaths  among  males  in  the  state  and 
15%  of  those  among  females  are  at- 

Fig  1.  Smoking-attributable  deaths  vs  total 
deaths  in  Texans,  1990. 
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Dollars  (billions) 


Table  1.  Total  smoking-attributable  economic  costs,  age  by  gender. 


Smoking- 

ATTRIBUTABLE  DIRECT  HEALTH-CARE  COSTS 

Age  Groups,  years 

35-64 

65-85+ 

35-85+ 

Males 

Females 

Both  genders 

$652,056,877 

$181,149,870 

$833,206,747 

$200,978,631 

$174,746,779 

$375,725,410 

$ 853,035,508 
$ 355,896,649 
$1,208,932,157 

Smoking 

-ATTRIBUTABLE  INDIRECT 

Mortality  Costs 

Age  Groups,  years 

35—64 

65-85+ 

35-85+ 

Males 

Females 

Both  genders 

$1,633,285,791 
$ 485,605,774 
$2,118,891,565 

$269,561,635 

$145,707,757 

$415,269,392 

$1,902,847,426 
$ 631,313,531 
$2,534,160,957 

Smoking- 

ATTRIBUTABLE  INDIRECT 

Morbidity  Costs 

Age  Groups,  years 

35-64 

65-85+ 

35-85+ 

Males 

Females 

Both  genders 

$ 209,145,170 
$ 115,287,064 
$ 324,432,234 

$ 58,634,989 
$ 9,162,131 

$ 67,797,120 

$ 267,780,159 
$ 124,449,195 
$ 392,229,354 

Total  Smoking-attributable  Costs 

Age  Groups,  years 

35-64 

65-85+ 

35-85+ 

Males 

Females 

Both  genders 

$2,494,487,838 
$ 782,042,708 
$3,276,530,546 

$529,175,255 
$329,616,667 
$858,791 ,922 

$3,023,663,093 
$1,11  1,659,375 
$4,135,322,468 

Fig  2.  Total  economic  costs  of  smoking  by  Texans  aged  35  years 
and  older,  1990. 
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Table  2.  Smoking-attributable  deaths  in  Texas 
by  diagnostic  category,  ages  35-85  years,  1990. 


Both 


Males 

Females 

Genders 

Lung  cancer 

5043 

2051 

7094 

Other  neoplasms 

1233 

554 

1787 

Cardiovascular 

6906 

3761 

10667 

Respiratory 

2795 

1877 

4672 

Perinatal  and  other 

241 

137 

378 

Column  totals 

16218 

8380 

24598 

Fig  3.  Smoking-attributable  deaths  by  disease 
in  Texans  aged  35  years  and  older,  1990. 

Cardiovascular 


Other 

neoplasms 

(7.3%) 


ly  68%  of  the  total  direct  health- 
care costs  (Table  3).  The  second 
largest  category  of  costs  is  physician 
fees,  representing  about  15%  of  the 
direct  health-care  costs. 

Male  smokers  bear  the  largest 
share,  about  71%,  of  these  total  di- 
rect health-care  costs  (Fig  4).  Almost 
80%  of  the  hospitalization  costs  for 
male  smokers  occur  in  those  aged  35 
through  64  years.  Among  female 
smokers,  about  51%  of  the  total  di- 
rect health-care  costs  are  incurred  by 
those  35  through  64  years. 

For  those  65  years  and  older, 
hospitalization  costs  constitute  a 
somewhat  lower  percentage  (57%) 
of  the  total  direct  health-care  costs 
than  for  those  younger  than  65 
years  (73%). 


tributed  to  smoking.  Smokers  ac- 
count for  about  90%  of  the  state’s 
lung  cancer  mortality  in  men  and 
about  74%  of  the  lung  cancer 
deaths  in  women. 
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DIRECT  HEALTH-CARE  COSTS 

Hospitalization  costs,  about  $818 
million,  represent  the  largest  share 
of  the  direct  health-care  costs  at- 
tributed to  smokers  or  approximate- 
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INDIRECT  MORTALITY  COSTS 

Cardiovascular  indirect  mortality 
costs  represent  the  largest  share  of 
the  indirect  mortality  costs,  almost 
$1.2  billion  (Fig  5).  Neoplasms  ac- 
count for  the  second  largest  share, 
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Dollars  (billions) 


Table  3.  Smoking-attributable  direct  health-care  costs. 


Age  Groups,  years 

Type  of  Cost 

35-64 

65-85+ 

35-85+ 

Males 

Hospitalization 

Physician  fees 

Nursing  home 
Medications 

Other  professional 
SUBTOTAL 

$528,307,066 
$ 72,225,58 3 
$ 20,155,847 
$ 30,183,457 
$ 1,184,923 

$652,056,876 

$127,182,951 
$ 24,388,827 
$ 39,458,870 
$ 7,248,042 

$ 2,699,942 

$200,978,632 

$655,490,017 
$ 96,614,410 
$ 59,614,717 
$ 37,431,499 
$ 3,884,865 

$853,035,508 

Females 

Hospitalization 

$ 76,476,586 

$ 86,349,369 

$162,825,955 

Physician  fees 

$ 71,931,091 

$ 18,251,432 

$ 90,182,523 

Nursing  home 

$ 2,200,710 

$ 61,486,010 

$ 63,686,719 

Medications 

$ 30,371,863 

$ 6,363,979 

$ 36,735,842 

Other  professional 

$ 169,621 

$ 2,295,989 

$ 2,465,610 

SUBTOTAL 

$181,149,871 

$174,746,779 

$355,896,649 

Both  Genders 
Hospitalization 

$604,783,652 

$213,532,320 

$ 818,315,972 

Physician  fees 

$144,156,674 

$ 42,640,259 

$ 186,796,933 

Nursing  home 

$ 22,356,557 

$100,944,880 

$ 123,301,437 

Medications 

$ 60,555,321 

$ 13,612,021 

$ 74,167,342 

Other  professional 

$ 1,354,543 

$ 4,995,931 

$ 6,350,474 

SUBTOTAL 

$833,206,747 

$375,725,411 

$1,208,932,158 

Fig  4.  Direct  health-care  costs  attributed  to  smoking  in  Texans  aged  35  years  and  older,  1990. 
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or  about  $1  billion.  Male  smokers 
account  for  the  largest  share  of  the 
total  indirect  mortality  costs,  about 
76%;  male  smokers  aged  35 
through  64  years  account  for  64% 
of  that. 

YEARS  OF  POTENTIAL  LIFE  LOST 

Due  to  premature  death,  Texas 
smokers  will  lose  approximately 
78,469  years  of  productive  life 
based  on  a 65-year  retirement  age 
(Fig  6).  The  largest  percent  (41%) 
results  from  cardiovascular  disease, 
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followed  by  neoplasms  (34%). 

INDIRECT  MORBIDITY  COSTS 

Morbidity  caused  by  smoking  pro- 
duced an  estimated  4.6  million  lost 
workdays  (Table  4,  Fig  7).  Male 
smokers  account  for  68%  of  the  in- 
direct morbidity  costs  associated 
with  the  lost  workdays  and  bed-dis- 
ability days.  Among  those  smokers 
from  ages  35  through  64  years,  male 
and  female  smokers  had  an  almost 
equal  share  of  the  lost  workdays, 
with  morbidity  costs  of  $209  million 

TEXAS  MEDICINE  / THE  JOURNAL 


for  male  smokers  and  $115  million 
for  female  smokers  (Table  1). 

METHODOLOGICAL. 

CONSIDERATIONS 

The  economic  costs  of  smoking  in 
Texas  represent  estimates  and  not  an 
actual  accounting  of  such  costs.  The 
methods  for  estimating  the  annual 
economic  costs  attributable  to 
cigarette  smoking  were  developed  by 
the  National  Center  for  Chronic 
Disease  Prevention  and  Fiealth  Pro- 
motion, Centers  for  Disease  Control. 
Cost  estimates  are  based  on  the 
prevalence  of  the  disease  annually. 
Each  state’s  estimates  are  based 
specifically  on  its  own  direct  health- 
care cost  estimates  and  characteris- 
tics of  its  population  by  age,  gender, 
smoking  prevalence,  and  disease 
characteristics. 

Direct  expenditures  and  indirect 
expenditures  are  the  two  major  cost 
categories.  Direct  health-care  costs 
reflect  expenditures  for  those  involved 
in  the  prevention,  diagnosis,  and  treat- 
ment of  smoking-related  diseases  and 
medical  conditions.  Included  are  medi- 
cal costs  such  as  hospital  charges, 
physician  fees,  nursing  home  costs, 
charges  for  prescription  medications, 
and  fees  for  ancillary  services. 

In  the  calculation  of  direct  health- 
care expenditures,  the  excess  utiliza- 
tion rates  for  smokers  are  applied  to 
the  costs  of  treating  diseases  for 
which  smokers  are  at  increased  risk 
(diseases  of  the  heart,  cancers,  and 
respiratory  diseases)  to  estimate 
smoking-attributable  direct  costs. 
The  utilization  of  hospital  services 
for  smokers  and  for  people  who  have 
never  smoked  has  been  estimated  by 
the  Centers  for  Disease  Control. 

Indirect  mortality  and  morbidity 
costs  are  based  on  estimates  of  out- 
put lost  because  of  cessation  or  re- 
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Years  (thousands)  Dollars  (billions) 


Table  4.  Smoking-attributable  work-loss  days,  bed-disability  days,  and  indirect  morbidity  costs. 


Age  Groups,  years 

35-64 

65-85+ 

35-85+ 

Males 

1,289,098 

1,722,087 

3,01 1,185 

Females 

1,237,049 

349,974 

1,587,024 

Both  genders 

2,526,147 

2,072,061 

4,598,209 

Fig  5.  Smoking-attributable  indirect  mortality  costs  for  both  genders,  35  years  and  older,  1990. 
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Fig  6.  Smoking-attributed  years  of  potential  life  lost  for  both  genders,  aged  35  to  65  years,  1990. 
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duction  of  productivity  due  to 
smoking-related  death  or  disability. 
Calculations  of  indirect  costs  ac- 
count for  age-  and  gender-specific 
life  expectancies,  patterns  of  earn- 


ings at  different  ages,  labor  force 
participation  rates,  and  the  imputed 
value  of  housekeeping  services. 

An  important  component  of  the 
cost-of-illness  methodology  in  calcu- 
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lating  indirect  mortality  costs  involves 
the  net  present  value  of  future  earn- 
ings. A future  stream  of  earnings  is 
calculated  as  the  sum  of  future  annual 
earnings  prior  to  retirement  assuming 
a 1%  annual  increase  in  productivity 
and  the  annual  inflation  rate.  A 4% 
discount  rate  was  used  with  these  esti- 
mates. The  net  present  value  of  future 
earnings  also  takes  into  consideration 
the  mean  earnings,  wage  supplements, 
labor  force  participation  rates,  and 
imputed  values  for  household  work 
for  both  males  and  females. 

SMOKING-ATTRIBUTABLE  DEATHS 

Deaths  attributable  to  smoking  are 
estimated  with  the  relative  risks  of 
death  for  both  current  and  former 
smokers  related  to  approximately  20 
different  diseases,  which  are 
grouped  into  four  major  diagnostic 
categories:  neoplasms,  cardiovascu- 
lar diseases,  respiratory  diseases, 
and  perinatal  conditions  (short  ges- 
tation/low birth  rate,  respiratory 
conditions,  and  sudden  infant  death 
syndrome).  The  relative  risks,  based 
on  national  estimates,  were  applied 
to  1990  Texas  mortality  data  to  esti- 
mate smoking-attributable  deaths 
for  age  and  gender  groups. 

SOURCES  FOR  DATA 

The  smoking-attributable  mortality 
estimates  are  based  on  mortality 
data  from  the  Texas  Bureau  of 
Health  Vital  Statistics,  1990.  The 
prevalence  of  smoking  in  Texas  was 
estimated  front  the  most  recently 
available  1989  Current  Population 
Survey , Bureau  of  the  Census,  US 
Department  of  Commerce. 

Estimates  of  the  state  health-care 
expenditures  and  earnings  were  pro- 
vided by  the  Office  of  Smoking  and 
Health  National  Center  for  Chronic 
Disease  Prevention  and  Health  Pro- 
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Days  (millions) 


Fig  7.  Smoking-attributable  work  loss  and  bed-disability  days 
by  sex  and  age,  1990. 
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motion,  Centers  for  Disease  Con- 
trol. The  earnings  estimates  were  ad- 
justed to  reflect  the  lower  earnings 
in  the  state  relative  to  US  earnings. 

Estimates  of  the  Texas  popula- 
tion were  provided  by  the  US  De- 
partment of  Commerce,  Bureau  of 
the  Census;  labor  force  participation 
rates,  by  the  US  Department  of  La- 
bor, Bureau  of  Labor  Statistics. 

These  estimates  are  provided  by 
the  Office  of  the  Vice  President  for 
H ealth  Policy,  The  University  of 
Texas  M.D.  Anderson  Cancer  Center. 
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Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhinology  Supp.  2 1987)  S.  Hoover  MD 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 


(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 


1/45  N.  Frwy. 

150  W.  Parker  Rd. 
Houston,  TX  77076 


7324  SW  Frwy  @ Fondren 
Arena  Tower  II  #755 
Houston,  TX  77074 
713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 


Allergy,  Asthma,  and  Clinical  Immunology 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


WILLIAM  C.  GRATER  M.D.  ASSOCIATED 

DIAGNOSIS  & TREATMENT  OF  ALLERGIC  AND  IMMUNOLOGIC  DISEASES 
Our  39th  year  Preston  Center 

8226  Douglas  Avenue,  Suite  520,  Dallas  Texas  75225  (214)  363-5231 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 


The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Michael  T.  McCann,  MD 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 

Dermatologic  Surgery 

Malignant  Melanoma 

Dysplastic  Nevi 

Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 

Lubbock,  Texas  79410;  806  797-6631 

Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240 

oi  A rri  oorto 


PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks,  R.F.  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 


Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas.  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6410  Fannin,  Suite  470,  Houston,  Texas  77030 
(713)  797-2732  FAX:  (713)  793-5711 

The  University  Center  for  Pain  Medicine  is  a multidisciplinary  center  which  offers 
comprehensive  treatment  options  for  acute,  subacute,  chronic  pain,  and  cancer 
pain  patients.  The  Pain  Center  utilizes  such  services  as  physical  therapy, 
occupational  therapy,  biofeedback,  relaxation,  and  psychological  counseling  in 
conjunction  with  nerve  blockade  and  ablation  techniques  to  treat  the  various 
components  of  the  patient's  pain  syndrome. 


Director:  James  H.  Francis,  MD,  PA,  FAAFP 


"’1  ■..cauov.iio  vm.K,  ia  ueuiumeu  iu  vne  diagnosis  or  neaaaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  ma' 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 


me  Clinic  treats  neaoacne  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist.  ’ 


Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — - Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 


3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 


Gordon  Irving,  MD 
Medical  Director 


Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas  Texas 
75230;  214  661-4797 
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PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers.  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Valser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 


Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 
Bradley  F.  Jost,  MD 
David  Callanan,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas.  Texas  75231;  214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road.  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 


Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1330  N.  Beckley,  Suite  103,  Dallas,  Texas  75203 
Office:  214-942-2007  Fax:  214-942-8742 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 

A Prnfp^RinnAl  ARAnriAtinn 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road.  Suite  600.  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs.  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard.  #540,  Irving,  TX  75061,  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD 


4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 


Rheumatology 

DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9209  Elam  Road,  #120,  Dallas,  TX  75217,  214-391-9765 
Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,  817-545-2596 
R.  Craig  Saunders,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are; 

Amputee  Pediatric  (Inpatient/Day  Hospital) 

Brain  Injury  Southwest  Regional  Arts  Medicine  Center 

Musculoskeletal  Restorative  Surgery 

Outpatient  Brain  Injury  (The  Challenge  Program)  Spinal  Cord  Injury 
Outpatient  Services  Stroke 

Subacute  (LifeBridge  Hospital) 

Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations.  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 
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OPPORTUNITIES 

AVAILABTE 


Needed:  Emergency  physicians  — North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817- 
336-8600  or  write  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort  Worth,  TX 
76107. 


Cardiology 

Two  board  certified  cardiologists  are  seeking  board  certi- 
fied/board eligible  cardiologist  for  invasive/non-inva- 
sive  practice  in  southwest  Flouston.  Please  call  (713) 
491-3335  or  send  CV  to  Lillian  O'Neil,  1111  Hwy  6, 
Suite  18,  Sugar  Land,  TX  77478. 


Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1 130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 


Houston  Area:  Exceptional  living  north  of  Houston.  Enjoy 
country  living  and  amenities  of  city  life.  Excellent,  up- 
scale, progressive  community  hospital  with  extremely 
high  standards  of  care  has  practice  opportunity  for  ex- 
perienced ED  physician.  Very  attractive  remuneration 
and  8 to  12  hour  shifts.  Send  CV  to  Sally  S.  Williams, 
Coastal  Emergency  Services  of  Dallas,  PA,  3010  LBJ 
Freeway,  Suite  500,  LB#43,  Dallas,  TX  75234-2709  or 
call  1-800-745-5402. 


Colorado  Springs,  Colorado  'X 


Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part-time 
BC/BE  MED’s  to  come  enjoy  the  good  life  Four 
days  per  week  - NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan.  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr.,  Colorado  Springs,  CO  80918  or  call 
Susie  Pearce 


719/527-2959,  or  719/594-0046. 


If  you’re  drawn  to  the  adventure  of  the  wild  west,  we  can 
help  you  get  there.  Emergency  Medicine  practice  oppor- 
tunities available  in  the  Panhandle  of  Texas.  Volumes 
range  from  2,000  to  45,000  with  remuneration  compet- 
itively set.  For  more  information,  contact  Cheryl  Grimm 
at  1-800-745-5402  or  send/fax  CV  to  Coastal  Emergen- 
cy Services  of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite 
500,  Dept.  SN,  Dallas,  TX  75234.  FAX:  214-484-4395. 

ARLINGTON:  MEDICAL  DIRECTOR  — Outstanding  opportu- 
nity  for  experienced  E.D.  physician  who  is  BC/BP  in 
Emergency  Medicine.  This  level  II  hospital  has  22,000 
annual  visits  with  double  coverage  and  fast  track.  Very 
stable  16  year  contract  with  hospital  provides  for  maxi- 
mum job  security.  Minimum  hourly  guarantee  plus  a 
percentage  of  collections,  and  we  provide  professional 
liability  insurance  with  limits  of  $1M/$3M.  Please  send 
C.V.  to  Teri  Medlar,  Sterling  Healthcare,  Inc.,  8700 
Crownhill,  Suite  600,  San  Antonio,  TX  78209,  or  call  1- 
800-999-3728  or  210-822-9811. 

Fort  Worth  Area:  Cleburne,  TX:  Enjoy  country  life  and  be 
minutes  from  Dallas-Fort  Worth  events.  Opportunity  in 
excellent  ED  for  BE/BC  primary  care  physicians.  Remu- 
neration includes  hourly  rate  plus  incentive.  Send  CV  to 
Sally  S.  Williams,  Coastal  Emergency  Services  of  Dal- 
las, PA,  3010  LBJ  Freeway,  Suite  500,  LB#43,  Dallas, 
TX  75234-2709  or  call  1-800-745-5402. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

Peaceful,  tree-lined  roads  lead  to  Emergency  Medicine 
practice  opportunities  in  East  Texas.  Whether  you're 
looking  for  a new,  state-of-the-art  ED  with  8,000  annual 
visits  or  a faster  paced  suburban  hospital  with  14,000 
visits  per  year,  we  can  help  you  find  the  place  that  suits 
you  and  your  family.  Remuneration  ranges  from 
$91,000  to  $121,000.  For  more  details,  contact  Cheryl 
Grimm  at  1-800-745-5402  or  send/fax  CV  to  Coastal 
Emergency  Services  of  Dallas,  Inc.,  3010  LBJ  Freeway, 
Suite  500,  Dept.  SN.  Dallas,  TX  75234.  FAX:  214-484- 
4395. 

Family/General  Practice 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two- physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc.,  a feder- 
ally funded  community  health  center,  located  at  310 
W.  Oaldawn,  Pleasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  2 10-569-2527. 


San  Antonio  — Join  new  multispecialty  group.  Limited 
hospital  work.  Excellent  compensation  packages.  For 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082;  800-931-0911  or  713- 
531-0911. 


A GREAT  OPPORTUNITY! 


The  Department  of  Family  Practice  and 
Community  Medicine  at  The  University  of  Texas 
Medical  School  is  searching  for  an  individual  to 
be  Predoctoral  Director  and  Departmental 
Curriculum  Coordinator.  The  individual  will 
occupy  leadership  role  in  a dynamic,  growing 
department.  He/she  will  be  a full-time,  senior  fac- 
ulty member  at  the  Assistant  or  Associate 
Professor  level.  He/she  will  coordinate  curricular 
aspects  of  the  department  within  the  medical 
school  curriculum.  The  individual  will  also  repre- 
sent the  department  on  curricular  policy  issues. 
The  medical  school  is  enhancing  involvement  of 
Family  Practice  and  Community  Medicine  in  all 
four  years  of  student  training.  Problem-based 
learning  and  standardized  patient  concepts  in 
community  oriented  primary  care  are  developing. 
The  individual  will  be  supported  by  third  and 
fourth  year  clerkship  coordinators,  an  education 
associate,  and  appropriate  support  personnel. 
Tenure  track  desire  is  preferred.  Salary  is  highly 
competitive.  Be  part  of  an  exciting  family  practice 
effort! 

For  inquiries,  contact:  Roland  A.  Goertz,  M.D., 
Chairman,  Department  of  Family  Practice  and 
Community  Medicine,  P.O.  Box  20708,  Houston, 
Texas  77225  or  call  (713)  792-5862. 

The  University  of  Texas  is  an  equal  opportunity  employer. 

Women  and  minorities  are  encouraged  to  apply. 


Physician  with  Texas  license  needed  to  work  in  a primary 
care  medical  clinic  on  the  campus  of  the  University  of 
North  Texas.  Experience  required  in  a primary  care 
practice.  No  call  duty.  Excellent  benefits.  Salary  is  de- 
termined by  experience  and/or  certification  in  a prima- 
ry care  specialty.  Contact  Sheila  Meyer,  Director,  Uni- 
versity of  North  Texas,  P.O.  Box  5158,  Denton,  TX 
76203,  817-565-2786.  Equal  Opportunity/Affirmative 
Action  Employer. 


DALLAS  — Urban  Indian  Clinic  seeks  family 
practice  physician.  Friendly  family  setting  with  good 
benefits  package.  No  call,  no  weekends,  no  nights. 
Progressive,  active  programs  include  diabetes,  pre- 
natal, immunizations.  Prefer  board  certified.  Send 
curriculum  vitae  to: 

Sharon  Turcotte,  Clinic  Director 
Dallas  Inter-tribal  Center 
209  E.  Jefferson  Bird.  Dallas,  Texas  75203 


Unique  and  rewarding  opportunity  for  a BC/BE  F.P.  or  I.M. 

for  a well-established  small  FP/IM  group  practice  in 
Houston's  prestigious  Memorial  area.  Pleasant  staff 
and  patient  population.  Clinical  research  if  interested. 
Partnership  opportunity.  Reply  713-932-1990  or  fax  CV 
713-932-1997. 


FAMILY  PRACTITIONER 
NEEDED 

Medical  Group  is  searching  for  an  M.D., 
Family  Practitioner  to  help  direct  Family 
and  Urgent  Care  Practice  in  Corpus 
Christi,  TX.  Send  CV  to: 

Medical  Specialists  Group 
5262  S.  Staples,  Suite  200 
Corpus  Christi,  TX  78411 
Attn:  Medical  Director 
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Family/General  Practice 

Chief  of  Staff  needed  to  supervise  the 
medical  operation  of  a university  health 
center  in  conjunction  with  the  practice  of 
medicine.  Requirements:  Graduation  from 
an  accredited  medical  school,  Texas 
license,  Board  certification  in  Family 
Practice  or  Internal  Medicine,  and  five  or 
more  years  experience  in  a primary  care 
practice.  Excellent  benefits. 

Contact  Sheila  Meyer,  Director,  University  of 
North  Texas  Student  Health  Center,  P.O.  Box  5158, 
Denton,  TX  70203,  817-565-2786. 

Equal  Opportunity/Affirmative  Action  Employer. 


$180,000  NET  GUARANTEED.  Family  Practice  with  some 
OB.  Call  1:4.  Gorgeous  hospital.  Excellent  weather  and 
easy  drive  to  NM  snow  skiing.  Great  hunting,  great 
schools,  and  a safe  town.  Call  David  Townsend,  Harris 
Kovacs  Alderman,  at  800-677-7987,  ext.  3-243. 


TEXAS  —Modern  minor  emergency/ambulatory 
care  centers  seeking  well-rounded  practitioner  for 
expansion  in  Central  Texas.  Generous  modified  fee- 
for-service  income  package  with  superior  professional 
liability  insurance  included  Must  have  good  experience 
in  family  medicine.  Industrial  medicine  experience  help- 
ful. Send  C V or  call  Keith  D.  Williams,  MD,  3305  North 
Third,  Ste.  304,  Abilene,  TX  79603,  (915)676-3023. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time),  Wichita 
Falls  Family  Practice  Residency  Program,  an  affiliate  of 
The  University  of  Texas  Southwestern  Medical  Center  at 
Dallas.  Must  be  board  certified  or  have  met  the  educa- 
tional requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  pa- 
tient care,  and  research.  Send  C.V.,  cover  letter,  and  3 
letters  of  reference  to  D.  Clifford  Burross,  MD,  Wichita 
Falls  Family  Practice  Residency  Program,  1301  Third  St., 
Wichita  Falls,  TX  76301.  An  Equal  Opportunity  Employer. 


Suburban  North  Houston 


AM/PM  Clinic  needs  Physicians. 
Four-day  week,  no  call,  plus  fringes. 
Send  CV  c/o  Texas  Medicine,  Ad  Box  816, 
401  W.  15th  Street,  Austin,  TX.  78701. 


Full-time  BE/BC  primary  care  doctors  for  ambulatory 
care  center  in  Central  Texas.  No  hospital  calls/no  night 
calls.  For  further  information,  call  Jerry  Lewis,  The 
Lewis  Group,  1-800-666-1377. 

Houston  suburb  — Join  large  multispecialty  group.  Hospi- 
tal work  is  optional.  Excellent  compensation  packages. 
For  details,  contact  Practice  Dynamics,  11222  Rich- 
mond, Suite  125,  Houston,  TX  77082;  800-931-0911 
or  713-531-0911. 


PHYSICIAN  NEEDED  for  quiet  community 
away  from  big-city  problems  like  traffic 
jams  and  gang  violence.  Only  12  miles  to 
excellent  hospital,  great  EMS  department, 
abundant  recreational  opportunities  and 
more.  Call  Bill  Johnson  at  the  Dublin, 
Texas  Chamber  of  Commerce: 

(817)  445-2223 


Geriatrics 


SENiORMED  SERVICES,  PA 


We  are  seeking  a general 
internist  or  family  practitioner 
with  geriatric  interest.  An 
entrepreneurial  spirit  is  essential. 

The  professional  chosen  for  this 
position  will  launch  an  evolving 
North  Dallas  group  practice. 

A very  attractive  benefit  pack- 
age (including  practice  equity) 
enhances  this  offer. 

Please  contact  Carl  Hunt 
for  detailed  information. 
(214)  233-5333 
1-800-346-6687 


Internal  Medicine 

INTERNAL  MEDICINE.  Outdoor  recreational  paradise  in 
Southern  Oklahoma.  5,000  acre  lake  resort  area.  Join 
3 well  respected  busy  internal  medicine  physicians. 
Boating,  fishing  and  hunting  in  town  of  23,000.  Immedi- 
ate patient  base.  1-1/2  hours  from  Dallas  and  Okla- 
homa City.  Excellent  financial  guarantee  and  benefits. 
For  more  information,  contact  Beth  Marbach,  CHAL 
LENGER  & HUNT,  800/844-7800,  or  forward  your  cur 
riculum  vitae  to  me  at  7777  Bonhomme  Avenue,  Suite 
1385,  St.  Louis,  Missouri  63105. 


Nephrologist,  B/C  Internal  Medicine, 
Cleveland  clinic  trained,  licensed  in  three 
states,  interested  in  Texas.  Available  2/94. 

Infectious  Disease,  B/C  Internal  Medicine, 
Flex  interested  in  I.D.  and  I.M.,  Prefer  Group. 

Physical  Medicine  and  Rehabilitation. 

Write  Texas  Doctors  Group,  702  Colorado 
Street,  Suite  102,  Austin,  Texas  78701. 


Internist:  Fort  Worth,  Texas 

BE/BC — 12  MD  Group — Downtown  location — 
No  Management  Headaches — No  up  front 
cash — Guaranteed  salary  & benefits,  plus  bonus 
incentive  for  1st  2 years — Leon  Schroeder, 
Administrator,  The  Fort  Worth  Clinic,  P.A., 
1221  West  Lancaster  Avenue,  Fort  Worth,  TX 
76102,  817-336-7191,  Fax  817-332-8076. 


Locum  Tenens 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 . Chicago 

2.  Denver 

3.  Oakland 

4.  Ventura 

5.  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atlanta 

10  Service 


Since  1979,  we’ve  approached  the 
locum  tenens  assignment  of  physicians 
quite  differently  from  the  competition.  Our 
nationwide  network  of  offices  offers 
assignments  free  from  any  hassles  to 
qualified  physicians... we  do  the  homework 
- we  investigate  assignment  locations, 
interview  personnel  with  whom  you'll  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  you  a ‘true  picture”  of  where  you’re 
going  and  what  to  expect. 

And  to  accompany  you  on  your  journey, 
we  provide  malpractice  insurance  on  an 
“occurrence”  basis. 


For  more  Information  Call:  1 -800-53 1-1 1 22 


Int  ^im 
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Locum  Tenens 


'Ron’s  Rule  — I give  myself  one  week 
to  meet  new  people  and  start  having 
tun  on  a locum  tenens  assignment. 

It  hasn't  tailed  me  yet.’’ 

Ron  Richmond,  MD,  joined  the 
CompHealth  locum  tenens  medical 
statt  when  he  completed  his 
residency.  He  wanted  to  travel.  He 
loves  to  meet  people.  A little  time 
oft  sounded  really  good.  And  he 
thinks  being  exposed  to  different 
types  ol  medical  practice  will  serve 
him  well  when  he  returns  to  his 
hometown  to  establish  a 
community  health  center. 

A singer.  A board-certified 
family  practitioner.  A soft- 
spoken  New  Yorker. 

Ron  Richmond  knows... 


It  s a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1 -800— (53-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


PHYSICIANS 

(tnilmAled 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
7 1 3-297-9023  • L800-227-03  16 


0b/Gyn 


0B/GYN  — Join  two  board-certified  obstetricians  in  mul- 
ti-specialty group.  Equal  partnership  in  one  year.  Sta- 
ble, progressive  hospital  with  Level  II  nursery,  LDRP's. 
Salary  guarantee  plus  productivity  incentive,  full  bene- 
fits. Other  Texans  have  relocated  to  this  community  of 
25,000  in  Kansas  horse/cattle  country.  Excellent  pub- 
lic schools,  affordable  homes  ranging  from  new  subdivi- 
sions to  renovated  Victorians  to  ranch  estates.  Call 
Barb  Inselman,  1-800-533-0525,  10983  Granada 
#202,  Overland  Park,  KS  66211. 

Orthopedic  Surgery 

Houston  — Join  practice  in  affluent  suburb  with  large 
service  area.  Bilingual  skills  a plus.  For  details,  contact 
Practice  Dynamics,  11222  Richmond,  Suite  125,  Hous- 
ton, TX  77082;  800-931-0911  or  713-531-0911. 
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ORTHOPEDIC  SURGERY 


Look  for  exciting  news -Coming  soon 
from  The  TEXAS  Specialists! 


CARDIOLOGY 


NORTHEAST  TEXAS 

Major  cardiology  group  seeks  BE/BC  associate  for 
practice  in  NE  Texas  community.  Referral  area  of 
200,000.  Modern  medical  facilities  in  town  with  more 
than  100  physicians.  Progressive,  family-oriented 
community  with  strong  diversified  economy,  excellent 
schools.  Many  social  and  recreational  opportunities. 
Full  back  up  and  call  coverage;  generous 
compensation  and  benefits  to  high  caliber  physician. 
Contact:  Vicki  Truitt. 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical 
building  designed  to  accommodate  two 
dermatologists.  Current  physician  plans  early 
retirement  and  offers  practice  for  sale.  Building 
available  for  sale  or  lease. 

Contact:  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


FORT  WORTH 
Listen  to  this!  Ten  or  elqverYSSJiour'shifts  per  month 
with  salary  and  comptetAbey^fits  package  worth  at 
least  $1?2r0tf^AlWlWlwenave  multiple  positions 
e-roec 


Sed.  Call  today. 


Contact: 


Truitt. 


progressive,  northeast  Texas  town  of  27,000  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 

EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing 
and  coverage  is  available  from  other  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca;  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Barry  Strittmatter. 

FORT  WORTH 

Hassle-free  practice!  Large  family  practice  group 
seeks  Spanish-speaking  physicians  for  office  based 
practice  in  community  clinic.  Forty-hour  work  week, 
no  evenings  or  weekend  call.  Excellent  salary  and 
generous  benefits.  Call  for  details.  Contact:  Vicki  Truitt. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  additional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundant  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more.  Contact:  Jim  Truitt. 


NORTH  CENTRAL  TEXAS 
Near  Dallas  - Excellent  private  practice  opportunity  in 
smaller  community  with  easy  access  to  amenities  of 
major  Metropolitan  area.  Well-equipped  93-bed 
hospital  affiliated  with  premier  health  care  system. 
Practice  options  include  solo  with  call  coverage  or 
single  specialty  group.  Outstanding  income  potential; 
quality  life  style.  Incentive  package. 

Contact:  Jim  Truitt. 


OTOLARYNGOLOGY 


NORTH  EAST  TEXAS 

ENT  needed  for  community  of  27,000  (referral  area 
200,000).  Pretty  town;  good  schools;  lots  of  social 
and  recreational  amenities.  Good  hospitals;  share 
call  with  recently  trained,  BC  ENT.  Competitive 
incentive  package  offered  to  qualified  physician. 
Contact:  Vicki  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  BC  pediatricians  seek  compatible 
associate  for  single-specialty  practice  Fourway, 
shared  call.  Ultra-modern  hospital  with  new,  Level  II 
nursery  and  designated  pediatric  unit.  Generous 
income  and  benefits;  provider  network.  Attractive 
area  with  easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediatricians 
seek  fourth  associate  for  group  practice  in  attractive 
community  of  27,000  (referral  area  of  200,000). 
Progressive,  family  oriented  community  with  strong, 
diversified  economy;  excellent  schools.  Social  and 
recreational  opportunities  abound.  Modern  hospital 
with  Level  II  nursery  and  designated  pediatric  care 
unit.  Shared  call;  excellent  income  and  benefits;  early 
partnership;  provider  network.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 
Popular  location,  recreational  paradise!  Need  two 
more  FPs  to  offer  full  range  offamrty'rhedicine  in  town 
of  21,000;  easy  access -trL-QSTtas/Fqtt  Worth.  OB 
optional.  Ultra-modqrnA20\j[^>W hospital.  Excellent 
referral  b^rse  aiG^EncJ<iJp'l3hared  call.  Generous 
incentive  packager'This  opportunity  has  it  all! 

Contact:  Vicfii  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 

Additional  family  physicians  needed  for  community  of 
14,000  in  strategic  location  (within  one  hour  of 
Dallas/Fort  Worth).  Modern,  88-bed  hospital;  OB 
optional.  Four-way  call  sharing.  Incentive  package, 
nice  opportunity!  Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
practice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great 
life  style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous 
incentive  package  from  community  hospital  to 
qualified  doctor.  Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Fifth  internist  needed  to  accommodate  heavy  patient 
demand  in  popular  community  olTMvOOO  (primary 
service  area  of  95,000+LgasjCascess \o  Dallas/Fort 
Worth.  Routine,  fjvewvayic^xs\jpq§;'extraordinary, 
200-bed  hqspftal-^Sl\e^afwservices;  outstanding 
backup  from  ofth&r'specialties.  Pretty  area; 
recreationak-fffiportunities  abound  Nice  place  to 
practice;  generous  incentive  package. 

Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Uniquely  outstanding  opportunity  with  dynamic  group 
of  four  medical  and  four  radiation  oncologists  who 
seek  fifth  medical  oncologist  for  group  practice 
Salary,  plus  bonus  and  excellent  benefits.  Practice 
with  a top-notch  group  and  enjoy  a life  style  in  a city 
offering  an  abundance  of  amenities.  Call  for  more 
specific  details.  Contact:  Jim  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTH  CENTRAL  TEXAS 

Don't  compromise  quality  of  practice  or  quality  of  life. 
If  you've  wanted  a small  town  environment  for  your 
family,  but  didn't  want  to  risk  giving  up  good  call 
coverage  or  hospital  support  of  obstetrical  services, 
there  is  a community  of  14,  000  (within  45  minutes  of 
Dallas/Fort  Worth  Metroplex)  that’s  looking  for  you! 
High  quality  support  services,  including  call  coverage 
from  recently-trained  OB/GYN  Strategic,  accessible 
north  central  Texas.  Many  attractive  features; 
competitive  incentive  package.  Call  for  details 
Contact:  Vicki  Truitt. 


DALLAS/FORT  WORTH  METROPLEX 
BC  physician  seeks  associate  in  the  heart  of  the 
Dallas/Fort  Worth  growth  area  Extremely  desirable 
location;  affluent  patient  base.  Undemanding,  three- 
way  shared  call  coverage;  competitive  incentive 
package.  Call  for  more  details.  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 


Please  call  for  additional  listings. 


Classified  Directory 


Psychiatry 


CORRECTIONAL 

HEALTHCARE 


1 

I 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 

Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville,  TX  77342 


All  of  us  have  the  ability 

TO  MAKE  A DIFFERENCE. 


(A 


l > 


Radiology 


NttDA 

Second  opinion? 


its  ii/ae  For  R.4R 


800  523-9955 


RADIOLOGY 


Locum  Tenons  • Permanent  Recruitment  Specialist 


Urology 

ABILENE  — Any  BE/BC  urologist  interested  in  practicing 
in  West  Texas  is  invited  to  contact  T.  Harrop  Miller, 
M.D.  at  6200  Humana  Plaza,  Suite  1475,  Abilene,  Tx. 
79606. 


Other  Opportunities 


OB/GYN 

OFFICE  ADMINISTRATOR 

A well  established  group  of  ten 
OB/GYN  physicians  has  an  excellent 
opportunity  for  an  office  administrator  in 
a southern  Texas  metropolitan  area.  A 
generous  recruitment  package  includes 
guaranteed  salary  and  a full  benefit 
package.  This  metropolitan  area  offers 
excellent  outdoor  recreational  activities. 

For  more  information, 
call  (512)  857-1501  or  send  CV  to: 

Linda  Biediger 
P.O.  Box  3828 
Corpus  Christi,  TX  78469 
Fax  (512)  857-5960 
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Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


Take  A Closer  Look  At 

King’s  Daughters  Clinic.  P.A. 

If  you’re  considering  a practice  change, 
we  have  an  opportunity  for  you  ! 

✓ Urologist 

✓ Pediatrician 

✓ Family  Practitioner 

✓ Internist 

✓ Dermatologist 

✓ Pathologist 


For  more  information, 

call  Scott  Becker  at  (817)  778-2123 

or  write: 

King’s  Daughters  Clinic,  P.A. 

1905  SW  H.K.  Dodgen  Loop 
Temple,  Texas  76502 


Dissatisfied  with 
your  practice? 


We’re  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic. 

You  don’t  need  to  answer  every  ad 
or  contact  numerous  recruiters. 
We  can  place  you  anywhere- 
1000’s  of  communities- 
every  size,  every  state! 


In  Texas: 

45+  cities 
Houston 
Corpus  Christi 
San  Antonio 
Dallas 
Beaumont 


Nationwide: 

750  cities 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  • References 


\J 


Xlifi 

v ^ ili 


The  Curare  Group,  Inc. 
(800)  880-2028 
Fax:  (812)  331-0659 
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Other  Opportunities 


ADMINISTRATIVE  POSITION  WANTED 

Anesthesiologist,  BC,  AMG,  55,  seeking  change  of 
pace  in  medicine,  but  not  ready  to  retire.  Desire 
administrative  position;  no  direct  patient  care. 
Managerial  and  coding  experience.  Family  health 
problems  require  nights,  weekends  free;  must  stay  in 
DFW  (Texas)  area.  Minimal  travel  okay. 

Available  on  short  notice.  Compensation  open. 

P.O.  Box  330273,  Ft.  Worth,  TX  76163. 


Family  Practice/Minor  Emergency  Clinic  For  Sale.  SW  Hous- 
ton. Fully-equipped.  Physician  retiring.  Average  net  in- 
come for  last  3 years  $300,000.  Near  three  hospitals. 
Excellent  location  as  gatekeeper  of  Healthcare  Net- 
work. For  details  call  (713)  777-5160,  Robert  Sims, 
CPA. 

Family  Practice  for  Sale.  Well-established,  very  busy  Fami- 
ly Practice  in  Fort  Worth,  located  in  the  Hospitals  area. 
Introduction  will  be  offered.  Present  staff  will  stay.  Fi- 
nancing could  be  arranged.  Respond  c/o  Texas 
Medicine,  Ad  Box  815,  401  W.  15th  Street,  Austin,  TX. 
78701. 


FOR  SALE  OR  LEASE 

Entertainment 

The  Ticket  Exchange 

Buy/Sell/Trade 

Spurs  Games,  Sporting  Events,  and  Concerts 
BEST  SEATS 

1-800-376-8484 


Medical  Equipment 

New  and  Refurbished  Medical  Equipment.  We  buy  and  sell. 
Infusion  pumps,  x-ray  machinery,  EKG  machines, 
surgery,  and  lab  equipment.  Let  Medical  Remarketing 
find  or  sell  your  medical  equipment.  Call  Brian  Kidd  @ 
(817)  540-6512. 


Travel 


AMAZON  RAINFOREST 
WORKSHOP  for  PHYSICIANS 
Join  us  In  this  8 day 
expedition  and  see  how  this, 
the  world's  most  diverse  ecosystem, 
affects  healthcare  worldwide. 
EXPLORE,  DISCOVER,  & LEARN 
In  ways  you  never  Imagined... 
Departs  from  Miami 
January  15, 1994 
For  further  information, 
contact  Dick  Mills 
International  Expedition  /ACEER 
Foundation  1-800-633-4734 


Other 


Office  Space 


PROFESSIONAL  OFFICE  SPACE  FOR  LEASE: 


NW  San  Antonio,  3,075  SF  in  free-standing 
professional  center.  Space  is  currently  occupied 
by  family  practitioners.  Excellent  ftnish-ouL  on- 
site owner/mgmt.  Flexible  terms.  Possibility  of 
adjacent  1,532  SF  becoming  available.  For 
information  and/or  to  view  premises,  call  Dr. 
Johnson  @ (210)  681-4278. 


Clinic  and  Residence,  Ozona,  Texas.  Doctor  or  Dentist  Op- 
portunity. JOHN  GEEN  1-800-473-7653.  The  Heritage 
Group/Better  Homes  and  Gardens  Realty. 

Practices 

Fully  equipped,  established,  busy  general  medicine  office 
available  in  Fort  Worth  due  to  retirement  of  present 
owner.  Ideal  for  bilingual  physician.  Negotiable  terms. 
Respond  c/o  Texas  Medicine,  Ad  Box  812,  401  W. 
15th  Street,  Austin,  TX.  78701. 


FOSSIL  SKULLS,  turtles,  fossil  books,  fossil  preparation 
supplies.  Catalog  $2.00  (refundable).  Village  Rock 
Shop,  346  S.  Chicago,  Hot  Springs,  S.D.  57747.  Tel. 
605/745-5446. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4560  /Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


B r o n s t e i n 

& Associates 


YOUR  CONSUMER  PRODUCT/MEDICAL  EQUIPMENT  DE 
VICE  DEVELOPED  AND  PATENTED  for  you  by  Registered 
Patent  Practitioner/Professional  Engineer/Award-win- 
ning  designer.  Confidential.  Reasonable  fees.  Fax  re- 
quest for  more  information  to  Da  Vinci  Design:  713- 
649-6936. 


DALLAS/FT.  WORTH 


Well-established  General  Surgery  practice  in  mid-cities 
suburb  is  now  available.  Partnership  also  available 
Collections  in  excess  of  $300,000  for  1992  PresUgiously 
located  office  is  fully  computerized.  Thorough  and  gener- 
ous introduction  will  be  offered  Courteous  and  efficient 
staff  will  stay,  if  desired  Owner  financing  for  the  appro- 
pnate  physician  will  be  made  available. 

For  information,  contact 
Mr.  Harrison  at  (800)  933-091 1. 


BUSINESS  AND 
FINANCIAL  SERVICES 

Physician’s  signature  loans  to  $50,000.  Up  tP  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser- 
vice Association.  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 


REDUCED 

**AIRFARES**HOTELS 

Save  up  to  50%  on  all  your  Business 
and  Personal  trips  through  membership 
in  The  Business  Express  Travel 
Network!!  Airfare  is  200% Guaranteed!! 

For  free  information,  call 

(214)  492-1309  Ext  1123# 
(Press  Pound  Key)  or  24  Hour  FAX 
(214)  394-4185. 

R.B.  Davis  Medical,  Inc. 

P.O.  Box  29308  - M 
Dallas,  Texas  75229 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex, 
natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  (or 
the  closest  business  day)  preceding  publication.  Send 
copy  to  Denise  Kotson,  Classified  Manager,  TEXAS 
MEDICINE,  401  West  15th,  Austin,  Texas  78701. 


ATTENTION  ADVERTISERS 


We’ve  reduced  our  display  rates  AND 
we’re  discounting  classifieds  by  10% 
for  TMA  members! 

NEW  RATES  TAKE  EFFECT  WITH 
THE  JANUARY  1994  ISSUE. 
Texas  Medicine  reaches  over  29,000 
doctors  in  Texas.  If  you  need  more 
information  on  how  to  reach  this  market 
or  if  you’d  like  to  reserve  space  in  the 
next  issue,  please  call 
(800)  880-1300,  ext.  1376  or  1382. 
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Courses 


DECEMBER 

AIDS 

Dec  9-11,  1993 

Women:  Face  To  Face  With  FI IV.  New  Or- 
leans. Contact  Delta  Region  AIDS  Educa- 
tion and  Training  Center,  1542  Tulane  Ave, 
New  Orleans,  LA  70112  (504)  568-3855 

Cardiology 

Dec  2-4,  1993 

Major  Topics  in  Cardiology  Today  & 
Progress  Towards  the  Tim:  of  the  Century. 
New  York.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Dec  6-8,  1993 

Interpretation  & Treatment  of  Cardiac  Ar- 
rhythmias. Philadelphia.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Dec  11,  1993 

Cardiology  Seminar.  St  Louis.  Contact 
Washington  University  School  of  Medicine, 
Campus  Box  8063,  660  Euclid  Ave,  St 
Louis,  MO  63110-1093  (800)  325-9862 

Gastroenterology 

Dec  4,  1993 

Gl  Update.  St  Louis.  Contact  Washington 
University  School  of  Medicine,  Campus 
Box  8063,  660  Euclid  Ave,  St  Louis,  MO 
631 10-1093  (800)  325-9862 

General  Medicine 

Dec  3,  1993 

Women’s  Health  Care  Issues.  St  Louis. 
Contact  Washington  University  School  of 
Medicine,  Campus  Box  8063,  660  Euclid 
Ave,  St  Louis,  MO  63110-1093  (800)  325- 
9862 

Obstetrics  and  Gynecology 

Dec  2-4,  1993 

The  Ovary:  Clinical  Management  of  Dis- 
orders from  Puberty  Through  Menopause. 
Dallas.  Contact  Southwestern  Gynecologic 
Assembly,  7777  Lorest  Ln,  Bldg  C #204, 
Dallas,  TX  75230  (214)  661-4660 

Dec  4-5,  1993 

Update  in  Pelvic  & Vaginal  Surgery.  San 
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Antonio.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Dec  9-11,  1993 

Cornea  and  Excimer  Update.  San  Francis- 
co.  Contact  University  of  California  at  San 
Lrancisco,  Extended  Programs  in  Medical 
Education,  Rm  LS-105,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Otorhinolaryngology 

Dec  2-4,  1993 

Balance  Disorders:  Controversies  in  Diag- 
nosis & Management.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

Dec  4-5,  1993 

Stabilization  & Management  of  the  Criti- 
cally III  Child.  San  Francisco.  Contact  Uni- 
versity of  California  at  San  Francisco,  Ex- 
tended Programs  in  Medical  Education, 
Rm  LS-105,  San  Francisco,  CA  94143- 
0742  (415)  476-4251 

JANUARY 

Anesthesiology 

Jan  15-16,  1994 

Current  Topics  in  Anesthesiology.  Phoenix, 
Ariz.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Cardiology 

Jan  10-14,  1993 

Workshop  on  2-D  and  Doppler  Echocar- 
diography. Vail,  Colo.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Critical  Care  Medicine 

Jan  13-14,  1994 

Topics  in  Critical  Care  Medicine.  Phoenix, 
Ariz.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Family  Practice 

Jan  21-23,  1994 

Advances  in  Family  Medicine.  League  City, 


Tex.  Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-494 1 

Orthopedic  Surgery 

Jan  28-30,  1994 

Orthopaedic  Recertification  Review.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

FEBRUARY 

Cardiology 

Feb  3-4,  1994 

Cardiology  Update.  Los  Angeles.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  PO  Box  79231,  Baltimore, 
MD  21279-0231  (800)  257-4739 

Cytopathology 

Feb  17-20,  1994 

Cytopathology  Review  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Gastroenterology 

Feb  25-26,  1994 

Advances  in  Gastroenterology:  The  Pa- 
tient With  Abdominal  Pain.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Feb  26-Mar  5,  1994 

Topics  in  Gastroenterology  and  Internal 
Medicine.  Barbados.  Contact  George 
Washington  University  Medical  Center, 
2300  K St,  NW,  Washington,  DC  20037 
(202)  994-4285 

General  Surgey 

Feb  24-26,  1994 

Interactive  Symposium  in  General  Surgery. 
Scottsdale,  Ariz.  Contact  Mayo  Clinic 
Scottsdale,  13400  E Shea  Blvd,  Scottsdale, 
AZ  85259  (602)  391-7447 

Nutrition 

Feb  9,  1994 

Chocolate  in  Perspective:  Cocoa  Butter,  A 
Unique  Saturated  Fat.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 
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• Psychiatry 

: Feb  26,  1994 

I Geriatric  Psychiatry  Review:  The  Spectrum 

• of  Dementing  Illness.  Dallas.  Contact  The 
: University  of  Texas  Southwestern  Medical 
: Center,  Office  of  CME,  5323  Harry  Hines 
i Blvd,  Dallas,  TX  75235  (214)  688-2166 

j MARCH 

: General  Medicine 

: Mar  10-11,  1994 

i Clinical  Reviews  1994.  Phoenix.  Contact 

• Mayo  Clinic  Scottsdale,  13400  E Shea 
: Blvd,  Scottsdale,  AZ  85259  (602)  391- 
: 7447 

: Obstetrics  and  Gynecology 

: Mar  4-6,  1994 

• Anesthesia  Conference  for  Obstetrics. 

• Houston.  Contact  Baylor  College  of 
: Medicine,  Office  of  CME,  One  Baylor 
j Plaza,  Houston,  TX  77030  (713)  798- 
: 4941 

| Mar  22-25,  1994 

: Controversies  in  Women’s  Health  Care. 

: Puerto  Vallarta,  Mexico.  Contact  Scott  & 

: White  Memorial  Hosp,  Office  of  CME, 

: 2401  S 31st  St,  Temple,  TX  76508  (817) 
j 774-4083 

j Mar  24-26,  1994 

: Urogynecology  and  Disorders  of  the  Fe- 
: male  Pelvic  Floor.  Phoenix.  Contact  Mayo 

• Clinic  Scottsdale,  13400  E Shea  Blvd, 

I Scottsdale,  AZ  85259  (602)  391-7447 

: Ophthalmology 

j Mar  11-13,  1994 

• The  Cullen  Eye  Course:  Clinical  Advances 
: in  Ophthalmology.  Houston.  Contact  Bay- 

• lor  College  of  Medicine,  Office  of  CME, 

• One  Baylor  Plaza,  Houston,  TX  77030 

: (713)798-4941 

: Otorhinolaryngology 

: Mar  18-19,  1994 

: Endoscopic  Sinus  Surgery.  Dallas.  Contact 

• The  University  of  Texas  Southwestern 
: Medical  Center,  Office  of  CME,  5323  Har- 
: ry  Hines  Blvd,  Dallas,  TX  75235  (214) 

j 688-2166 


Physical  Medicine 

Mar  12,  1994 

Physical  Medicine  Approaches  to  Common 
Musculoskeletal  Problems.  Phoenix.  Con- 
tact Mayo  Clinic  Scottsdale,  13400  E Shea 
Blvd,  Scottsdale,  AZ  85259  (602)  391-7447 

Plastic  Surgery 

Mar  5-7,  1994 

Rhinoplasty  Symposium.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Preventive  Medicine 

Mar  12,  1994 

Preventive  Medicine  Update  1994. 
Phoenix.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Surgery 

Mar  10-11,  1994 

Gastrointestinal  Surgery  Refresher  Course 
& Update.  St  Louis.  Contact  Washington 
University  School  of  Medicine,  Campus 
Box  8063,  660  Euclid  Ave,  St  Louis,  MO 
63110-1093  (800)  325-9862 

Trauma 

Mar  25-26,  1994 

Current  Concepts  in  Management  of 
Spinal  Trauma.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-4941 

Risk  Management  Seminars 

The  following  course  is  sponsored  by  the 
Texas  Medical  Association  through  its  Risk 
Management  Office.  For  further  informa- 
tion, contact  the  TMA  Risk  Management 
Office,  401  W 15th  St,  Austin,  TX  78701 
(800)  880-1300. 

November-December,  1993 

Your  Burden  of  Proof:  Avoiding  Expensive 

Failure  to  Diagnose  Claims 

Nov  4,  Houston 

Nov  18,  San  Antonio 

Dec  2,  College  Station 


For  assistance  in  locating  CME  opportunities 
offered  elsewhere  or  for  self-paced  home  study 
materials,  contact  the  Texas  Medical 
Association  CME  Resource  Center  at 
(800)  880-1300,  ext  1552,  or  (512)  370-1552. 


Calendar  of  Meetings 


•Denotes  Texas  meeting 

November 

Nov  2-7,  1993,  Houston 

• American  Society  of  Cytology  Annual 

Meeting 

Contact  ASC,  1015  Chestnut  St,  Ste  1518, 
Philadelphia,  PA  19107  (215)  922-3880 

Nov  4-7,  1993,  Orlando,  Fla 

American  Pain  Society  Annual  Scientific 

Meeting 

Contact  APS,  5700  Old  Orchard  Rd,  1st 
Floor,  Skokie,  1L  60077-1057  (708)  966-5595 

Nov  1 1-12,  1993,  San  Antonio 
•Texas  Society  of  Internal  Medicine  Annu- 
al Meeting  with  Texas  Academy  Chapter 
of  American  College  of  Physicians 
Contact  TS1M,  401  W 15th  St,  Austin,  TX 
78701-1680  (512)  370-1508 

Nov  13-17,  1993,  Atlanta 
American  College  of  Allergy  and  Im- 
munology Annual  Meeting 
Contact  ACAI,  800  E Northwest  Hwy,  Ste 
1080,  Palatine,  IL  60067  (707)  359-2800 

Nov  14-18,  1993,  Chicago 

American  Academy  of  Ophthalmology 

Annual  Meeting 

Contact  AAO,  655  Beach  St,  San  Francis- 
co, CA  94109-1336  (415)  561-8500 

Nov  18-21,  1993,  Houston 
•American  Association  for  Cancer  Education 
Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 

Nov  28-Dec  3,  1993,  Chicago 
Radiological  Society  of  North  America 
Annual  Meeting  & Scientific  Assembly 
Contact  RSNA,  2021  Spring  Rd,  Ste  600, 
Oak  Brook,  IL  60521  (708)  571-2670 

December 

Dec  3-7,  1993,  St  Louis 

International  Endourology  Society  1994 

World  Congress 

Contact  Washington  University  School  of 
Medicine,  Campus  Box  8063,  660  Euclid 
Ave,  St  Louis,  MO  63110-1093  (800) 
325-9862 

Dec  4-9,  1993,  Washington,  DC 
American  Academy  of  Dermatology 
Contact  AAD,  930  N Meacham  Rd, 
Schaumburg,  IL  60168  (708)  330-0230 
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is  reflected  in  superior  service  and 
flexible  leasing  plans.  Volume  buying 
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include  free  rent  cars,  no  down 
payment  and  no  deposit  to  name  a few. 
The  Texas  Medical  Association  has 
found  Autoflex  worthy  of  their 
endorsement,  and  in  return.  Autoflex  has 
created  special  programs  for  TMA 
members.  So,  contact  one  of  the  many 
Autoflex  professionals  soon  so  that 
they  can  deliver  your  new  car. 
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TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 
and  employees.  From 
the  only  life  and  health 
insurance  program 


Benefits 

1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 
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2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 

3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 
TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 
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• Short  Term  Disability 

• Dental 
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underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 

Indications:  Yocon ! is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Orai  tablets  of  YOCON®  1/12  gr.  5.4mg  in  bottles  of  100‘s 
NDC  53159-001-01,  1000's  NOC  53159-001-10  and  Blister-Paks  of  30's 
NDC  53159-001-30 
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Ever  wonder  if  your  medical  liability  carrier  would 
be  there  for  you  if  you  should  need  them  in  the  years 
to  come? 

TMLT  has  been  there  for  Texas  physicians  and  their 
practices  since  1979.  From  tailor-made  risk  manage- 
ment programs  to  help  you  reduce  the  chance  of  a 
lawsuit  to  our  outstanding  claims  service  should  it  be 
needed,  TMLT  works  hard  to  make  practicing  medi- 
cine in  the  90’s  a little  easier.  And,  of  course,  we 
never  settle  a claim  without  a policyholder’s  written 
consent  to  do  so. 

Master  Group  Policy 
Claims-made  & Occurrence 

Occurrence  Plus 

• 

Tailor-made 

Loss  Prevention  Programs 

• 

Discount  Opportunities 


Over  the  years,  TMLT  has  grown  steadily  in 
strength  and  numbers  through  sound  business  man- 
agement and  by  being  pro-active  with  ideas  designed 
for  the  Texas  physician.  TMLT  is  your  Trust  and  we 
never  forget  that  we  are  here  to  serve  you.  We  trust 
you  to  do  your  job  well.  Trust  us  to  do  ours. 

Questions?  Call  us  at 
800-580-8658  or  51 2-454-6781 
extension  301 1 or  3026. 
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Laboratory  findings 
reveal  potential  harm  of 
breast  implants 

The  article  by  Drs  Rohrich 
and  Clark  in  the  September 
1993  Texas  Medicine  (pp 
52-58)  is  most  timely  in  view  of  the 
recent  announcement  of  an  agree- 
ment in  principle  between  implant 
manufacturers  and  plaintiffs’  attor- 
neys regarding  possible  injuries  al- 
leged in  many  lawsuits.  To  me,  the 
de  facto  admission  of  guilt  by  Dow 
and  several  other  large  prosthesis 
manufacturers  doesn’t  mesh  well 
with  the  thrust  of  the  article  that 
these  devices  are  safe  and  effective. 

Still  more  disturbing  are  our 
own  findings  in  these  patients.  In 
our  series  of  230  implant  patients 
(average  age  44),  abnormal  isotopic 
bone  scans  were  found  in  47%  of 
those  studied  at  random,  often  with 
increased  uptake  in  the  wrists  and 
hands  — a pattern  suggestive  of 
rheumatoid  arthritis. 

Furthermore,  when  brain  MRI 
studies  were  done,  again  47%  of 
those  studied  (not  always  the  same 
patients)  also  showed  areas  of  de- 
myelination,  infarction,  or  vasculi- 
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Texas  Medicine 

To  submit  a letter,  mail  or  fax  it  to  Texas 
Medicine,  TMA,  401  W 15th  St,  Austin,  TX 
78701;  fax  (512)  370-1362.  Please  type  letters 
you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you 
may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discre- 
tion of  the  managing  editor  and  editorial  advi- 
sors, and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the 
authors  and  do  not  necessarily  reflect  the  poli- 
cies of  the  Texas  Medical  Association. 


Letters 


tis.  While  my  radiology  colleagues 
tell  me  these  UBOs  (“unidentified 
bright  objects”)  are  nonspecific, 
the  radiology  literature  associates 
them  with  multiple  sclerosis, 
chronic  hypertension  in  the  elderly, 
and  a variety  of  other  not-so-be- 
nign  conditions. 

Serological  testing  in  this  group 
showed  smooth  muscle,  myelin  ba- 
sic protein,  antinuclear,  and  parietal 
cell  antibodies  in  66%,  55%,  23%, 
and  25%  respectively.  Far  from  be- 
ing an  average  group  of  women,  we 
found  that  40%  of  them  were  al- 
ready receiving  estrogen  replace- 
ment, and  47%  had  had  partial  or 
complete  hysterectomies. 

I have  intentionally  not  men- 
tioned any  patient  symptomatology, 
and  yet  1 believe  my  laboratory  re- 
sults of  themselves  are  telling  me 
that  implants,  at  least  silicone  ones, 
are  potentially  quite  harmful.  We 
can  expect  contradictory  reports  to 
continue  until  the  specialists  who 
see  the  late  complications  can  gain 
the  ears  of  the  surgeons  who  use 
these  devices  with  confidence. 

Robert  Ira  Lewy,  MD 

Clinical  Associate  Professor  of  Medicine 
Baylor  College  of  Medicine  and 
The  University  of  Texas  Health  Science 
Center  at  Houston 
7580  Fannin  St,  Suite  220 
Houston,  TX  77054 

Scientologists  pleased 
with  ECT  legislation 

I WOULD  LIKE  TO  ADDRESS 
the  article  entitled  “Psychiatric 
hospital  reforms  set  unwanted 
precedent,”  which  appeared  in  your 
September  1993  issue  (p  39). 

This  legislation  addressed  many 
problems  in  the  psychiatric  commu- 
nity. The  Texas  Society  of  Psychi- 


atric Physicians  had  failed  to  police 
themselves  and  failed  to  help  hun- 
dreds who  had  been  abused  by  the 
psychiatric  industry.  There  were 
more  than  200  public  testimonies 
and  hundreds  more  given  to  the  at- 
torney general  privately. 

This  article  specifically  complains 
of  Senate  Bill  205  and  the  limitation 
of  electroconvulsive  therapy  (ECT) 
on  children  under  16  years  of  age. 
There  were  numerous  testimonies 
from  recipients  of  ECT  who  said 
that  their  lives  had  been  devastated 
by  this  “treatment.”  All  reported 
permanent  memory  loss.  Senators 
Moncrief,  Zaffirini,  and  Harris  were 
moved  to  ensure  that  children,  who 
have  no  right  to  refuse  this  proce- 
dure, were  protected. 

Mr  John  Bush,  executive  director 
of  the  Texas  Society  of  Psychiatric 
Physicians,  states  that  only  two  or 
three  adolescents  receive  the  treat- 
ment annually.  How  would  he 
know?  Until  enactment  of  this  legis- 
lation, there  had  been  no  reporting 
system  in  Texas.  One  psychiatrist 
testified  he  had  given  more  than 
1,000  shock  treatments  in  1992  and 
had  shocked  several  adolescents. 

Texas  is  not  the  first  state  to  limit 
ECT  use.  California,  Colorado,  and 
Alabama  already  have  taken  mea- 
sures to  protect  children. 

The  Citizens  Commission  on  Hu- 
man Rights  (CCHR)  was  established 
by  the  Church  of  Scientology  in  1969 
to  investigate  and  expose  psychiatric 
violations  of  human  rights.  Neither 
the  church  nor  CCHR  is  opposed  to 
the  practice  of  medicine.  In  fact, 
CCHR  is  currently  urging  all  who 
would  seek  psychiatric  treatment  to 
first  undergo  a thorough  medical  ex- 
amination — a step  that  is  not  al- 
ways undertaken  even  when  involun- 
tary commitment  is  contemplated. 

The  psychiatric  hospital  scandal 
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is  one  of  the  largest  in  Texas  history. 
While  Mr  Bush  and  his  organization 
attempted  to  lay  the  blame  at  the 
door  of  hospital  administrators,  it 
was  psychiatrists  whose  signatures 
held  patients  against  their  will,  with- 
out regard  to  medical  necessity  but 
for  concern  of  insurance  monies 
paid.  Despite  hundreds  of  testi- 
monies by  victims,  only  two  psychi- 
atrists that  I know  of  helped  expose 
crimes  in  the  profession,  and  I at- 
tended every  legislative  hearing  held 
on  this  issue  during  the  past  2 years. 

This  legislation  is  a milestone  in 
reform.  However,  cases  of  abuse  still 
continue.  I hope  we  can  count  on 
the  medical  community  to  support 
continued  efforts  to  eliminate  psy- 
chiatric abuse. 

Jerry  Boswell 

Texas  Director,  Citizens  Commission 
on  Human  Rights 
2101  S Interstate  35,  Suite  215 
Austin,  TX  78741 

TSPP  responds 

(Editor’s  note:  Texas  Medicine  asked  the 
Texas  Society  of  Psychiatric  Physicians  to  re- 
spond to  Mr  Boswell’s  letter.) 


The  spokesman  for  the 
Church  of  Scientology  clearly 
does  not  take  into  account  in 
his  letter  the  constructive  effort 
made  by  numerous  psychiatric 
physicians  in  Texas  in  helping  Sena- 
tor Moncrief  and  his  colleagues 
draft  legislation  to  ensure  quality 
medical  practice  in  Texas. 

The  Texas  Society  of  Psychiatric 
Physicians  worked  hard  to  bring 
about  tough  new  laws  on  psychiatric 
hospital  practices,  insurance  fraud, 
and  physician  direction  of  admis- 
sions and  treatment.  Organized  psy- 
chiatry, frequently  assisted  by  the 
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Texas  Medical  Association  and  oth- 
er interested  groups,  took  a position 
early  to  find  solutions  to  difficult 
problems  and  to  help  lawmakers 
draft  meaningful,  corrective  legisla- 
tion. 

The  position  of  the  Texas  Society 
of  Psychiatric  Physicians  and  other 
levels  of  organized  medicine  about 
ECT  is  based  on  the  overwhelming 
mass  of  scientific  clinical  evidence. 
Key  groups  of  patients  and  their 
families,  including  the  Texas  Al- 
liance for  the  Mentally  III  and  the 
Depressive  and  Manic  Depressive 
Association,  were  opposed  to  leg- 
islative proscription  of  this  treat- 
ment. Anecdotal  stories  are  always 
available  regarding  any  subject. 
Decades  of  reliable  scientific  re- 
search show,  however,  that  ECT  re- 
mains an  important  option  in  the 
struggle  against  severe  mental  illness 
and  can  be  at  times  lifesaving. 

Bernard  M.  Gerber,  MD 

President,  Texas  Society  of 
Psychiatric  Physicians 
7800  Fannin,  Suite  400 
Houston,  TX  77054 


Physician  Oncology 
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Education  Program 

The  Physician  Oncology 
Education  Program  would 
like  to  thank  the  following 
corporations  for  their 
educational  grants  to  support 
the  “Cancer  Prevention, 
Screening  and  Clinical 
Management  Conference” 
held  at  John  Peter  Smith 
Hospital: 

Glaxo  Inc. 

Syntex  Laboratories,  Inc. 

Pfizer  Inc.  / 

Pratt  Pharmaceuticals 
Olympus  America 

The  POEP  is  designed 
to  enhance  the  role  of  the 
primary-care  physician  in 
communicating  and 
implementing  cancer 
prevention,  screening  and 
early  detection. 


Experiencing 

Fast  Lane  Burn  Out? 

If  you're  a doctor  who  is  tired 
of  the  fast  lane,  you're  just  the 
person  we're  looking  for. 

Dublin,  Texas  is  a quiet 
community  of  3,000  without 
traffic  jams  or  gang  violence. 
We're  only  12  miles  from  an 
excellent  hospital  and  we  have 
the  finest  EMS  to  be  found 
anywhere.  And  if  you're  a 
sportsman,  you'll  find  the  best 
deer  and  dove  hunting  and 
fishing  in  the  state  and  there's 
a great  golf  course  nearby. 

We  have  everything  we  need 
in  Dublin  for  the  quality  of 
life  we  want . . . everything 
except  you. 

Call  Bill  Johnson,  President  of 
the  Dublin  Chamber  of 
Commerce,  (817)  445-2223 
and  let's  talk  business. 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic’ 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fetnl/Neonatal  Morbidity 
mid  Mortality. 


TABLETS 

VASERETIO 

(ENALAPRIL  MALEATE-HYDROCHLOROTHI AZIDE) 

USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hydrochlorotniazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality. 

CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  any  component  of  this  product  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  enzyme  inhibitor.  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuria  or  hypersensitivity  to  other  sulfonamide-derived  drugs. 
WARNINGS:  General;  Enalapril  Maleate;  Hypotension:  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possi- 
ble consequence  of  enalapril  use  in  severely  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis 
Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapril  alone,  the  incidence  of  syn- 
cope is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  by 
proper  titration  of  the  individual  components.  (See  PRECAUTIONS, 
Drug  Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarely 
with  acute  renal  failure  and/or  death.  Because  of  the  potential  fall  in 
blood  pressure  in  these  patients,  therapy  should  be  started  under  very 
close  medical  supervision.  Such  patients  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascu- 
lar accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  posi- 
tion and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  witn  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC 
should  be  promptly  discontinued  and  appropnate  therapy  and  monitoring 
should  be  provided  until  complete  ana  sustained  resolution  of  signs  ana 
symptoms  nas  occurred.  In  instances  where  swelling  has  been  confined  to 
tne  face  and  lips  the  condition  has  generally  resolved  without  treatment, 
although  antihistamines  have  been  useful  in  relieving  symptoms. 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  is 
involvement  of  the  tongue,  glottis  or  larynx,  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  necessary  to  ensure  a patent  air- 
way, should  be  promptly  provided.  (See  ADVERSE  REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS). 

Neutropenia/ Agranulocytosis.  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequent- 
ly in  patients  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be 
excluded.  Periodic  monitoring  of  white  blood  cell  counts  in  patients  with 
collagen  vascular  disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  or  progressive  liver  disease,  since  minor  alterations  of 
fluid  and  electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleale  and  Hydrochlorothiazide). 
Pregnancy;  Enalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum 
human  dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  V 2 times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapril  (50  times  the  maximum  human  dose)  in  combi- 
nation with  10  mg/kg/day  of  hydrochlorothiazide  (2  Vz  times  the  maxi- 
mum human  dose)  At  these  doses,  fetotoxicity  expressed  as  a decrease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  occurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  tne  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as 
ossible.  (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality, 
elow.) 

Enalapril  Maleate;  Fetal /Neonatal  Morbidity  and  Mortality:  ACE  inhibitors 
can  cause  fetal  and  neonatal  morbidity  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  reported  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
tinued as  soon  as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of 
pregnancy  has  been  associated  with  fetal  and  neonatal  injury,  including 
hypotension,  neonatal  skull  hypoplasia,  anuria,  reversible  or  irreversible 
renal  failure,  and  death  Oligohydramnios  has  also  been  reported,  pre- 
sumably resulting  from  decreased  fetal  renal  function;  oligohydramnios 
in  this  setting  has  been  associated  with  fetal  limb  contractures,  craniofa- 
cial deformation,  and  hypoplastic  lung  development.  Prematurity, 
intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 
been  reported,  although  it  is  not  clear  whether  these  occurrences  were 


due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
tinue the  use  of  VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  will  be  founcf.  In  these  rare  cases,  the 
mothers  should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniotic  environment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy.  Patients  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapril,  wnich  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  by  peritoneal  dialysis  with  some  clinical  benefit,  and 
theoretically  may  be  removed  by  exchange  transfusion,  although  there  is 
no  experience  with  the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in 
rats),  and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide  Hydrochlorothiazide  given  in  a two-litter 
study  in  rats  at  doses  of  4 - 5. 6 mg/kg/day  (approximately  1 - 2 times  the 
usual  daily  human  dose)  did  not  impair  fertility  or  produce  birth  abnor- 
malities in  the  offspring.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood. 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

PRECAUTIONS:  General,  Enalapril  Maleate;  Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. 
In  patients  with  severe  congestive  heart  failure  whose  renal  function  may 
depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treat- 
ment with  angiotensin  converting  enzyme  inhibitors,  including  enalapril, 
may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
with  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine were  observed  in  20  percent  of  patients.  These  increases  were  almost 
always  reversible  upon  discontinuation  of  enalapril  and/or  diuretic  ther- 
apy. In  such  patients  renal  function  should  be  monitored  during  the  first 
few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  aisease  have  developed  increases  in  blood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapril  has  been  given  concomitantly  with  a diuretic.  This  is  more  likely 
to  occur  in  patients  with  pre-existing  renal  impairment  Dosage  reduction 
of  enalapril  and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e  g.,  AN  69*)  and  treated 
concomitantly  with  an  ACE  inhibitor  In  these  patients  consideration 
should  be  given  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  of  antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clini- 
cal trials  treated  with  enalapril  alone  In  most  cases  these  were  isolated 
values  which  resolved  despite  continued  therapy,  although  hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive 
patients.  Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
patients  treated  with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diuretics,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Coueh  has  been  reported  with  the  use  of  ACE  inhibitors 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves 
after  discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differential  diagnosis  of  cough 

Surgery /Anesthesia  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalaprif  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  patients  receiving  thiazide  therapy  should  be  observed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Warning  signs  or  symptoms  of  fluid  and  elec- 
trolyte imbalance,  irrespective  of  cause,  include  dryness  of  mouth,  thirst, 
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weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia, 
and  gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensitize  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e.g., 
increased  ventricular  irritability).  Because  enalapril  reduces  the  produc- 
tion of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diuretic-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
reauire  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chlonde  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather;  appropnate  therapy  is  water  restriction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hyponatremia  is  life-threat- 
ening. In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of 
choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  required.  Hyperglycemia  may  occur  with  thi- 
azide diuretics.  Thus  latent  aiabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diuretic  therapy. 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism.  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with 
thiazide  diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  especially  following  the  first  dose  of  enalapril.  Patients 
should  be  so  advised  and  told  to  report  immediately  any  signs  or  symp- 
toms suggesting  angioedema  (swelling  of  face,  extremities,  eyes,  lips, 
tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness 
especially  during  the  first  few  days  of  therapy.  If  actual  syncope  occurs, 
the  patients  should  be  told  to  discontinue  the  drug  until  they  nave  con- 
sulted with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehy- 
dration may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduc- 
tion in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting 
or  diarrhea  may  also  lead  to  a fall  in  blood  pressure;  patients  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  shoufd  be  told  not  to  use  salt  substitutes  contain- 
ing potassium  without  consulting  their  physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication 
of  infection  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about 
the  consequences  of  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  trimester.  These  patients  should  oe  asked  to 
report  pregnancies  to  their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hyvotension— Patients  on  Diuretic 
Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  ther- 
apy was  recently  instituted,  may  occasionally  experience  an  excessive 
reduction  of  blood  pressure  after  initiation  of  therapy  with  enalapril.  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  discontinuing  the  diuretic  or  increasing  tne  salt  intake  prior  to  initi- 
ation of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic, 
provide  medical  supervision  for  at  least  two  hours  and  until  blood  pres- 
sure has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  tnat  cause  renin  release  (e.g., 
diuretics). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blocking agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  aiuretics  (e.g.,  spironolac- 
tone, triamterene,  or  amilonde),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
otassium.  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
ecause  of  demonstrated  hypokalemia  they  should  be  used  with  caution 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  nas  been  reported  in  patients  receiving  lithi- 
um concomitantly  with  drugs  which  cause  elimination  of  sodium,  includ- 
ing ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in 
patients  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  discontinuation  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium 

Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics. 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypoten- 
sion may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the 
antidiabetic  drug  may  be  required 

Other  antihypertensive  drugs — additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins — Absorption  of  hydrochlorothiazide 
is  impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of 
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either  cholestyramine  or  colestipol  resins  bind  the 
hydrochlorothiazide  and  reduce  its  absorption  from  the  gas- 
trointestinal tract  by  up  to  85  and  45  percent,  respectiveh 

Corticosteroid s.  ACTH— intensified  electrolyte  depletion, 
particularly  hypokalemia 

Pressor  amines  (e.g.,  norepinephrine)— possible  decreased 
response  to  pressor  amines  but  not  sufficient  to  preclude  their 
use. 

Skeletal  muscle  relaxants,  nondepolarizing  (eg  lubocurarine) — 
possible  increased  responsiveness  to  the  muscle  relaxant 

Lithium— should  not  generally  be  given  with  diuretics. 
Diuretic  agents  reduce  the  renal  clearance  of  lithium  and  add  a 
high  risk  of  lithium  toxicity.  Refer  to  the  package  insert  for 
lithium  preparations  before  use  of  such  preparations  with 
VASERETIC 

Non-steroidal  Anti-inflammatory  Drugs— In  some  patients,  the 
administration  of  a non-steroidal  anh-inflammator\  agent  can 
reduce  the  diuretic,  natriuretic,  and  antihypertensive  effects  of 
loop,  potassium-sparing  and  thiazide  diuretics.  Therefore, 
when  VASERET1C  ana  non-steroidal  anti-inflammatory 
agents  are  used  concomitantlv,  the  patient  should  be  observed 
closely  to  determine  if  the  desired  effect  of  the  diuretic  is 
obtained. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility . Enalapril  in 
combination  with  hydrochlorothiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Enalapril-hvdrochlorothiazide  did  not  produce 
DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution  assay 
in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vhv 
mouse  bone  marrow  assay. 

Enalapril  Maleate:  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapril  was  administered  for  106  weeks  to  rats 
at  doses  up  to  90  mg/kg/dav  (150  times*  the  maximum  daily 
human  dose).  Enalapril  has  also  been  administered  for  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg/day,  respectively,  (150  and  300  times*  the  maximum 
daily  dose  for  humans)  and  showed  no  evidence  of  carcino- 
genicity'. 

Neither  enalapril  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapril  was  also  negative  in  the  follow- 
ing genotoxicitv  studies:  rec-assay,  reverse  mutation  assay 
with  E.  coli.  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  micronucleus  test  with  mice,  as  well  as  in 
an  in  vhv  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/dav  of 
enalapril. 

Hydrochlorothiazide.  Tw'o-vear  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hydrochlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/day)  or  in  male  and  female 
rats  (at  closes  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  however,  found  equivocal  evidence  for  hepatocarcino- 
genidtv  in  male  mice 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames 
mutagenicity  assay  of  Salmonella  typhimurium  strains  TA  98, 
TA  100,  TA  1535,  TA  1537,  and  T.A  1538  and  in  the  Chinese 
Hamster  Ch  ary  (CHO)  test  for  chromosomal  aberrations,  or  in 
vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophila  sex-linked  recessive  lethal  trait  gene.  Positive  test 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicitv)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrochlorothiazide  from  43  to  1300  pg/mL,  and  in  the 
Aspergillus  nidtilans  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respectively,  prior  to  conception  and  throughout  ges- 
tation. 

Pregnancy;  Pregnancy  Categories  C (first  trimester)  and  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnancy, 
Enalapril  Maleate , Fetal/Neonatal  Morbidity  and  Mortality 
Nursing  Mothers : Enalapril  and  enalaprilat  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  serious  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  YASERET1C,  taking 
into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTION'S:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  hav  e been  observ  ed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enalapril  or  hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occurring  in  greater  than  two  percent  of  patients  treated 
with  VASERETIC  in  controlled  clinical  trials  were  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included:  Body  As  A Whole 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular 
Orthostatic  hypotension,  palpitation,  tachycardia;  Digestive : 
Vomiting,  dyspepsia,  constipation,  flatulence,  drv  mouth; 
Nervoiis/Psychiatric:  Insomnia,  nervousness,  paresthesia,  som- 
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nolence,  vertigo;  Skin:  Pruritus,  rash;  Other . Dyspnea,  gout, 
back  pain,  artnralgia,  diaphoresis,  decreased  libido,  tinnitus, 
urinary  tract  infection, 

Angioedema:  Angioedema  has  been  reported  in  patients 
receiving  VASERETIC  (0.6  percent).  Angioedema  associated 
with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  occurs,  treat- 
ment with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0.9  percent), 
ortnostatic  hypotension  (1.5  percent),  other  orthostatic  effects 
(2.3  percent),  in  addition  syncope  occurred  in  1.3  percent  of 
patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinical  biboratory  Test  Findings;  Serum  Electrolytes  See  PRE- 
CAUTIONS. 

Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
rev  ersible  upon  discontinuation  of  therapy,  were  observed  in 
about  0.6  percent  of  patients  with  essential  hypertension  treat- 
ed with  VASERETIC.  More  marked  increases  have  been 
reported  in  other  enalapril  experience.  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  artery  stenosis.  (See  PRE- 
CAUTIONS.) 

Serum  Uric  Acid.  Glucose.  Magnesium,  and  Calcium:  See  PRE- 
CAUTIONS. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin 
and  hematocrit  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia. 

Liver  Function  Tests:  Rarely,  elevations  of  liv  er  enzymes 
and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  severity. 

Enalapril  Maleate—  Enalapnl  has  been  evaluated  for  safety  in 
more  than  10,000  patients.  In  clinical  trials  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC  However,  since  enalapril  has  been  marketed,  the 
following  adverse  reactions  have  been  reported:  Body  As  A 
Whole  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients);  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARN- 
INGS, Hypotension);  pulmonary  embolism  and  infarction;  pul- 
monary’ edema;  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atnal  fibrillation;  hypotension;  angina 
pectons;  Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis 
(hepatocellular  (proven  on  rechallengej  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth; 
Hematologic:  Rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression.  Hemolvtic  anemia,  including  cases 
of  hemolysis  in  patients  with  G-6-PD  deficiency,  has  been 
reported;  a causal  relationship  to  enalapril  has  not  been  estab- 
lished. Nenxms  System/Psychiatric:  Depression,  confusion,  atax- 
ia, peripheral  neuropathy  (e.g.,  paresthesia,  dysesthesia); 
Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRE- 
CAUTIONS), flank  pain,  gynecomastia;  Respiratory: 
Pulmonarv  infiltrates,  bronchospasm,  pneumonia,  bronchitis, 
rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respira- 
tory infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal 
necrolysis,  Stevens-johnson  syndrome,  herpes  zoster,  erythe- 
ma multiforme,  urticaria,  pemphigus,  alopecia,  flushing,  pho- 
tosensitivity; Special  Senses:  Blurred  vision,  taste  alteration, 
anosmia,  conjunctivitis,  dry'  eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  erythrocyte 
sedimentation  rate,  arthralgia /arthritis,  myalgia /myositis, 
fever,  serositis,  vasculitis,  leukocytosis,  eosinophuia,  photosen- 
sitivity, rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality. 

Hydrochlorothiazide — Body  as  a Whole:  Weakness;  Digestive: 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic : 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hypersensitivity:  Purpura,  photosensi- 
tivity, urticaria,  necrotizing  angiitis  (vasculitis  and  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary'  edema,  anaphylactic  reactions;  Musculoskeletal: 
Muscle  spasm;  Nervous  System/Psychiatric:  Restlessness;  Renal . 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS);  Skin:  Erythema  multiforme  including  Stevens- 
johnson  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Pharma 
Representative  or  see  Prescribing  Information. 
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CHASE  offers  a 1-year  Jumbo  ARM  that 


helps  you  take  advantage  of  today’s  low  interest 
rates  and  avoid  any  unpleasant  surprises  if  rates  rise  in 
the  future. 

This  Jumbo  ARM  offers  you  more  than  just  sub- 
stantial savings.  In  addition  to  valuable  options  such  as  no 
points,  low  closing  costs  and  a low  lifetime  rate  ceiling — 
you’ll  enjoy  personalized  service  and  a prompt  loan  decision 
from  a dedicated  Chase  Relationship  Manager.  But  best  of 
all,  if  interest  rates  rise,  you’ll  have  the  option  to  convert  to 
a fixed  rate  mortgage.* 

So  make  tomorrow’s  best  financing  decision  today. 
Discover  the  Chase  1-Year  Jumbo  ARM. 


Call  Chase  for: 


Low  Initial  Interest  Rate 

• Fixed  Rate  Conversion 
Feature 

• N O'Point  Options 

• Low  Closing  Costs 
■ Prompt  Loan  Decisions 

CHASE  MANHATTAN. 
PROFIT  FROM  THE  EXPERIENCE® 


: From  the  first  day  of  the  month  in  which  the  12th  payment  is  due  and  the  first  day  of  each  month  thereafter,  until  and  including  the  first  day  of  the 
month  in  which  the  60th  payment  is  due. 


Call  your  local  Chase  office  today . 


Austin 

Dallas 

Fort  Worth 

Houston 

Galleria 

512-346-4320 

214-934-0199 

817-877-1450 

713-871-0926 

4263 

Houston 

Downtown 

713-751-5655 


1 1993  Chase  Manhattan  Personal  Financial  Services,  Inc. 
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Upfront 


TMA  award  to  honor 
best  of  Texas  media 

WITH  HEALTH  CARE  AT  THE 
top  of  the  news,  the  Texas 
Medical  Association  is  ex- 
pecting a wealth  of  entries  in  its 
3 7th  Anson  Jones  Award  competi- 
tion. The  coveted  annual  award  rec- 
ognizes excellence  in  communicating 
health  and  medical  information  to 
the  public. 

A “call  for  entries”  was  mailed 
last  month  to  Texas  radio  and  televi- 
sion stations,  newspapers,  trade  and 
consumer  magazines,  and  employee 
and  association  publications,  as  well 
as  to  county  medical  societies.  Physi- 
cians are  asked  to  encourage  worthy 
journalists  to  enter 
the  competition. 

Winners  in  each 
of  16  areas,  includ- 
ing a separate  cate- 
gory for  Spanish- 
language  entries, 
receive  $500  cash 
awards  and  framed 
certificates.  Win- 
ners will  be  recog- 
nized at  the  TMA 
Annual  Session  next 
May  in  Austin. 

A project  of  the 
TMA  Council  on  Com- 
munication, the  award 
is  named  for  Anson  Jones,  MD,  a pi- 
oneer Texas  physician  and  prolific 
writer  who  served  the  Republic  of 
Texas  with  distinction  as  a member 
of  Congress,  secretary  of  state,  and 
its  last  president. 

I he  deadline  for  submissions  is 
January  11,  1994.  Entries  must  have 
been  published  or  broadcast  during 
calendar  year  1993.  Employees  of 
medical  or  health-related  institutions 
or  in  the  medical  field  are  not  eligi- 


ble for  the  competition. 

For  more  information  or  to  ob- 
tain entry  forms,  contact  the  TMA 
Public  Relations  Department,  401  W 
15th  St,  Austin,  TX  78701-1680; 
phone  (800)  880-1300,  ext  1389,  or 
(512)  370-1389. 

Nominations  due 
December  31  for  TMA 
science  teaching  award 

Nominations  eor  the 
Texas  Medical  Association’s 
fifth  annual  Award  for  Excel- 
lence in  Science  Teaching  are  due  by 
December  31 . 

The  award  is  given  each  year  to 
three  teachers,  one  each  at  the  ele- 
mentary, middle/junior  high,  and 
high  school  levels,  who 
demonstrate  excellence 
and  dedication  in  the 
teaching  of  science.  Merit 
awards  also  are  given  in 
each  category. 

“This  award  recognizes 
instructors  who  don’t  just 
teach  their  students  about  science, 
but  light  a fire  of  curiosity  in  them 
that  will  lead  to  a lifetime  of  learn- 
ing and  discovery,”  said  John  W. 
Burnside,  MD,  chairman  of  TMA’s 
Council  on  Scientific  Affairs.  “We 
want  teachers  to  inspire  their  best 
and  brightest  students  to  pursue  ca- 
reers in  medicine  and  science.” 

Full-time  classroom  teachers  in 
public,  private,  or  parochial  schools  in 
Texas  are  eligible  to  be  nominated  if 
they  have  at  least  5 years  of  experience 
teaching  science.  Nominees  are  not  re- 
quired to  teach  science  exclusively. 

1 he  three  first-place  winners  will 
receive  $1,000,  a commemorative 
plaque,  and  an  expense-paid  trip  to 
TMA’s  annual  session  in  Austin. 


Leadership  conference 
set  for  February  26 

AS  THE  FOCUS  OF  THE 
health-system  reform  debate 
moves  to  Congress,  it’s  more 
important  than  ever  for  physicians 
to  stay  informed  on  the  issues  and 
make  their  voices  heard.  “Health- 
System  Reform:  Influencing  the  Out- 
come” will  be  the  theme  of  the 
Texas  Medical  Association’s  1994 
Winter  Leadership  Conference  to  be 
held  Saturday,  February  26,  at  the 
Stouffer  Austin  Hotel  in  Austin. 

All  TMA  members  are  encour- 
aged to  attend.  Details  on  the  con- 
ference will  be  given  in  an  upcoming 
issue  of  this  magazine. 


Merit  winners  will  receive  $500  and 
a certificate  of  achievement. 

Nomination  forms  are  available 
through  the  20  Texas  Education 
Agency  regional  education  service 
centers  or  through  TMA  by  contact- 
ing Judith  Livingston  at  (800)  880- 
1300  or  (512)  370-1464. 

Publication  on  treating 
HIV-infected  and  AIDS 
patients  available 

Anewi.y  updated  edition 
of  Managing  the  HIV- Infect- 
ed/AIDS  Patient,  a booklet  de- 
veloped by  the  Texas  Medical  Asso- 
ciation’s Ad  Hoc  Intercouncil 
Committee  on  AIDS,  is  available  to 
physicians. 

Richard  M.  Grimes,  PhD,  direc- 
tor of  the  AIDS  Regional  Training 
Centers  for  Texas  and  Oklahoma,  is 
primary  author. 

I he  publication  covers  symptoma- 
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Upfront 


Lights  . . . camera  . . . annual  session! 


With  the  Texas  Medical  Association’s  1994  Annual  Ses- 
sion just  5 months  away,  a 5-minute  promotional  video  has  been 
produced  to  inform  physicians  about  the  educational  opportunities 
that  will  be  available  at  the  conference. 

The  video  also  gives  a peek  at  the  social  and  cultural  sides  of  Austin,  host 
city  for  the  May  12-15  event.  This  marks  the  first  time  in  27  years  that  the 
annual  session  has  been  held  in  the  capital  city. 

Theme  of  the  session,  “Interlink  for  Patient  Care,”  emphasizes  the  impor- 
tance of  increased  communication  among  physicians  from  all  specialties.  To 
view  the  video,  ask  your  county  medical  society  or  hospital  medical  staff  de- 
partment to  show  it  at  an  upcoming  meeting. 


tology,  pre-  and  post-test  counseling, 
patient  management  during  various 
stages  of  the  disease,  infection  risks 
for  health-care  workers,  ethical  con- 
siderations, and  other  topics. 

Also  included  are  the  1993  re- 
vised classification  system  for  HIV 
infection  and  expanded  surveillance 
case  definition  for  AIDS  among  ado- 
lescents and  adults,  listings  of  re- 
gional HIV  coordinators  and  HIV 
services  lead  agencies,  and  guidelines 
for  the  Texas  Department  of 
Health’s  HIV  medication  program. 

The  booklet  has  been  sent  to 
more  than  12,000  primary  care 
physicians  in  Texas.  Physicians  may 
request  one  copy  at  no  charge.  A 
nominal  fee  to  cover  printing,  han- 
dling, and  mailing  will  be  charged 
for  additional  copies.  To  request  a 
copy,  call  the  TMA  Division  of  Pub- 
lic Health  and  Scientific  Affairs  at 
(800)  880-1300,  ext  1461,  or  (512) 
370-1461. 

Booklet  helps  mental 
health  professionals  aid 
victims  of  disasters 

ATURAL  AND  MAN-MADE 
disasters  — from  hurricanes 
and  floods  to  gang  shootings 
and  teen  suicides  — can  place  enor- 
mous emotional  stress  on  communi- 
ties long  after  the  television  cameras 
are  gone. 

The  American  Psychiatric  Associ- 
ation has  published  a booklet  to 
help  psychiatrists  and  other  mental 
health  professionals  who  are  in- 
volved in  disaster  relief  efforts  or 
who  are  trying  to  build  disaster  pre- 
paredness programs. 

Idea  and  Information  Exchange 
for  Disaster  Response  contains  ac- 
counts of  how  mental  health  profes- 


sionals helped  victims  and  their 
communities  cope  with  a number  of 
recent  disasters  and  crises,  including 
the  Branch  Davidian  standoff  and 
tragedy  near  Waco  this  spring. 

The  booklet  also  includes  tip 
sheets  that  can  be  photocopied  and 
given  to  patients  on  topics  such  as 
understanding  post-traumatic  stress 
disorder  and  helping  children  handle 
disaster-related  anxiety.  At  the  back 
of  the  booklet  are  lists  of  resources 
and  information  on  how  to  work 
with  national,  state,  and  local  disas- 
ter relief  agencies. 

To  order  a copy  of  the  booklet, 


send  a check  or  money  order  for  $2 
to  the  American  Psychiatric  Associa- 
tion, Division  of  Public  Affairs,  De- 
partment D,  1400  K St  NW,  Wash- 
ington, DC  20005.  ★ 
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Peggy  Sued. 


But  We  Won. 


Professional  Liability 
Coverage 
(800)  899-2356 


I NSURANCE 
CORPORATION 
OF  AMERICA 


Defending  Defensible  Doctors 

, 4295  San  Felipe,  Houston,  TX  77027 


DON'T  LET  REFORM 
FOWL  UP  HEALTH  CARE. 


Flocks  of  “experts”  and  non-physician 
groups  are  using  the  call  for  health  care 
reform  as  a decoy  to  “Fowl  Up”  the  high 
standards  of  medical  care  in  Texas 
& across  the  United  States. 

This  past  Spring  our  patients  were  not  migrating  to 
Canada  to  receive  medical  care.  Why  not?  Because  the 
quality  of  medical  care  in  Texas  and  the  U.S.  is 
the  best  in  the  world. 

However  this  year’s  legislative  season  has  found  non-physician 
health  care  groups  flocking  to  Austin  and  Washington  to 
“Fowl  Up”  health  care  reform.  Their  objective  is  to  make  physicians 
accountable  to  the  government  and  big  insurance 
companies  - as  well  as  to  allow  any  Tom,  Duck  or  Harry 
to  hang  a shingle  and  practice  medicine.  — 

Though  everyone,  including  the  TMA,  strongly 
supports  responsible  reforms  to  improve 
access  and  lower  costs  in  our  current 
health  care  system,  lowering 
medical  care  licensing 
standards 
and 

increasing 
government/ 
insurance  control 
is  a serious  threat  to 
the  health  of  Texas . 

Despite  this,  these  daffy 
self-interested  non-physician 
groups  are  aggressively  lobbying  the  President, 

Congress  and  our  state  leaders  with  unscientific 
arguments  which  falsely  claim  that  increasing 
government  control  and  lowering  the  standards 
for  medical  care  will  in  turn 
lower  health  care  costs  and 
improve  access. 


Nothing  could  be  farther  from  the  truth. 

From  the  right  of  the  patient  to  choose  their  own 
doctor  to  the  requirements  of  medical  school  training, 

* the  high  standards  of  medical  care  are  far  too  often 
taken  for  granted. 

Not  to  mention  that  malpractice  liability  costs, 
which  are  ducked  in  the  Clintons’current  reform 
proposal,  will  only  skyrocket  even  higher  if  the 
standards  for  practicing  medicine  are  lowered. 
Americans  value  health,  and  though  we  are  cost 
and  access  conscious,  we  don’t  want  to  “Fowl  Up” 
the  system  and  mistakenly  turn  the  potential 
for  a more  accessible  and  affordable  health 
care  reform  swan  into  a very,  very  ugly 
bureaucratic  health  system  duckling. 
Ultimately,  it  is  the  responsibility 
of  Texas  physicians  to  protect  our 
patients  from  those  who  are  seeking 
to  use  the  reform  movement  as  a 
decoy  to  control  the  decision  making 
of  physicians,  ration  medical  care 
and  lower  medical  standards. 

Please  don’t  duck  your 
responsibility  to  protect  the  high 
standards  of  medical  care  in 
Texas  and  across  America.  Join  and/ 
or  upgrade  your  membership  in 
TEXPAC  today. 


TEXR\C 


Hey  Texas  Physicians! 

Don’t  Duck  The  Bill.  Join  Or  Upgrade  In  TEXPAC  Today. 

Texas  Medical  Association  Political  Action  Committee  401  West  15th  Street  Austin,  Texas  78701-1680  ® (512)370-1364 

Contributions  to  Texas  Medical  Association  PAC  (TEXPAC)  and  American  Medical  Association  PAC  (AMPAC)  are  not  deductible  as  charitable  contributions  for  federal  income  tax  purposes.  Voluntary  political  contributions  are  shared  with  AMPAC. 
Contributions  are  not  limited  to  the  suggested  amount  Neither  TMA  nor  AMA  will  fovor  or  disadvantage  anyone  based  on  the  amounts  or  failure  to  make  contributions.  Contributions  are  subject  to  Federal  Election  Commission  regulations. 
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NEWSMAKERS 


Internist  W.  Tom  Arnold,  MD,  was  named 
physician  of  the  year  and  received  the 
Gold  Key  Award  from  the  Houston 
Gulfcoast  Chapter  of  the  Crohn’s 
Colitis  Foundation  of  America. 


Dolores  Carrutb,  MD 


Neonatal-perinatal  medicine  special- 
ist Dolores  Carruth,  MD,  Irving,  was 
named  a distinguished  alumna  by 
the  Texas  Tech  University  Ex-Stu- 
dents Association. 

The  Austin  Diagnostic  Clinic  pre- 
sented the  first  Henry  Renfert 
Award  for  Excellence  in  Medicine  to 
Houston  thoracic  surgeon  Denton 
Cooley,  MD,  for  his  advancements  in 
cardiovascular  disease  treatment. 
The  award  is  named  for  the  founder 
of  the  clinic,  who  was  a Texas  pio- 
neer in  kidney  dialysis. 


Please  let  Texas  Medicine  know  about  your 
honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are  TMA  membership-,  election  or  ap- 
pointment to  an  office  of,  or  honors  from,  a 
national  or  state  organization ; or,  space  per- 
mitting, recognition  at  the  local  level.  Items 
for  the  Newsmakers  section  are  published  at 
the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possi- 
ble, to  Denise  Kotson,  People,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701; 
fax  (512)  370-1632. 


People 


Denton  Cooley,  MD 


James  D.  Cox,  MD,  Houston,  was  ap- 
pointed to  the  Texas  Radiation  Ad- 
visory Board  by  Gov  Ann  Richards. 

The  Texas  Board  of  Health  appoint- 
ed Pleasanton  family  practitioner 
Leah  Mabry,  MD,  to  the  trauma  techni- 
cal advisory  committee. 

The  San  Antonio  chapter  of  the 
Texas  Academy  of  Family  Physicians 
established  the  S.  Perry  Post,  MD,  Stu- 
dent Endowment  Fund  at  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter at  San  Antonio  to  honor  Dr  Post 
for  his  commitment  to  the  communi- 
ty and  concern  for  fellow  physicians. 


Marion  P.  Pnmomo,  MD 


San  Antonio  family  practitioner 

Marion  P.  Primomo,  MD,  was  elected 
vice  president  and  president-elect  of 
the  Academy  of  Hospice  Physicians 
for  1994. 


The  1993-1994  Texas  Academy  of 
Family  Physicians  officers  are  Jimmy 

Randles,  MD,  Waco,  president;  Roland 
Goertz,  MD,  Houston,  president-elect; 
Kenneth  Davis,  MD,  Conroe,  immedi- 
ate past  president;  Thomas  Mueller, 
MD,  Fa  Grange,  vice  president;  Sheri 
Talley,  MD,  Fort  Stockton,  treasurer; 
and  Stephen  Benold,  MD,  Georgetown, 
parliamentarian. 


Jimmy  Randles,  MD 


The  Dallas  chapter  of  the  Texas 
Academy  of  Family  Physicians  es- 
tablished a student  scholarship  fund 
at  The  University  of  Texas  South- 
western Medical  Center  to  honor  re- 
tiring professor  and  family  practice 
department  chairman  William  F.  Ross, 
MD.  Dr  Ross  is  a past  president  of 
the  Texas  Medical  Association. 

Gynecologist  G.  Douglas  Tatum,  MD, 

Fort  Worth,  received  the  1993  Gold- 
Headed  Cane  from  the  Tarrant 
County  Medical  Society.  Dr  Tatum 
is  a former  member  of  the  TMA 
Council  on  Health  Facilities  and  the 
TFiXPAC  board  of  directors. 

DEATHS 


John  E.  Douglas,  MD,  73;  Austin; 
Chicago  Medical  School,  1943;  died 
September  7,  1993. 

Floyd  L.  Haar,  MD,  51;  New  York; 
Howard  University  College  of 
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People 


Medicine;  1968;  died  August  29, 
1993. 

Andrew  M.  Jensen,  MD,  85;  San  Anto- 
nio; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1939;  died 
September  3,  1993. 

Theodore  A.  Klecka,  MD,  79;  San  Anto- 
nio; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1941;  died 
August  12,  1993. 

Randall  Dean  Mayer,  MD,  38;  San  Anto- 
nio; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1981;  died 
August  12,  1993. 

Lionel  H.  Rothenherg,  MD,  73;  Hous- 
ton; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1943;  died 
August  22,  1993. 

Gus  Schreiber,  MD,  77;  Dallas;  Baylor 
College  of  Medicine-Dallas,  1938; 
died  August  16,  1993. 

Cyril  Hilliard  Schulman,  MD,  66;  Hous- 
ton; University  of  Witwatersrand 
Medical  School,  South  Africa,  1949; 
died  September  2,  1993. 

Harley  D.  Sybers,  MD,  60;  Houston; 
University  of  Wisconsin  Medical 
School,  1963;  died  August  31,  1993. 

Claude  S.  Tabatabai,  MD,  52;  Houston; 
Tehran  University  School  of 
Medicine,  Iran,  1966;  died  August 
26,  1993. 

Harold  H.  Varon,  MD,  63;  Dallas; 
Chicago  Medical  School,  1956;  died 
August  15,  1993. 


ASSET  PROTECTION 

International  Trust  & Executive  Banking  Services 


Euro  Canadian  Trust  Company  Ltd.  is  an  expe- 
rienced, conservatively  managed  Trust  Company  located  in 
Nassau,  Bahamas  and  is  dedicated  to  the  preservation  and  appre- 
ciation of  the  professional  client’s  wealth. 

The  Commonwealth  of  the  Bahamas  is  one  of  the  world’s  most 
desirable  jurisdictions  for  creating  and  administering  the  asset 
protection  trusts  increasingly  required  by  professionals  as  an 
integral  part  of  their  estate  and  financial  planning. 

ECTC  has  committed  the  time  and  resources  necessary  to  fully 
assist  in  the  creation  and  management  of  asset  protection  trusts 
designed  to  protect  its  professional  clients’  wealth  from  those 
unexpected  events  that  may  jeopardize  their  future  security. 

For  a confidential  informative  packet,  please  write  or  contact  by 
facsimile  (809)  325-1926. 

Senior  Trust  Officer 
Euro  Canadian  Trust  Company 
Euro  Canadian  Centre 
P.O.  Box  N- 37 42 
Nassau,  Bahamas 
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Leadership 

Conference 


February  EE,  1334 

Stauffer  Austin  Hotel 

Health-System  Reform: 
Influencing  the  Impact 

Physician  involvement  is  critical  during  the  reform  process  to  shape  an  acceptable 
outcome.  Find  out  the  latest  developments  at  TMA’s  Winter  Leadership  Conference. 

Conference  Highlights: 

Keynote  speaker  Nancy  W.  Dickey,  MD,  Richmond, 

American  Medical  Association  Board  of  Trustees  member. 

■ ■■ 

Author  and  photojoumalist  Dewitt  Jones, 
whose  work  appeared  in  National  Geographic  for  15  years. 

■ ■■ 

Panel  presentation  with  medical  and 
legislative  experts  on  health-system  reform. 

■ ■■ 

Free  registration  and  complimentary  luncheon  for  TMA  members. 


Tex 

L 


TexasMedical 

Association 


PHYSICIANS  CASING  FOR  TEXANS 
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Science  and  education 


Global  telemedicine 
network  to  be  based  at 
Texas  Medical  Center 

A SCHOOLGIRL  IN  SUB- 
Saharan  Africa  develops  a 
rash  and  fever  that  haffle  local 
doctors.  A grain  farmer  in  the  Texas 
Panhandle  mutilates  his  leg  in  a 
threshing  machine  accident.  A Chi- 
nese physician  is  besieged  by  pa- 
tients with  respiratory  disease  after  a 
volcano  spews  sulfuric  ash  over  a re- 
mote village. 

Even  a year  or  two  ago,  the  local 
physicians  dealing  with  these  emer- 
gencies might  have  had  little  chance 
of  consulting  with  specialists  in 
dealing  with  their  patients’  unusual 
conditions. 

But  the  introduction  of  MEDTEL, 
a global  telemedicine  system  based  at 
the  Texas  Medical  Center  (TMC)  in 
Houston,  may  change  all  that. 

Michael  E.  DeBakey,  MD,  with 
partners  Raytheon  Corporation  and 
Interactive  Telemedicine  Systems 
(ITS),  has  introduced  a system  that 
can  deliver  medical  care  virtually  any- 
where in  the  world  via  a wide  variety 
of  communications  technologies. 

Dr  DeBakey,  chancellor  of  Baylor 
College  of  Medicine,  says  the  system 
will  be  based  in  and  have  access  to 
the  resources  of  the  TMC  and  will 
enable  medical  experts  to  examine, 
diagnose,  and  consult  with  clients 
anywhere  on  the  globe  using  tele- 
phone lines,  microwave,  cable,  or 
satellite  links.  TMC  is  the  world’s 
largest  medical  center,  encompassing 
five  universities  and  14  major  hospi- 
tals treating  more  than  3.6  million 
patients  a year. 

“Our  capabilities  will  raise  stan- 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Science  and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


Michael  E.  DeBakey , MD 


dards  of  health  care  worldwide  be- 
cause we  will  be  extending  electroni- 
cally the  superior  technology  and 
experience  of  US  centers  of  excel- 
lence to  even  the  most  remote  re- 
gions,” Dr  DeBakey  said. 

MEDTEL  will  use  state-of-the-art 
interactive  video  technology  that 


Top:  A physician  sits  at  a MEDTEL  interac- 
tive video  control  center,  which  allows  him  to 
observe  several  aspects  of  the  examination 
and  converse  with  both  the  patient  and  the 
on-site  physician.  Radiological  and  laborato- 
ry images,  above,  also  can  be  transmitted  to 
and  manipulated  by  the  consulting  physician. 


will  allow  physicians  to  communi- 
cate with  each  other  and  with  pa- 
tients almost  as  if  they  were  in  the 
same  room,  Dr  DeBakey  says. 

Raytheon,  primarily  a contractor 
for  the  defense  industry,  will  design, 
manage,  and  install  MEDTEL  equip- 
ment and  will  provide  training  for 
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MEDICINE  IN  TEXAS:  NEWS  FROM  AROUND  THE  STATE 

Scientists  use  gene  therapy  to  treat  hemophilia  B in  lab  animals 

Baylor  College  of  Medicine,  Houston  — A team  of  scientists  has  used  gene 
therapy  to  provide  long-term  treatment  of  hemophilia  B in  laboratory 
animals,  a major  step  toward  the  use  of  gene  therapy  to  cure  human  illness- 
es. The  research  was  conducted  by  a team  led  by  Savio  Woo,  MD,  of  Baylor, 
with  collaborators  at  the  University  of  North  Carolina  School  of  Medicine. 
Hemophilia  B,  which  occurs  in  1 of  30,000  males,  develops  when  liver  cells 
fail  to  manufacture  factor  IX,  a clotting  protein.  Gene  therapy  produced  fac- 
tor IX  in  hemophiliac  dogs  for  more  than  8 months  after  treatment.  Current 
therapies  stop  bleeding  for  only  a few  days.  The  findings  were  published  in 
the  October  1 edition  of  Science. 

Medical  Center  celebrates  90  years  of  service,  achievements  in  Dallas 

Baylor  University  Medical  Center,  Dallas  — In  ceremonies  October  16, 
officials  at  Baylor  commemorated  90  years  of  service  and  medical 
achievements.  Originally  named  the  Texas  Baptist  Memorial  Sanitarium,  the 
hospital  was  chartered  in  a 14-room  house  in  East  Dallas  in  1903  and  has 
evolved  into  the  third  largest  among  the  nation’s  general,  church-related, 
voluntary  hospitals.  Among  the  milestones  cited  in  its  history  is  the  Baylor 
Plan,  a prepaid  health  insurance  plan  founded  in  1929  that  eventually  be- 
came Blue  Cross  and  Blue  Shield,  and  development  of  a method  to  mass-pro- 
duce a serum  that  determines  the  Rh  factor  in  blood.  Two  more  recent 
achievements  are  opening  of  the  world’s  first  psoriasis  tissue  bank  and  devel- 
opment of  a new  imaging  technique  able  to  detect  breast  lesions  as  small  as 
3 millimeters,  both  in  1992. 

Program  to  emphasize  role  of  women  and  minorities  in  biomedical  science 

The  University  of  Texas  Southwestern  Medical  Center,  Dallas  — Respond- 
ing to  concerns  of  faculty  members  and  students,  UT  Southwestern  Presi- 
dent Kern  Wildenthal,  MD,  plans  to  launch  several  initiatives  to  support  and 
promote  the  role  of  women  and  minorities  in  biomedical  science.  Dr  Wilden- 
thal says  the  need  for  proactive  efforts  was  pointed  up  at  a recent  symposium 
on  campus,  where  many  faculty  members  noted  the  absence  of  women  and 
minorities  on  the  program.  “We  are  committed  to  implement  new  efforts  to 
highlight  the  role  of  women  and  minorities  in  science  and  to  open  up  added 
opportunities  on  our  campus,”  he  said.  The  initiatives  will  begin  in  1994. 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcome  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  Section,  401  W 15th  St,  Austin,  TX 
78701,  or  fax  them  to  (512)  370-1632. 


MEDTEL  network  and  client  orga- 
nizations. According  to  Raytheon 
President  Patrick  M.  Roddy,  his 
company’s  military  experience 
makes  setting  up  a medical  network 
a natural  step  for  the  firm. 

“For  many  years,  we  have  been 
setting  up  and  operating  sophisticat- 
ed telecommunications  networks  for 
military  and  other  government  cus- 
tomers, particularly  in  remote  ar- 
eas,” he  said.  “The  MEDTEL  net- 
work involves  many  similar 
capabilities  and  requirements.  Only 
the  data  are  different.” 

ITS  will  provide  MEDTEE  with 
operational  experience  in  commer- 
cial telemedicine.  ITS  founder  Jay  H. 
Sanders,  MD,  has  25  years  experi- 
ence operating  and  designing 
telemedicine  systems  linking  medical 
centers  with  remote  and  rural 
health-care  stations. 

According  to  Dr  DeBakey,  going 
global  is  the  next  logical  step  in  the 
telemedicine  industry. 

“Whether  we  downlink  to  physi- 
cian-deficit rural  areas  of  the  US  or 
hospitals  and  clinics  in  developing 
countries,  we  will  be  on-line  with 
faster  and  improved  diagnosis  and 
direction,”  he  said.  “Considerable 
cost  savings  will  result  from  greater 
diagnostic  accuracy,  speed  of  re- 
sponse, reduced  travel,  and  regular 
preventive  screening  programs.” 

MEDTEL  officials  say  they  are  ne- 
gotiating contracts  and  are  installing 
facilities  in  the  United  States,  Russia 
and  several  of  the  former  Soviet  re- 
publics, the  Middle  East,  Europe, 
Africa,  Mexico,  and  China,  and  they 
expect  to  begin  operations  sometime 
during  1994. 


UT-San  Antonio, 

Mexican  health  agency  to 
collaborate  on  research 

SAYING  THAT  TEXAS  AND 
Mexico  share  not  only  a bor- 
der but  also  many  health 
problems,  John  R Howe  III,  MD, 
president  of  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio (UTHSC-SA),  signed  a formal 
agreement  to  collaborate  with  the 
Instituto  Mexicano  del  Seguro  So- 
cial (IMSS)  on  solving  those  prob- 


lems together. 

The  IMSS  is  the  federal  agency 
that  provides  comprehensive  health 
care  to  more  than  50  million  Mexi- 
can citizens.  The  agreement,  which 
took  more  than  a year  to  negotiate, 
provides  for  joint  research  between 
the  two  entities,  an  exchange  of 
medical  information,  transfer  of 
medical  technology  between  coun- 
tries, and  a continuing  exchange 
program  for  visiting  scientists,  physi- 
cians, and  graduate  students. 

“The  problems  of  our  two  coun- 
tries do  not  stop  at  the  border,”  Dr 
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AMA,  others  concerned  about  NAFTA  licensing  provisions 

Could  the  North  American  Free  Trade  Agreement  (NAFTA) 
open  US  borders  to  foreign-trained  physicians  and  other  medical  pro- 
fessionals who  do  not  meet  licensing  requirements? 

The  American  Medical  Association  and  17  other  medical  groups  have  con- 
tacted US  Trade  Representative  Michael  Cantor  to  express  concern  over  what 
they  term  “vague  and  ambiguous"  provisions  in  NAFTA  that  could  supersede 
state  professional  licensing  requirements  for  health  professionals  and  others. 

In  a letter  sent  to  Mr  Cantor,  the  groups  noted  two  provisions  of  NAFTA 
that  call  for  all  parties  to  the  agreement  to  develop  “mutually  acceptable” 
standards  and  criteria  for  licensing  and  call  for  agreements  among  the  coun- 
tries to  accommodate  temporary  entry  to  professional  service  providers. 

“These  provisions,  over  time,  could  have  an  adverse  effect  on  the  autono- 
my of  states  over  licensure,”  according  to  the  letter.  “We  are  concerned  that 
there  will  be  pressure  on  the  states  to  adopt  common  measures  for  accredita- 
tion, certification,  and  licensure  under  a framework  geared  more  towards  free 
trade,”  the  letter  stated. 


Howe  told  those  gathered  at  the  Au- 
gust 24  signing  ceremony  in  Mexico 
City.  “The  cures,  the  scientific 
breakthroughs,  and  the  solutions  to 
our  health  problems  do  not  stop  at 
the  border  either.” 

He  was  joined  in  the  signing  by 
Licenciado  Genaro  Borrego  Estrada, 
IMSS  general  director,  and  John  D. 
Negro ponte,  US  ambassador  to 
Mexico. 

The  agreement  is  significant  in 
light  of  recent  debate  over  the 
adoption  of  the  North  American 
Free  Trade  Agreement,  though  it  is 
not  a part  of  that  treaty.  It  is  a sepa- 
rate research  agreement  that  calls 
for  multidisciplinary  research  pro- 
tocols — biomedical,  ethical,  and 
epidemiological  — to  be  carried  out 
by  both  institutions. 

Initial  joint  research  will  target 
cancer,  infectious  and  parasitic  dis- 
eases, environmental  health  and  tox- 
icology, reproductive  medicine,  neu- 
roscience, human  genetics,  clinical 
research,  and  nutrition.  The  pact 
calls  for  each  institution  to  obtain  its 
own  research  funding  but  for  those 
funds  to  be  jointly  administered. 

Negotiations  that  resulted  in  the 
collaborative  agreement  began  after 
a delegation  of  IMSS  scientists  visit- 
ed the  San  Antonio  campus  in  early 


1992  to  discuss  an  informal  ex- 
change of  ideas. 

“We  were  able  to  develop  great 
mutual  respect  for  the  work  of  the 
participants  in  both  countries,  both 
in  their  laboratories  and  in  their 
clinical  settings,”  Dr  Howe  said. 

Scientists  and  students  from  the 
UTHSC-SA  Graduate  School  of 
Biomedical  Sciences  will  be  the  pri- 
mary participants  in  the  joint  re- 
search and  exchange  programs. 


Research  group  to 
sponsor  math  and 
science  hotline 

DO  YOU  KNOW  SOMEONE 
who  is  baffled  by  biotechnolo- 
gy? Perplexed  by  the  Pythag- 
orean theorem?  Quizzical  about 
quantum  mechanics?  Or  simply  cu- 
rious about  what’s  going  on  in  sci- 
ence and  mathematics  in  Texas? 

The  Texas  Society  for  Biomedical 
Research  (TSBR)  has  established  the 
Texas  Science  & Math  Hotline  at 
(800)  566-5066  to  answer  their  ques- 
tions. The  hotline  will  be  available 
24  hours  a day  for  teachers,  students, 
and  the  general  public  to  answer 
questions  about  science  and  math. 

“We  have  lined  up  an  array  of 
experts  in  several  fields  who  will  re- 
spond directly  within  48  hours  to  all 
questions,”  said  Lorraine  Hough, 
executive  director  of  TSBR.  “The 
goal  is  to  improve  the  scientific  liter- 
acy of  the  citizens  of  Texas,  particu- 
larly the  young  minds  of  students.” 

TSBR  is  seeking  experts  in  the 
fields  of  biology,  chemistry,  dentistry, 
environmental  science,  engineering, 
mathematics,  medicine,  nursing, 
physics,  and  veterinary  medicine  to 
serve  as  resources  for  the  hotline.  In- 
terested individuals  or  institutions 
should  contact  J.R.  Haywood  or 
Molly  Green  at  (210)  567-3717.  ★ 


John  P.  Howe  III,  MD, 
center,  is  joined  by 
Licenciado  Genaro 
Borrego  Estrada  of 
IMSS,  right,  and  Diana 
Negroponte,  wife  of 
John  Negroponte,  US 
ambassador  to  Mexico, 
at  signing  ceremonies 
in  Mexico  City.  Two  in- 
terpreters are  standing 
behind  them. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Dallas 

Bruce  Crlm,  Keith  H.  Prince, 
Charles  F,  Curtice,  Daniel  S,  Marley, 
Steve  Baggett 
(214)821-4640 


Houston 

L.  Wayne  Kirk,  Rick  D.  Bolin, 
John  Bedingfield 
(713)  465-4445 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)  490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 
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Alliance  member  enters 
House  race 

ORGANIZED  MEDICINE’S 
chances  of  electing  one  of  its 
own  to  the  Texas  Legislature 
doubled  recently  when  Texas  Medi- 
cal Association  Alliance  member 
Harryette  B.  Ehrhardt,  DEd,  Dallas, 
announced  her  candidacy  for  state 
representative. 

Dr  Ehrhardt,  the  wife  of  Dallas 
ophthalmologist  John  A.  Ehrhardt, 
MD,  is  running  in  the  March  8 
Democratic  primary  to  replace  state 
Rep  David  Cain  (D-Dallas)  in  House 
District  107.  Representative  Cain  is 
vacating  his  House  seat  to  run  for 
the  state  Senate.  So  far,  Dr  Ehrhardt 
is  unopposed  in  that  race. 

She  joins  Houston  anesthesiologist 
Kyle  Janek,  MD,  in  the  political  are- 
na. Dr  Janek  announced  at  the  Texas 
Medical  Association  Political  Action 
Committee  campaign  school  in  Au- 
gust that  he  would  make  his  second 
hid  for  state  representative  in  District 
134.  He  ran  unsuccessfully  as  a Re- 
publican against  incumbent  Rep  Sue 
Schechter  (D-Houston)  in  1991. 

Dr  Ehrhardt  says  her  experience 
as  a teacher,  physician’s  wife,  and 
manager  of  her  husband’s  medical 
practice  gives  her  a special  sensitivi- 
ty to  many  of  the  challenges  that 
will  face  the  legislature  in  1995. 

“I  believe  this  is  going  to  he  a 
particularly  important  period  of  time 
to  have  someone  with  some  medical 
experience  in  the  legislature,  given 
the  timely  concern  about  medical 
care  in  our  country,”  Dr  Ehrhardt 
said.  “I’m  delighted  there  is  that  in- 
terest, hut  I want  to  be  sure  there’s  a 
balance  in  how  the  decisions  are 
made.  Having  the  background  that  I 


Ken  Ortolon,  associate  editor,  writes  and  edits  the  Legislative 
Affairs  section  of  Texas  Medicine. 


Harryette  B.  Ehrhardt,  DEd 


have  will  bring  a dimension  that  I 
think  will  be  helpful.” 

Dr  Ehrhardt  comes  from  a medi- 
cal family.  Her  grandfather  was  a 
physician,  and  her  daughter,  R.  Eynn 
Ehrhardt,  MD,  also  is  an  ophthal- 
mologist in  Dallas. 

A graduate  of  Southern  Methodist 
University  (SMU),  Dr  Ehrhardt  re- 
ceived her  doctorate  in  education 
from  the  University  of  Houston.  She 
taught  in  the  Dallas  Independent 
School  District  and  served  as  princi- 
pal of  Arlington  Park  Elementary 
School.  Dr  Pdirhardt  also  is  a former 
associate  professor  at  SMU,  and  has 
taught  at  Texas  Woman's  University, 
New  York  State  University,  Virginia 
Polytechnic  Institute,  and  Mountain 
View  College  in  Dallas. 

After  retiring  from  teaching,  Dr 
Ehrhardt  managed  her  husband’s 
medical  practice,  Lakewood  Eye 
Associates. 

She  is  not  a newcomer  to  politi- 
cal campaigns.  In  1977,  she  was 
elected  to  the  Dallas  school  board 
and  served  on  the  board  until  1981. 
She  also  has  been  the  Dallas  cam- 
paign manager  of  a state  Senate  race 
and  a judicial  campaign,  and  has 
worked  as  a volunteer  in  numerous 
other  political  campaigns. 


Dr  Ehrhardt  has  been  involved 
with  numerous  public  service  organi- 
zations in  Dallas  and  says  she  works 
full-time  as  a volunteer.  She  has 
served  as  chair  of  the  Dallas  Area 
Women’s  Political  Caucus,  the  Texas 
Women’s  Political  Caucus,  and  the 
Greater  Dallas  Community  Relations 
Commission.  She  has  served  as  vice 
chair  of  the  Trinity  Ministry  to  the 
Poor.  She  also  has  been  involved  in 
the  Dallas  County  Medical  Society 
Alliance,  East  Dallas  Chamber  of 
Commerce,  Cedar  Creek  Lake 
Chamber  of  Commerce,  Member- 
Training  Committee  of  the  American 
Red  Cross,  and  The  Health  Alliance. 

Dr  Ehrhardt  says  she  sees  her 
state  House  race  as  a progression 
from  her  community  involvement. 

“There  are  so  many  challenges 
that  we  face  that  I’ve  had  an  oppor- 
tunity to  learn  about  firsthand  and 
work  on  firsthand,”  she  said.  “I 
think  I could  be  effective  in  Austin  in 
addressing  some  of  those  challenges 
with  maybe  a slightly  different  point 
of  view.  I think  it  might  be  good  to 
have  a teacher  there;  it  might  be 
good  to  have  a physician’s  wife.” 

Even  though  there  are  no  other 
announced  candidates  for  the  Dis- 
trict 107  seat,  Dr  Ehrhardt  says  she 
expects  to  draw  opposition  before 
the  January  filing  deadline. 

“I  expect  I will  have  a Republi- 
can opponent,”  she  said.  “But  if  I 
work  as  hard  as  I plan  to  work  and 
continue  to  campaign  with  the  vig- 
or that  we’ve  already  shown,  I ex- 
pect to  win.” 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as 
"legislative  advertising,  ” according  to  Tex  Govt  Code  Ann 
§ 305.027 . That  law  requires  disclosure  of  the  name  and  ad- 
dress of  the  person  who  contracts  with  the  printer  to  pub- 
lish the  legislative  advertising  in  Texas  Medicine:  Robert  G. 
Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St, 
Austin,  TX  78701. 
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Dr  Ehrhardt  already  has  consid- 
erable grassroots  support  from  Dal- 
las-area  elected  officials  and  Demo- 
cratic party  leaders,  as  well  as  strong 
physician  support. 

“I  remember  a time  when  doctors 
were  not  very  responsive  to  political 
people  or  political  things,”  said  Dr 
Ehrhardt.  “But  that’s  no  longer  the 
case.  I think  we’re  seeing  a big 
change  in  the  medical  community. 
Physicians  realize  they  must  get  in- 
volved if  they  want  to  he  a part  of 
the  changes.  It’s  very,  very  important 
for  all  of  us  to  be  involved  in  what 
our  government  is,  or  it  will  not  be 
what  we  want  it  to  he.” 

Insurance  rules  proposed 
for  small  employers 

The  State  Board  of 
Insurance  in  October  pro- 
posed 200  pages  of  rules  to 
govern  new  group  health  insurance 
plans  for  small  employers  in  Texas. 

The  draft  rules  would  implement 
the  Small  Employer  Health  Insur- 
ance Availability  Act  of  1993,  which 
is  intended  to  make  group  insurance 
affordable  for  employers  with  be- 
tween 3 and  50  workers.  The  rules 
were  published  for  comment  in  the 
Texas  Register  on  October  29  and  a 
public  hearing  was  to  be  held 
November  18. 

The  new  law  came  out  of  recom- 
mendations by  Gov  Ann  Richards’ 
health-care  task  force  and  was  sup- 
ported strongly  by  the  Texas  Medi- 
cal Association.  In  fact,  the  law  in- 
cludes several  proposals  originally 
put  forth  in  1991  by  TMA’s  Ad  Hoc 
Committee  on  Financing  and  Avail- 
ability of  Health  Insurance. 

TMA  public  affairs  staff  worked 
with  the  Texas  Pediatric  Society 
(TPS),  Texas  Academy  of  Family 


Physicians,  and  other  medical  groups 
to  analyze  the  proposed  rules  and 
draft  comments  to  be  presented  at 
the  hearing.  Among  issues  of  concern 
to  TMA  were  proposed  definitions  of 
“experimental  treatment”  and  “med- 
ically necessary”  care.  The  amount  of 
coverage  proposed  for  preventive 
care,  immunizations,  and  well-child 
care  also  was  scrutinized  closely. 

TPS  legislative  chairman  Clift 
Price,  MD,  Austin,  says  he  was  im- 
pressed that  the  proposed  rules  in- 
clude coverage  for  preventive  care 
under  several  of  the  plan  options. 
However,  the  initial  draft  failed  to 
include  pertussis  among  the  diseases 
for  which  vaccinations  are  covered, 
he  says. 


If  approved,  the  rules  could  affect 
more  than  300,000  Texas  business- 
es. A majority  of  the  estimated  3.7 
million  uninsured  Texans  work  for 
or  are  dependents  of  someone  who 
works  for  a small  business. 

The  plan  provides  guaranteed  re- 
newability  of  coverage  and  ability  to 
transfer  coverage  from  job  to  job.  It 
also  limits  premium  increases  to  no 
more  than  20%  per  year.  Coverage 
options  range  from  basic  hospital 
coverage  estimated  to  cost  $60  per 
month  per  employee  to  a compre- 
hensive plan  expected  to  cost  about 
$165  per  month. 

The  rules  must  be  approved  by 
January  1 when  the  new  law  takes 
effect.  ★ 


SCOTT  & WHITE 


In  the  past  twelve  months  over  60  physicians  have 
accepted  positions  with  Scott  & White  Clinic. 
Here's  Why! 


TEXAS  AflcM 
UNIVERSITY 

HEALTH 

SCIENCE 

CENTER 

College  of  Medicine 


Scott  & White  is  one  of  the  oldest  and  largest  group  practices  in  America.  It  is  a physician  directed  orga- 
nization with  the  administrative  expertise  to  address  the  changes  that  are  occurring  in  the  medical  profes- 
sion. The  Scott  & White  organization  is  an  integrated  health  care  system  which  includes  Scott  & White 
Clinic,  a multispecialty  group  practice  of  395  physicians;  Scott  & White  Hospital,  a 400  bed  tertiary  care 
hospital;  and  the  Scott  & White  Health  Plan,  an  HMO  with  over  100,000  members.  Scott  & White  has  11 
regional  clinics  that  serve  a 15  county  area  in  Central  Texas.  Scott  & White  is  the  primary  teaching  hospi- 
tal for  Texas  A&M  University  Health  Science  Center  College  of  Medicine. 

Scott  & White  offers  an  excellent  benefit  package  which  includes  a competitive  salary,  health,  life, 
disability  and  malpractice  insurance,  four  weeks  annual  vacation,  three  weeks  paid  leave  for  con- 
tinuing education,  a generous  retirement  plan,  and  more.  Faculty  appointments  at  Texas  A&M  Uni- 
versity are  commensurate  with  experience  and  qualifications. 

Scott  & White  operates  clinics  in  cities  throughout  the  Central  Texas  area.  This  is  a dynamic  area  with 
unemployment  in  most  of  the  region  under  5 percent.  The  area  is  noted  for  its  commitment  to  education. 
The  crime  rate  is  low  and  real  estate  is  affordable.  There  are  numerous  recreational  activities  including 
several  beautiful  recreational  lakes.  The  high  quality  of  life  in  the  region  is  evidenced  by  the  fact  that 
Money  magazine  recently  recognized  three  of  the  cities  in  this  area  as  among  the  top  100  places  in  the 
United  States  to  live. 

Scott  & White  is  recruiting  for  several  physicians  in  the  Department  of  Obstetrics  and  Gynecology.  We 
have  openings  on  our  staff  for  Generalists  in  College  Station  and  Waco  and  for  Maternal  Fetal  Medicine 
in  Temple.  Specifics  of  the  practice  vary  according  to  the  location.  For  more  information,  call  800-725- 
3627  or  send  a current  curriculum  vitae  to: 


Mike  Nichols 

Director  of  Physician  Recruitment 
Scott  & White  Clinic 
2401  South  31st  Street 
Temple,  Texas  76508 
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“These  Pediatric  and 
Neurology  programs  would  be 
very  useful  for  helping 
hospitals  to  meet  JCAHO 
standards  for  Patient  and 
Family  Education.  ” 

■ Dorothy  Perkins,  RN,  MSN,  CRNI 
Education  Consultant 
Martin  Luther  Hospital 
Anaheim,  California 

“This  Hyperthyroidism 
program  is  carefully  thought 
out  and  produced.  I think  it 
shoidd  be  most  useftd  in 
clinical  application.” 

Dr.  David  Becker 
Professor  of  Radiology  and  Medicine, 
Director,  Division  of  Nuclear  Medicine, 
The  New  York  Hospital  Cornell  Medical 

Center 

“This  program  on  Juvenile 
Arthritis  is  a valuable 
teaching  tool  whose  major 
strengths  are  that  it  is  concise, 
clear  and  has  an  upbeat  tone.” 

Dr.  Bram  Bernstein 
Rheumatologist,  Professor  of  Medicine, 

UCLA 


Informative,  interesting  video  programs  designed  to 
improve  the  critical  communication  between  health 
care  professionals  and  their  patients. 

Now  patients  can  be  given  the  information  they  need  so  they  can  ask 
meaningful  questions  and  understand  the  answers. 

Each  10-minute  program  covers  one  medical  topic,  explaining  the  medical 
condition,  symptoms,  treatments,  recovery,  and,  in  some  cases,  preventative 
measures. 

Patients  can  watch  other  patients  discussing  their  own  experiences  with 
similar  medical  problems.  Anxiety  and  misunderstanding  are  reduced. 

All  programs  have  been  reviewed  and  approved  by  medical  review  boards 
at  leading  medical  institutions  in  the  United  States  and  Canada. 

Programs  are  available  for  preview. 

Call  (800)  877-1443  for  a catalog  and  overview  video. 


MEDCOM" 


Distributed  by  MEDCOM  Inc.  in  association  with  the  Texas  Medical  Association 


Special  Association  Member  Offer 


CARDIOLOGY  SERIES 

50001  High  Blood  Pressure 

50002  Coronary  Bypass  Surgery 

50003  Cardiac  Investigations 

50004  Prevention  of  Heart  Disease 

50005  Angina 

50006  Heart  Attack 

50007  Psychological  Reactions  to  Heart 
Disease 

50008  After  the  Heart  Attack:  The  First  3 
Months 

50009  After  the  Heart  Attack:  The  Longer  Term 

50010  Mitral  Valve  Prolapse 
PEDIATRICS  SERIES 

5001 1 Taking  a New  Baby  Home 

50012  Ear  and  Upper  Respiratory  Infections 

50013  When  to  Consult  Your  M.  D. 

50014  Immunizations 

50015  Sexuality  and  Children 

50016  Common  Stomach  and  Intestinal 
Infections 

50017  Fever 

50018  Common  Rashes 

50019  Infant  Behavior 

50020  Early  Childhood  Behavior 
DIABETES  SERIES 

50021  Diet 

50022  Insulin  Dependent  Diabetes 

50023  Management  of  Insulin  Dependent 
Diabetes 

50024  Type  II  Diabetes 

50025  Management  of  Type  II  Diabetes 

50026  Insulin 

50027  Complications  of  Diabetes 

50028  Psychological  Reactions  to  Diabetes 

50029  Blood  and  Urine  Monitoring 

50030  Hypoglycemia 

MENTAL  HEALTH  SERIES 

50031  Depression 

50032  Depression:  Medication  Uses  and  Side- 
Effects 

50033  Schizophrenia:  Family  Understanding 

50034  Schizophrenia:  Use  and  Side-Effects  of 
Medication 

50035  Anxiety/Panic  Disorders 

50036  Anxiety/Panic  Disorders:  Use  and  Side- 
Effects  of  Medication 

50037  Adolescent  Depression 

50038  Anorexia  Nervosa 

50039  Alzheimer’s  Disease 

50040  The  Hyperactive  Child 


ONCOLOGY  SERIES 

50041  Chemotherapy 

50042  Radiation  Therapy 

50043  Skin  Cancer 

50044  Lung  Cancer 

50045  Breast  Cancer 

50046  Prostate  Cancer 

50047  Hodgkins  Disease 

50048  Acute  Leukemia 

50049  Ovarian  Cancer 

50050  Testicular  Cancer 
GERONTOLOGY  SERIES 

50051  Adaptation  to  Aging 

50052  Retirement 

50053  Visual  Problems  of  the  Elderly 

50054  Hearing  Problems  of  the  Elderly 

50055  Drugs  and  the  Elderly 

50056  Osteoporosis 

50057  Depression  in  the  Elderly 

50058  Caring  for  the  Frail  Elderly  at  Home 

50059  Caring  for  the  Elderly  in  a Retirement 
Home 

50060  Nutrition  and  the  Elderly 
NEUROLOGY  SERIES 

50061  Aneurysm 

50062  Head  Injury 

50063  Multiple  Sclerosis 

50064  Paraplegia  and  Quadriplegia 

50065  Epilepsy:  Definition 

50066  Epilepsy:  Treatment 

50067  Stroke:  Definition 

50068  Stroke:  Treatment 

50069  Brain  Tumor  Surgery 

50070  Neurological  Investigations 
SURGERY  SERIES 

50071  Abdominal  Aneurysm 

50072  Peripheral  Vascular  Disease 

50073  Vasectomy 

50074  Intensive  Care  Unit 

50075  Gallstones 

ALCOHOL  ADDICTION  SERIES 

50076  Why  Do  People  Drink? 

50077  Social  and  Behavioral  Consequences  of 
Alcohol  Dependence 

50078  The  Family  and  Alcohol  Dependence 

50079  Treatment  of  Alcohol  Dependence 

50080  Medical  Complications  of  Alcohol 
Dependence 


INTERNAL  MEDICINE  SERIES 

50081  Asthma 

50082  Emphysema 

50083  Hyperthyroidism 

50084  Hypothyroidism 

50085  Rheumatoid  Arthritis 

50086  Osteoarthritis 

50087  Juvenile  Arthritis 

50088  Peptic  Ulcers 

50089  Anemia 

50090  Psoriasis 

OBSTETRICS  AND  GYNECOLOGY 

50091  Pregnancy 

50092  Endometriosis 

50093  The  Pill 

50094  Urogynecology 

50095  Menopause 

50096  Vaginal  Infections 

50097  Sexually  Transmitted  Diseases 

50098  Intrapartum  Care 

50099  Cesarean  Section 

50100  Hysterectomy 

50101  Prenatal  Activities 

50102  Fibroids 

50103  Tubal  Ligation 

50104  Sexual  Dysfunction 

50105  Normal  Conception 

50106  Female  Infertility 

50107  Serum  AFP  Screening 

50108  Prenatal  Genetic  Diagnosis 

50109  Abnormal  Cervical  Cytology 

50110  Pediatric  Gynecology 
ORTHOPEDICS  SERIES 

50111  Hip  Replacement 

50112  Broken  Forearm 

50113  Knee  Ligament  Injuries 

50114  Torn  Cartilage 

50115  Lower  Back  Pain 

50116  Back  Surgery 

50117  Whiplash 

50118  Adjusting  to  a Prosthesis 

50119  Legg-Perthe’s  Disease 

50120  Continuous  Passive  Motion 


SPECIAL  MEMBER  PRICE 

Any  5 programs  $129 
Any  10  Programs  $195 

(Regular  price  $89  each) 

Add  sales  tax  and  $4.00  for  shipping 

FOR  INFORMATION  OR  TO  ORDER  CALI 
(800)  877-1443 
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Public  Wealth 


Laurance  N.  Nickey, 
MD,  discusses  tuber- 
culosis control  and 
prevention  during  a 
meeting  with  US 
General  Accounting 
Office  evaluators  De- 
bra Carr  of  Denver, 
middle,  and  Madeline 
M.  Chulumovich  of 
Chicago.  Dr  Nickey 
is  director  of  the  El 
Paso  City/County 
Health  and  Environ- 
mental District. 


International  effort 
battles  TB  along  border 

PREVENTING  AND  CONTROLLING 
tuberculosis  along  the  US-Mex- 
ico  border  is  an  international 
effort.  That’s  what  representatives 
from  the  US  General  Accounting 
Office  (GAO)  were  told  during  a 
fact-finding  mission  in  El  Paso 
this  October. 

“Tuberculosis  control  and  pre- 
vention in  El  Paso  is  not  a single  ac- 
tion by  our  health  department,”  said 
Mike  Young,  administrator  for  the 
El  Paso  City/County  Health  and  En- 
vironmental District’s  Personal  and 
Preventive  Health  Services.  “This  is 
a total  cooperative  action  involving 
the  Juarez  [Mexico]  Health  Depart- 
ment, US  and  Mexico  Border  Health 
Association,  and  New  Mexico.” 

The  GAO  evaluators  were  meet- 
ing with  city  and  state  health 
officials,  as  well  as  health  officials 
from  Mexico  and  New  Mexico,  to 
collect  information  on  tuberculosis 
control  that  will  later  be  presented 
to  Congress  for  planning  and  fund- 
ing tuberculosis  programs. 

“We  want  to  gather  facts  on  TB 
programs  to  paint  a picture  of  what  is 
happening  out  there,”  said  Madeline 
M.  Chulumovich,  an  evaluator  from 
the  GAO  regional  office  in  Chicago. 

In  addition  to  visiting  El  Paso, 
evaluators  will  explore  programs  in 
Los  Angeles,  Chicago,  Atlanta,  and 
Newark.  The  West  Texas  city  was  se- 
lected for  review  because  of  border 
health  issues,  pediatric  TB,  and  high 
treatment  completion  rates.  GAO 
evaluators  will  look  at  Atlanta’s  in- 
creasing rate  of  TB  in  the  homeless 
population  and  HIV-positive  pa- 
tients. Newark  was  chosen  because 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits  the  Public 
Health  section  of  Texas  Medicine. 


of  its  high  rate  of  multidrug-resistant 
cases.  Los  Angeles  and  Chicago  were 
selected  to  examine  the  disease’s  im- 
pact in  large  US  cities. 

Ms  Chulumovich  says  a small, 
rural  city  in  the  South  is  also  being 
considered  for  evaluation.  “We  want 
the  area  to  be  one  where  patients 
have  to  travel  2 to  3 hours  to  see  a 
physician,”  she  said.  “This  will  help 
us  address  the  access-to-care  issue.” 

Evaluators  are  reviewing  federal, 
state,  and  local  funding;  area 
economics  and  demographics;  epi- 
demiological high-risk  populations; 
and  current  TB  control  and  preven- 
tion services. 

Physicians  working  along  the 
border  and  in  El  Paso  are  well  aware 
of  the  problems  that  exist  in  their 
corner  of  the  world.  “The  border  is 
a disease  gateway  for  the  rest  of  the 
nation,”  said  Miguel  Escobedo, 
MD,  of  the  El  Paso  City/County 
Health  and  Environmental  District. 

Dr  Escobedo  says  El  Paso’s  90% 
treatment  completion  rate  is  no  acci- 
dent; the  efforts  are  testimony  to  a lot 
of  work  on  the  local  level  with  mini- 
mum resources.  “It  is  not  an  easy 
task  taking  medication  on  a daily  ba- 
sis for  at  least  6 months,”  he  said. 

Diseases  like  tuberculosis  don’t 


stay  on  the  border,  Dr  Escobedo 
says.  “The  people  here  tend  to  mi- 
grate to  other  areas,  such  as  New 
York,  Chicago,  and  even  Atlanta,” 
he  said.  “We  are  in  a critical  time 
and  place.” 


TB  war  on  the  border 

• More  than  75%  of  patients  diag- 
nosed with  tuberculosis  in  El 
Paso  identify  contacts  in  Juarez. 

• An  estimated  50%  of  Juarez  resi- 
dents have  shoppers’  passes  al- 
lowing them  to  remain  in  El  Paso 
for  72  hours. 

• Many  US  citizens  live  in  Juarez 
and  work  in  El  Paso,  with  the  re- 
verse also  being  true. 

• Many  families  are  geographically 
split,  with  some  members  resid- 
ing in  El  Paso  while  others  live  in 
Juarez. 

• An  estimated  25%-30%  of  El 
Paso  tuberculosis  patients  have 
dual  residences  in  El  Paso  and 
Juarez. 

Source:  El  Paso  City/County  Health  and 
Environmental  District 
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Public  Health 


Children,  minorities 
hurt  by  return  of  TB 

A Houston  pediatrician 
says  preventing  childhood 
tuberculosis  has  to  begin 
with  adults. 

“There  is  only  one  way  to  reach 
the  goal  of  preventing  childhood  TB, 
and  that’s  preventing  adult  TB,”  said 
Jeff  Starke,  MD,  during  a recent  sem- 
inar sponsored  by  the  Texas  Medical 
Association  and  the  American  Lung 
Association  of  Texas.  Dr  Starke 
joined  a panel  of  experts  to  discuss 
tuberculosis  in  special  populations. 

Dr  Starke,  an  assistant  professor  at 
Baylor  College  of  Medicine,  says  there 
have  been  few  recent  national  surveys 
of  TB  infection  among  children.  Be- 
tween 1987  and  1991,  however,  Texas 
Department  of  Health  figures  showed 
a 77%  increase  in  TB  cases  among 
Texas  children  under  age  15. 

In  Houston,  the  infection  rates 
among  children  are  “frighteningly 
high,”  says  Dr  Starke.  “The  percent- 
age of  children  with  TB  being  hospi- 
talized is  increasing,”  he  said.  “I 
don’t  think  it  is  the  way  outpatients 
are  being  treated.  I think  it’s  because 
the  children  are  sick.” 

TB  infection  rates  among  minori- 
ty populations  are  also  a concern  of 
Texas  health  officials.  More  than 
75%  of  the  TB  cases  reported  in 
Texas  in  1992  occurred  in  minority 
populations. 

Charles  Wallace,  MPH,  director  of 
the  Texas  Department  of  Health’s 
Office  of  Minority  Health  Centers  for 
Community  Health  Initiatives  and 
Cultural  Competency,  says  it  is  vital 
that  tuberculosis  caseworkers  cultur- 
ally identify  with  their  patients.  “The 
health-care  work  force  must  be  ethni- 
cally and  racially  diversified  when  it 
comes  to  managing  tuberculosis.”  ★ 
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Turberculosis  case  rates  in  Texas  and  the  United  States,  1982-1992 


Texas  turberculosis  case  rates  by  age  group,  1982-1992 

Cases  per  100,000 
30 
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Source:  Texas  Department  of  Health 


Texas  turberculosis  case  rates  by  race/ethnicity,  1985-1992 

Cases  per  100,000 
40 
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White 


Hispanic 


Source:  Texas  Department  of  Health 


White  includes  Asians/Pacific  Islanders  and  American  Indians 
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IT’S  THE  LAW! 

ELIMINATE  TAXES  ON  $250,000  OF  YOUR  INCOME 
(UP  TO  $99,000  at  NEW  RATES) 


Congress  created  the  Federal  Housing  Tax  Credit  program  to  encourage  investment  in 
privately-owned  housing  for  the  elderly,  handicapped  and  citizens  of  modest  means. 

♦ 

Section  42  of  the  IRS  Code  authorizes  immediate  dollar-for-dollar 
reduction  of  your  final  federal  income  taxes  due. 

♦ 

At  the  same  time,  capitalize  on  astute  investments  in  highly  undervalued  real  estate  in 
America's  best  long-term  growth  markets 


WHAT  THE  EXPERTS  SAY: 


"The  tax  credit  is  the  quintessen- 
tial tax  shelter  of  the  1990s:  You 
can  cut  your  taxes  while  you 
provide  direct  help  for  the  less 
fortunate. " 

PHYSICIAN'S  FINANCIAL  NEWS 


"High  marks  for  low-income 
housing.  Without  question,  tax 
credits  are  the  ultimate  tax  shel- 
ter. You  can  use  your  tax  credits 
dollar-  for-dollar  to  reduce  your 
actual  tax  hill. " 

THE  25  BEST  TAX  SHELTERS 


"The  low  income  housing  credit 
might  he  the  last  of  the  pure,  old- 
fashioned  lax  shelters  left.  It  lets 
you  lake  a tax  write-off  simply  by 
writing  a check  to  a partnership.  " 
TAX  AVOIDANCE  DIGEST 


"A  no-brainer  for  anyone  who 
wants  to  pay  less  income  tax.  " 
Joseph  J Vizzini,  CPA,  Sentra 
Securities,  Metaire,  LA 


"Literally  a gift  to  tax  payers 
from  the  IRS  and  Congress. " 
ClifFCarper,  Senior  VP,  Kemper 
Securities,  Newport  Beach,  CA 


Roger  P.  Holland  M.D.,  Ph.D. 

Vice  President,  Physicians'  Tax  Credit  Services 

Member  - TMA,  AAFP,  TAFP,  TMF,  & CMDS 
1812  Wendover  Place,  Tyler,  TX  75703 
903-534-9652  - Recorded  Messages  & Fax-On-Demand 


Medical  Malpractice  Insurance 


“Whatever  Your  Needs  Demand” 


Part  Time 

Individual 

Group 

Corporate 

Slot 

Per  Patient 

D&O 

Locum 

Excess 

Declined 

Clinic 

Hospital 

M.S.O. 

Discounts 

H.B.  18 

L.L.P. 

H.P.A. 

I.P.A. 

“We  Can 

Provide 

Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Health  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634'9513 


Physician  Oncology 


Education  Program 


Cancer  Prevention 
and  Detection 
Information  for 
Texas  Physicians 

The  Texas  Medical 
Association  Physician 
Oncology  Education 
Program  is  designed  to 
enhance  the  role  of  the 
primary-care  physician  in 
implementing  and  commu- 
nicating cancer  prevention, 
screening  and  early  detection. 
The  POEP  is  funded  by  the 
Texas  Cancer  Council. 

All  materials  and 
services  are  FREE 
OF  CHARGE  to  Texas 
physicians. 

■ 

Cancer  education  resources 
for  the  physician 

■ 

Funding  for  CME  cancer 
education  programs 

■ 

Scholarships  for 
physicians  to  attend 
CME  cancer  education 
programs 

m 

Grants  for  innovative 
cancer  educa  tion 
approaches 

■ 

Speakers  ’ Bureau 

For  an  order  form 
or  information: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext.  1672 
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Study  shows  increased 
development,  use  of 
practice  parameters 

Medical  practice 
parameters  are  a lot  like 
government  budget  cuts: 
you  hear  a lot  about  them,  but  very 
few  people  have  actually  seen  one. 

More  and  more  businesses,  insur- 
ance companies,  and  governmental 
entities  from  local  to  federal  levels 
are  looking  to  practice  parameters 
as  a way  to  gain  control  over  medi- 
cal costs,  but  much  confusion  exists 
over  the  issue. 

Critical  questions  include  how 
physicians  will  participate  in  the  de- 
velopment and  refinement  of  the 
guidelines  and  who  will  have  control 
over  these  activities.  In  response,  the 
Texas  Medical  Association’s  Hospi- 
tal Medical  Staff  Section  has  estab- 
lished a subcommittee  on  practice 
parameters  intended  to  increase 
physicians’  knowledge  of  issues  sur- 
rounding the  subject. 

“Our  main  goal  is  to  educate 
physicians  about  the  fact  that  con- 
tinued development  and  increased 
use  of  practice  parameters  is  a key 
issue  for  both  public  policy  and  pri- 
vate insurance  groups  in  the  coming 
decade,”  said  Josie  R.  Williams, 
MD,  a Paris  gastroenterologist  who 
chairs  the  subcommittee. 

Improving  access 

“We  also  are  seeking  improved 
physician  access  to  practice  param- 
eters and  physician  input  into  the 
development,  distribution,  and  use 
of  practice  parameters,  including 
development  of  a uniform  format,” 
she  said. 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


Dr  Will  iams  says  the  subcommit- 
tee hopes  to  influence  the  American 
Medical  Association’s  policy  on  set- 
ting and  enforcing  practice  parameter 
standards,  to  survey  Texas  physicians 
to  determine  the  extent  of  interest  in 
and  use  of  parameters,  and  to  devel- 
op resources  to  give  physicians  access 
to  parameters. 

Good  practice  param- 
eters are  intended  to 
influence  medical  deci- 
sions by  summarizing  sci- 
entific data  about  clinical 
problems;  by  combining 
this  information  with  the 
costs,  outcomes,  and  pa- 
tient preferences  for 
various  management 
strategies;  and  by  recom- 
mending management  of 
the  clinical  problems  sup- 
ported by  the  gathered 
information. 

Currently,  AMA  has 
catalogued  over  1,500 
parameters  developed  by 
more  than  45  groups. 

The  TMA  subcommit- 
tee has  developed  a white 
paper  outlining  many  of 
the  issues  surrounding 
practice  parameters.  Ac- 
cording to  the  paper, 
many  federal  government  officials 
and  legislators  believe  that  the  use  of 
appropriately  crafted,  scientifically 
sound  practice  parameters  will  save 
money  and  improve  care,  but  there 
is  very  little  evidence  to  support  that 
conclusion. 

By  limiting  the  management  and 
referral  options  of  physicians  for 
particular  conditions,  it  is  inferred, 
but  not  proven,  that  costs  of  care 
will  be  lowered.  The  report  points 
out  that  literature  concerning  appro- 
priateness of  care  is  also  inconclu- 
sive, and  use  of  practice  parameters 


might  actually  increase  costs  by  rec- 
ommending services  that  had  been 
used  rarely  in  the  past. 

Other  considerations 

In  addition  to  cost  containment, 
other  issues  concerning  practice  pa- 
rameters include  widespread  varia- 
tions in  clinical  practice 
for  given  conditions, 
growing  evidence  of  inap- 
propriate or  wasteful 
practices,  and  an  increas- 
ing interest  in  the  quality 
of  health  care. 

The  paper  notes  that 
use  of  parameters  has 
been  promoted  in  recent 
years  as  a strategy  to  im- 
prove all  of  the  above 
problems,  but  again  there 
is  little  documented  evi- 
dence to  support  such 
claims. 

The  paper  also  dis- 
cusses AMA  activities 
surrounding  practice  pa- 
rameters, how  parame- 
ters are  being  instituted 
in  several  other  states, 
and  a discussion  of  the  li- 
ability issues  concerning 
their  use. 

The  report  concludes 
that  while  properly  developed  prac- 
tice parameters  offer  a promising 
way  to  define  appropriate  medical 
care,  provide  a rational  foundation 
for  examining  the  appropriateness 
of  medical  care  provided,  and  es- 
tablish a means  to  assure  appropri- 
ate use  of  health-care  services,  they 
still  have  significant  limitations. 

It  notes  that  clinical  data  do  not 
now  exist  to  provide  valid  empirical 
information  on  which  to  base  pa- 
rameters. However,  current  health- 
system  reform  efforts  suggest  that 
the  absence  of  data  on  parameter  ef- 


CONTINUED 
DEVELOPMENT 
AND  INCREASED 
USE  OF 

PRACTICE 

PARAMETERS  IS 
A KEY  ISSUE 

FOR  BOTH 

PUBLIC  POLICY 
AND  PRIVATE 
INSURANCE 

GROUPS  IN 

THE  COMING 
DECADE.” 


TEXAS  MEDICINE 


VOLUME  89  NO.  12 


DECEMBER  1 993 


31 


Medical  Economics 


fectiveness  may  be  less  important 
than  having  a framework  that,  in 
theory,  limits  health-care  costs  by 
modifying  physician  behavior. 

The  subcommittee  recommended 
that: 

• TMA  should  make  existing  prac- 
tice parameters  available  to 
physician  members  on  request 
and  investigate  the  best  way  to 
formally  keep  an  updated  library 
of  parameters. 

• Practice  parameters  should  con- 
tain an  explanation  of  the 
methodology  used  to  develop 
them. 

• The  format  of  all  practice  param- 
eters should  be  uniform. 

• Practice  parameters  should  be 
peer  reviewed  by  all  relevant 
medical  societies. 

• All  practice  parameters  should  be 
dated  and  scheduled  for  sunset  or 
renewed  after  a reasonable 
amount  of  time. 

• All  practice  parameters  used  by 
third-party  payors  should  be  de- 
veloped using  AMA  guidelines 
and  be  made  available  to  attend- 
ing physicians. 

• Methodology  used  in  developing 
practice  parameters  should  in- 
clude provisions  to  deal  with  lo- 
cal variations  and  control. 

The  TMA  library  is  cataloging 
available  practice  parameters  and 
making  them  available  to  physi- 
cians. For  information  on  how  to 
obtain  parameters  for  a particular 
specialty,  contact  the  TMA  library 
reference  desk  at  (800)  880-1300  or 
(512)  370-1551. 

For  a copy  of  the  TMA  white  pa- 
per on  practice  parameters,  contact 
Lisa  Norman,  TMA  health-care  de- 
livery specialist,  at  (800)  880-1300 
or (512) 370-1404. 


Professional  liability 
premium  discounts 
available  through  1997 

Texas  physicians  still 
have  through  September  1, 
1997,  to  take  advantage  of  a 
law  passed  in  1989  that  provides  for 
discounts  on  premiums  for  profes- 
sional liability  coverage. 

A provision  of  House  Bill  18  al- 
lows physicians  who  complete  con- 
tinuing education  in  risk  manage- 
ment and  deliver  charity  care  to 
some  of  their  patients  to  receive  a re- 
duction in  their  liability  premiums. 
The  program  was  retained  by  the 
Texas  Legislature  in  1993  after  the 
Sunset  Commission  review  of  the 
Texas  Medical  Practice  Act. 

To  be  eligible  for  the  program, 
you  must  meet  the  following  criteria: 

• Have  a valid  professional  liability 
insurance  policy  for  medical  mal- 
practice with  specified  limits; 

• Deliver  charity  care  in  at  least  10% 
of  your  patient  encounters  during 
the  term  of  your  policy;  and 
• Complete  15  hours  of  qualifying 
continuing  medical  education 
(CME)  in  risk  reduction  and  pa- 
tient safety  during  the  calendar 
year  your  policy  is  in  effect. 

For  physicians  who  qualify,  the 
state  will  be  the  first  party  to  pay  for 
actual  damages  of  an  award  against 
a physician  arising  from  participa- 
tion in  charity  care. 

Charity  care  under  the  program 
is  defined  as  services  under: 

• Treatment  for  emergency  patients 
encountered  to  the  extent  the 
physician  is  not  compensated, 

• Medicaid, 

• Texas  Department  of  Human  Ser- 


vices County  Indigent  Health 
Care  Program, 

• Texas  Department  of  Health  Pri- 
mary Health  Care  Services  Pro- 
gram, 

• Texas  Department  of  Health 
Chronically  111  and  Disabled 
Children’s  Services  Program,  or 

• A contract  with  a federally  fund- 
ed migrant  or  community  health 
center. 

As  a result  of  the  1993  legislative 
review  process,  several  additional 
types  of  patient  encounters  may  be 
used  as  part  of  the  10%  charity  care 
requirement.  These  are: 

• Patients  seen  through  an  indigent 
health-care  program  of  a hospital 
district; 

• Inmates  in  the  custody  of  a coun- 
ty correctional  institution;  and 

• Patients  seen  as  part  of  an  ap- 
proved family  practice  residency 
training  program,  to  the  extent 
that  the  physician  is  not  compen- 
sated for  services. 

To  qualify  for  the  premium  dis- 
count, you  must  notify  your  liability 
carrier  at  the  time  of  application  or 
renewal,  stating  the  intention  to 
meet  the  charity  care  work  load  and 
to  take  15  hours  of  CME. 

TMA’s  risk  management  depart- 
ment regularly  conducts  a series  of 
15-hour  workshops  to  help  physi- 
cians meet  the  CME  requirements 
of  House  Bill  18.  A series  of  pro- 
grams will  be  held  beginning  in 
January  1994.  For  dates  and  times, 
or  for  more  information,  call  the 
TMA  risk  management  department 
at  (800)  880-1300,  ext  1411,  or 
(512)  370-1411.  ★ 
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HOUSTON  / DALLAS  PHYSICIANS 


Looking 
for  that 
perfect 
fit? 

l ou  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  fit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  service  for 
physician  applicants 

★ 

Low-cost  recniitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  service 

★ 

Urban  and  rural  placements 

★ 

Texas-based  matching  service 

CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 


TexasMedical 

Association 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Here's  a thought  for  you 

MAYBE  today's  complex  world  of  medicine  has  innundated  you 
with  multiple  pressures  ranging  from  regulations  to  unending  paperwork, 
to  billing  complexities  that  take  more  time  than  they're  worth.  MAYBE 
EVEN  your  unquestioned  love  for  the  practice  of  medicine  has  become 
frustrating  due  to  the  result  of  newly-mandated  government  reforms. 
JUST  MAYBE  in  your  solo  practice,  you  have  experienced  too  much 
understaffing,  long  hours,  and  shrinking  income,  and  not  enough  time  to 
just  practice  good  old-fashioned  medicine. 

It  s never  too  late  to  make  a change  for  the  better! 

Jhe  Doctors  Officenter  Medical  Group  is  a physician-owned  and  physi- 
cian-managed medical  practice.  We  can  offer  you  a professionally  reward- 
ing career  earning  a high  income,  excellent  benefits,  while  you  pursue 
upward  mobility  without  the  hassles  associated  with  endless  paperwork. 
Our  practice  hours  are  tailored  to  suit  your  needs.  Offices  throughout  the 
greater  Houston  and  Dallas  areas  provide  the  most  cost-effective  quality 
care  in  both  fee-for-service  and  managed  care  environments.  Call  NOW 
for  the  opportunities  awaiting  you. 

1-800-633-2373,  ext.  283  , Joni  Taylor 


1 DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Houston's  leading  federal 
criminal  defense  attorneys,  Douglas  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNabb 
also  represents  individuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail/ wire  fraud  crimes,  environmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 

, . , Mr.  McNabb  has  been  involved  in  numerous 

high  profile  cases  that  have  been  the  subject  of  several  books  and  movies.  He  is  licensed 
o practice  before  the  U.S.  Supreme  Court  and  other  federal  courts  throughout  the 
United  States  Mr.  McNabb  is  a member  of  the  Houston  and  Federal  Bar  Associations, 
a e Bar  of  Texas,  National  Association  of  Criminal  Defense  Lawyers,  and  the  Texas 
Criminal  Defense  Lawyers  Association.  He  is  also  a member  of  various  Masonic  oreani- 
fi!  ‘n^udlng  Arabla  Shrine  and  Scottish  Rite.  Mr.  McNabb's  offices  are  located  on 
(713)  237  ooil  ^ TeX3S  Commerce  Tower'  in  the  heart  of  downtown  Houston.  Phone 

cer^*®b  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


Texas  Medicine  Feature 


The  life  of  the  rural  physician  in  Texas 


It’s  because  they’re  doctors. 


Ask  rural  physicians  why  they  resist  the  pressure  to 
specialize,  suffer  lower  reimbursement  rates,  and  endure  the 
never-ending  demand  for  their  total  dedication,  and  the 
answer  is  as  simple  as  a career  choice. 

Which  is  not  to  say  there  aren’t  other  reasons.  A skyline 
unbroken  except  for  a water  tower  with  “Shiner”  stenciled 
on  it.  The  complete  devotion  of  their  patients  and  the 
challenge  of  treating  them  from  birth  to  death.  And  a sense 
of  responsibility  to  those  who  have  forsaken  city  life  for 
small  towns  and  near-empty  counties  across  Texas. 

By  Beth  Graddy,  Assistant  editor 


34 


TEXAS  MEDICINE 


VOLUME  89  NO.  12 


DECEMBER  1 993 


IHF.SE  are  our  neighbors, 
our  family,”  Maurice  Wilkinson,  | 
MD,  said  of  the  residents  of  J 
Shiner  (population  2,000).  j 
“They  do  for  us  just  like  we 
do  for  them.  You  have  to  treat 
them  well.” 

I 

That’s  exactly  what  she’s  tried  to 
do  since  going  into  practice  17  years 
ago,  first  in  Flatonia  and  later  in  j 
Shiner.  Her  commitment  to  rural 
medicine  goes  back  even  farther 
than  that,  to  her  childhood. 

Dr  Wilkinson  chose  medicine 
against  the  advice  of  her  parents.  | 
“My  dad  wanted  me  to  be  a veteri-  j 
narian.  My  mother  wanted  me  to  be  j 
a nurse,”  Dr  Wilkinson  explained. 

“I  always  wanted  to  be  a doctor.” 

Ironically,  it  was  her  parents  who  ! 
unintentionally  influenced  her  to 
seek  a rural  setting.  A blue-collar 
family,  they  reared  her  with  blue- 
collar  sensibilities. 

“My  father  was  a ranch  manager,  ' 
and  I grew  up  with  that,”  she  said. 
While  most  of  her  fellow  medical  stu-  1 
dents  at  Texas  Tech  University 
Health  Sciences  Center  in  Lubbock  ! 

I 

seemed  to  come  from  middle-  and  1 

I 

upper-class  stock,  she  had  “the  other 
end  of  the  experience.”  She  added,  “I 
wouldn’t  trade  the  life  I grew  up  in.” 

But  that  wasn’t  her  parents’  only 
impact  on  her.  When  she  was  at 
medical  school  in  Lubbock,  her  fa- 
ther suffered  a stroke  while  work- 
ing in  a remote  area  and  died.  He  j 
wasn’t  found  immediately,  and  then  j 
there  was  no  ambulance  to  trans- 
port him  to  a hospital.  That  was  j 
enough  to  convince  her  of  where 
she  was  needed. 

I 

Lhat  choice  changed  the  course 
of  her  future  in  ways  she  couldn’t  j 
have  imagined. 

“Friday  night  football  is  a way  of  | 
life,”  she  said,  “and  I’ve  learned  a j 
lot  about  it.”  She’s  had  to  as  the  j 
team  physician,  and  having  deliv-  j 
ered  many  of  the  players  and  cheer-  j 
leaders,  she  wouldn’t  have  it  any  j 
other  way.  ; 

“I  see  kids  I delivered,  and  I re-  j 
member  their  first-grade  pictures  — j 
and  now  they’re  homecoming  j 
queens,”  she  said. 

By  now,  Dr  Wilkinson  knows  pret-  | 


ty  much  all  there  is  to  know  about 
doctoring  in  a rural  area.  She  knows  j 
what  it’s  like  to  be  the  only  medical 
care  for  miles  — and  she  knows  exact- 
ly what  time  the  local  merchants  close.  \ 
“Yeah,  the  grocery  store  closes  at  6 
o’clock,”  she  said.  “You  learn  to  be  a 
lot  better  organized.” 

And  you  learn  to  expect  the  un- 
expected. Dr  Wilkinson  recounts  the 
tale  of  a man  who  asked  her  to  oper- 
ate on  his  daughter’s  4-H  caliber  pig.  j 

“I  couldn’t  talk  the  girl’s  father 
out  of  it,”  Dr  Wilkinson  explained.  | 
“I  hadn't  left  a scar  when  I worked 
on  him,  and  he  was  convinced  I’d  do 
as  good  a job  on  his  daughter’s  pig.”  j 


“/  see  kids  I delivered, 
and  I remember  their 
first-grade  pictures  — 
and  now  they’re 
homecoming  queens.  ” 


After  a conference  call  with  a lo- 
cal veterinarian,  she  performed  the 
procedure,  fulfilling  in  a small  way 
her  father’s  wish  that  she  go  into  an- 
imal medicine.  She  drew  the  line  at 
delivering  foals,  she  says,  when  the 
same  man  came  again  with  his  preg- 
nant horse. 

I 

I 

Doctor  doesn’t  j 

miss  the  city  j 

fOR  Dr  Wilkinson,  a j 

typical  day  begins  at  6 am  when  | 
she  drives  16  miles  to  the  hospital.  j 
“This  morning  I had  a patient 
with  a gastrointestinal  bleed,  and  an 
elderly  lady  in  from  the  nursing  | 
home  who  has  a urinary  tract  infec-  j 
tion  and  terminal  cancer.  Another  ! 


lady  admitted  through  the  emergen- 
cy room  last  night  has  acute  urinary 
tissue  in  the  bladder  tumor,  and  then 
I have  another  gentleman  who  has 
really  bad  congestive  heart  failure,” 
she  said  of  one  Friday’s  beginning. 

“The  load  was  light.  Sometimes 
my  hospital  load  is  up  to  12  or  15,” 
she  added.  “Since  it’s  at  a manage- 
able level  now.  I’m  back  to  the  office 
to  start  seeing  patients.” 

Most  days  include  a morning 
conference  with  her  physician  assis- 
tant to  resolve  any  unanswered 
questions  from  the  day  before  and  to 
make  plans  before  they  get  started. 

“We  will  see  an  average  of  be- 
tween 45  and  60  patients  a day. 
Sometimes  we  see  more,”  she  said. 
“In  the  winter  months,  we  see  up  to 
80  and  85.”  Some  of  those  patients 
are  seen  at  home.  “I  make  house 
calls  all  the  time,”  she  said.  “That  is 
just  part  of  the  service.” 

Her  day  usually  ends  late,  al- 
though her  closing  hours  are  suppos- 
edly 6 o’clock,  and  she  finishes  with 
another  visit  to  the  hospital. 

Dr  Wilkinson  doesn’t  miss  the 
city,  but  she  occasionally  pines  for 
the  university  atmosphere.  “I  have 
some  loneliness  for  academia,”  she 
admitted  with  a wry  smile.  “But  if 
anybody  is  suited  to  being  a country 
doctor,  it’s  me.” 


Seen  it  all 

TROLLING  INTO  ONE  OF 
Weatherford’s  few  restaurants, 
Jack  Eidson,  MD,  finds  himself 
the  recipient  of  a round  of  applause. 
He  recently  won  a statewide  honor, 
and  the  town’s  residents  are  proud 
of  their  physician. 

With  a population  approaching 
15,000  and  a total  of  17  doctors,  in- 
cluding Dr  Eidson’s  son,  Weatherford 
isn’t  a small  town  anymore.  But  Dr 
Eidson  has  been  there  since  1950, 
when  it  was.  He’s  seen  the  town 
awaken  as  a bedroom  community  of 
Fort  Worth,  even  as  the  uncharted 
territory  of  medicine  has  become  the 
high-technology  science  of  today. 

Dr  Eidson’s  been  able  to  have  the 
kind  of  Norman  Rockwell  practice 


TEXAS  MEDICINE 


VOLUME  89  NO.  12 


DECEMBER  1993 


35 


that  has  inspired  countless  modern- 
day  physicians,  most  of  whom  won’t 
have  nearly  the  same  experience. 

“I’ve  practiced  during  the  golden 
age  of  medicine,”  he  explained. 
“That’s  after  penicillin  and  before 
Medicare  and  Medicaid.” 

Dr  Eidson  graduated  from  Bay- 
lor College  of  Medicine  in  1946, 
and  like  most  physicians  of  his  gen- 


maurice  Wilkinson,  md 


eration,  he’s  had  the  remarkable  ex- 
perience of  learning  most  of  what 
he  knows  on  the  job.  “The  ad- 
vances in  medicine  during  the  past 
four  decades  have  been  phenome- 
nal,” he  said,  “with  the  disappear- 
ance of  small  pox,  diphtheria,  and 
almost  with  tuberculosis,  whooping 
cough,  and  tetanus.” 

He’s  also  seen  adequate  birth  con- 
trol replace  less  scientific  methods,  and 
he  remembers  a woman  he  treated  in 
the  1950s  before  the  pill  reached 
widespread  use  in  rural  areas. 

“She  came  in  with  her  fourth 
pregnancy  and  wasn’t  happy  about 
it,”  he  said.  “I  asked  her  what  she 
used  for  contraception,  and  she  said 
that  her  grandmother  told  her  to  use 
meat  grease.  Then  she  looked  at  me 
very  seriously  and  said,  ‘But  don’t 
use  Crisco!”’ 

To  Dr  Eidson,  advances  such  as 
laser  techniques,  MRIs,  CT  scans, 
and  sonograms  are  marvels.  “They 
were  all  just  dreams  40  years  ago,” 
he  said,  predicting  that  the  next  four 
decades  will  be  even  more  exciting 
than  the  last  ones. 

Even  Medicare  and  Medicaid 
won’t  seem  so  bad.  “The  next  gener- 
ation, our  future  doctors,  won’t 
know  what  it  was  like  to  practice 
without  government  interference,” 
he  explained. 


Battling  the 
legend 


f it’s  Tuesday,  this 

must  be  the  Indigent 
Maternity  Health  Clinic. 

In  Fort  Stockton  (popu- 
lation 9,000),  where  the 
general  surgeon  cares  for 
about  60  nursing  home 
residents  and  the  pediatri- 
cian has  been  known  to 
take  call  at  the  hospital,  it 
isn’t  surprising  that  Sheri 
Talley,  MD,  stays  busy. 

In  fact,  Dr  Talley  trails 
off  when  she  tries  to  list  her 
various  titles:  county  health 
officer,  medical  director  of 
health  and  mental  retardation,  medi- 
cal director  at  the  retirement  center, 
chief  of  medical  staff.  . . . 

There’s  more,  but  she  can’t  re- 
member them  at  the  moment.  And 
she  can’t  think  about  that  right  now 
anyway.  She  has  still-wet  x-rays  to 
study  and  an  ingrown  toenail  to  re- 
move, and  she  has  to  get  over  to  the 
hospital  to  conduct  a stress  test. 


Sheri  Talley,  md 


Add  radiologist  and  cardiologist 
to  the  list. 

Rural  physicians  are  called  upon 
to  do  it  all,  says  Marion  Zetzman, 
DrPH,  executive  committee  chair  at 
the  Center  for  Rural  Health  Initia- 
tives. That’s  why  the  job  requires 
such  a broad  educational  base  — and 
it’s  one  reason  few  doctors  can  do  it. 

But  the  ones  who  succeed  find  it 
difficult  to  avoid  becoming  worka- 
holics, according  to  James  Hra- 
chovy,  MD.  In  an  article  in  the 
Houston  Chronicle  this  July,  he 
wrote  that  one  thing  rural  physi- 


cians must  learn  is  how  to  say  no. 

“Being  a small-town  physician 
means  you  will  be  asked  to  be  county 
and  city  health  officer,  medical  direc- 
tor of  the  nursing  home,  and  medical 
director  of  the  home  health  agency,” 
Dr  Hrachovy  warned.  “You  also  will 
be  expected  to  join  every  civic  and 
church  organization.  . . . Suddenly, 
you  are  over-committed.” 

For  Dr  Talley,  it  all  finally  be- 
came too  much. 

Last  spring,  under  the  increasing 
pressure  to  be  all  things  to  all  peo- 
ple, she  found  herself  succumbing  to 
stress  and  took  a leave  of  absence 
from  hospital  duties.  Dr  Talley’s  idea 
of  a break  included  maintaining  her 
practice,  however,  along  with  con- 
tinuing in  many  of  her  other  duties, 
including  her  position  as  Pecos 
County  health  officer. 

“We  had  a very  hard  winter,” 
she  said,  explaining  what  she  called 
a painful  decision.  “It  did  get  the 
community’s  attention.  That’s  when 
they  brought  in  a high-dollar  re- 
cruiting firm.” 

Fort  Stockton  has  only  three  full- 
time physicians.  Each  of  them  has  to 
battle  the  image  of  the  country  doctor 
as  someone  who  can  be  everywhere 
at  once,  treat  everybody  around  the 
clock,  and  maintain  a sweet,  gentle 
bedside  manner  at  all  times. 

If  that  was  ever  really  possible 
before,  it  isn’t  possible  today  for  a 
number  of  reasons,  Dr  Talley  says. 
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LT HOUGH  RURAL  AMERICA  grapples  to- 
day with  a shortage  of  physicians,  it  isn’t  a case  of 
history  repeating  itself. 

In  fact,  most  rural  communities  in  the  19th  and 
early  20th  centuries  had  three  or  more  physicians,  ac- 
cording to  Marion  Zetzman,  DrPH,  professor  and 
chair  of  the  community  medicine  division  at  The  Uni- 
versity of  Texas  Southwestern  School  of  Medicine. 

The  Flexner  Report  on  Medical  Education,  pub- 
lished in  1910,  noted  that  Wellington,  Tex  (popula- 
tion 87),  had  five  physicians;  Whitt  (population  378) 
had  four  physicians;  and  Whitney  (population  766) 
had  six. 

The  typical  physician  practicing  at  the  turn  of  the 
century  lived  in  town  or  on  a farm  and  traveled  to  see 
patients. 

“Most  medicine  in  rural  areas  at  that  time  was 
done  at  the  patient’s  home,”  said  Todd  Savitt,  PhD, 
president  of  the  board  of  the  Country  Doctor  Muse- 
um in  Bailey,  NC. 

Medical  treatment  methods  were  challenged  in  the 
early  1800s  by  reform  movements  of  alternative  prac- 
titioners, including  hydropaths,  homeopaths,  and 
Thomsonians,  according  to  Dr  Savitt,  a professor  of 
medical  history  at  East  Carolina  University  School  of 
Medicine  in  Greenville,  NC. 

These  challenges  prompted  physicians  to  band  to- 
gether, resulting  in  the  formation  of  the  American 
Medical  Association  in  1846.  By  the  turn  of  the  centu- 
ry, AMA  had  become  a powerful  organization,  suc- 
cessfully competing  with  and  eventually  eliminating 
most  alternative  healing  groups. 

In  1910,  AMA’s  quiet  cosponsorship  of  the  Flexner 
Report  helped  improve  and  standardize  medical  edu- 
cation, based  on  the  new  science  just  being  introduced 
in  Europe. 

The  germ  theory  had  been  accepted  by  the  end  of 
the  19th  century,  but  infectious  diseases  — or  “fevers” 
— remained  the  principal  causes  of  suffering  and 
death  for  decades  after  that,  according  to  Chester 
Burns,  MD,  PhD,  a professor  of  medical  history  at 
The  University  of  Texas  Medical  Branch  at  Galveston. 

The  acceptance  of  the  germ  theory,  in  combination 
with  other  advances  in  medical  technology  such  as  x- 
rays,  brought  medicine  into  the  20th  century.  Interest- 
ingly, nonmedical  advances  had  an  impact  as  well. 

The  invention  of  the  automobile  and  the  telephone 
made  it  easier  for  patients  to  visit  doctors  in  their 
offices,  which  increasingly  could  be  located  in  town. 


Edwin  Franks,  MD 


Dr  Savitt  adds.  And  the  improved  communication 
also  contributed  to  the  rise  of  specialization. 

“Physicians  could  get  a concentration  of  patients 
who  had,  say,  pediatric  problems  or  problems  with 
specific  parts  of  the  body,”  Dr  Savitt  said. 

Specialization,  along  with  tougher  licensing  stan- 
dards for  all  physicians,  led  to  a decrease  in  the  num- 
ber of  country  doctors.  But  as  recently  as  the  1940s, 
most  towns  with  populations  of  more  than  1,000  had 
at  least  one  physician.  Dr  Zetzman  says. 

By  then,  sulfonamides  and  penicillin  had  changed 
the  face  of  medicine,  and  the  medical  community  had 
been  successful  in  improving  sanitation  and  nutrition. 

Physicians  who  were  fresh-faced  kids  then  have  be- 
gun retiring  now.  Edwin  Franks,  MD,  who  retired 
from  his  West  Texas  practice  in  Iraan  in  1992,  exem- 
plifies the  group  that  bridged  the  gap  between  the 
modern-day  medical  wunderkind  and  the  benevolent 
country  doctor  of  yesteryear. 

Dr  Franks  has  treated  an  estimated  10,000  patients 
between  Del  Rio  and  Fort  Stockton  since  moving  to 
Iraan  (population  1,500)  in  1960.  He  refused  to  quit 
his  practice  until  a suitable  replacement  could  be 
found,  and  that  proved  difficult.  Unlike  a century  ago, 
rural  physicians  are  a scarce  commodity. 

After  about  2 years  of  searching,  the  community 
found  a man  prepared  to  step  into  Dr  Franks’  large 
shoes.  Iraan’s  new  country  doctor  undoubtedly  will 
face  a medical  landscape  subject  to  rapid  and  radical 
innovations  in  the  coming  years. 

It  may  help  him  to  remember  that  the  history  of 
rural  medicine  — indeed  of  all  medicine  — has  been 
a story  of  change. 
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Medicine  is  very  different  now 
than  it  was  20  years  ago,  when 
much  less  was  known,  she  says.  “It 
just  takes  more  time.” 

And  if  it  doesn't  take  more  from 
physicians,  then  maybe  they  are  just 
ready  to  give  less. 

“Doctors  today  want  to  spend 
time  with  their  families  instead  of 
leaving  before  dawn  and  getting 
home  after  dark,”  Dr  Talley  said.  “I 
have  a 4-year-old  son,  Carlos,  and 
he’s  important,  too.” 

Perhaps  one  thing  that  helped  the 
country  doctor  of  old  was  having  a 
wife.  Dr  Talley  has  concluded  that 
all  physicians  — women  included  — 
need  wives  to  take  care  of  the  do- 


“ Doctors  today 
want  to  spend  time 
with  their  families 
instead  of  leaving 
before  dawn 
and  getting  home 
after  dark.  ” 


mestic  front.  Or  something  like  that. 

Her  husband,  Jim  Hatcher,  stays 
home  with  their  son,  and  she  says  she 
couldn’t  do  it  without  his  help.  “Peo- 
ple wonder  how  I can  be  so  active  in 
organized  medicine  and  run  a busy 
practice,”  she  said.  “Think  what  you 
could  do  if  you  didn’t  have  to  cook, 
clean  the  house,  or  do  laundry.” 

Wearing  many  hats 

DAY  WITH  DR  TALLEY  PUTS 
to  rest  the  notion  that  rural  health 
care  doesn’t  bring  with  it  the  chal- 
lenges of  high-tech  specialties. 
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Tuesday  is  Indigent  Maternity 
Health  Clinic  day,  and  it’s  here  that 
the  exacting  demands  on  rural  physi- 
cians become  most  apparent.  Pulling 
her  blue  Geo  into  the  parking  lot.  Dr 
Talley  notes  the  many  cars  with  a 
groan.  “Oh,  no,  looks  like  it’s  full,” 
she  said.  “I'll  be  here  a while.” 

Dr  Talley  navigates  a hallway 
crammed  with  women  in  all  stages 
of  pregnancy,  remarking  that  she  de- 
livers as  many  babies  as  some  obste- 
tricians. The  nurse  has  a patient 
waiting  in  the  exam  room,  a young 
woman  35  weeks  pregnant  who 
hasn’t  yet  seen  a physician  for  pre- 
natal care. 

In  halting  Spanish,  Dr  Talley  asks 
if  the  woman  wants  her  tubes  tied  as 
soon  as  the  baby  is  born,  which  could 
be  any  moment  now.  The  patient  de- 
clines, and  Dr  Talley  shakes  her  head. 
The  frustrating  thing  is  that  an 
episode  like  this  is  becoming  almost 
as  routine  as  the  3-year-old  with 
croup  or  the  older  man  with  heart 
disease  she  saw  earlier  in  the  day. 

“We  have  a teen  pregnancy  rate 
that’s  higher  than  the  national  aver- 
age. We  have  a cardiovascular  mor- 
tality rate  that’s  higher  than  the  na- 
tional average,”  she  said.  “We  have 
sexually  transmitted  diseases  like 
you  wouldn’t  believe.” 

Given  those  facts,  Dr  Talley  finds 
herself  in  the  role  of  social  worker  as 
often  as  obstetrician. 

“They  don’t  quite  have  the  ser- 
vices here  that  you’re  used  to  in  a 
big  city,  but  you  learn  to  get  by,”  she 
said,  acknowledging  that  a great 
deal  of  rural  doctoring  involves  find- 
ing creative  approaches  to  problems. 

Sixty  miles  down  the  road  in 
Sanderson,  which  suffers  from  a se- 
vere medical  manpower  shortage, 
there  isn’t  even  a pharmacy.  But  the 
town  has  compensated  by  starting 
an  informal  network  for  picking  up 
each  other’s  prescriptions  on  regular 
runs  into  Fort  Stockton. 

For  Dr  Talley,  their  solving  that 
problem  represents  a triumph,  given 
the  town’s  remote  location.  “If  you 
think  this  is  the  end  of  the  earth,”  she 
said,  referring  to  Fort  Stockton,  “well, 
you  can  see  it  from  Sanderson.”  ★ 
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More  than  3.1  million 

people  live  in  rural  Texas. 
That’s  more  than  the  com- 
bined total  populations  of  Alas- 
ka, Delaware,  Nevada,  Vermont, 
and  Wyoming. 

Yet,  those  Texans  living  out- 
side metropolitan  areas  haven’t 
all  merited  adequate  health  ser- 
vices. For  instance,  in  1990,  hos- 
pital-based obstetrical  care  was 
unavailable  in  80  of  Texas’  205 
rural  counties,  according  to  the 
Texas  Rural  Health  Chartbook 
published  by  the  Center  for  Ru- 
ral Health  Initiatives  in  1992, 
the  most  recent  edition  available. 

By  that  year,  in  more  than 
82%  of  rural  Texas  counties, 
each  emergency  service  vehicle 
was  responsible  for  an  area 
greater  than  100  square  miles. 
And  despite  rural  Texas’  heavy 
dependence  on  primary  care 
physicians,  25  rural  counties  had 
none  as  of  1 990. 

The  federal  Rural  Health 
Clinic  Services  Act  passed  in 
1977  was  designed  to  address 
problems  like  these.  The  act  al- 
lows midlevel  providers,  such  as 
nurse  practitioners  and  physi- 
cian assistants,  to  provide  ser- 
vices under  the  supervision  of  a 
physician  who  doesn’t  have  to 
be  on-site  at  all  times.  For  cer- 
tification under  the  act,  a mi- 
dlevel practitioner  must  provide 
services  at  least  50%  of  the  time 
the  clinic  is  open  and  must  be 
able  to  readily  communicate 
with  the  physician. 

Because  of  low  reimburse- 
ment, confusing  regulatory  re- 
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quirements,  and  conflicts  with  state  law,  the  experi- 
ment in  reaching  medically  nnderserved  areas 
floundered  in  Texas  for  a decade. 

It  wasn’t  until  the  late  1980s  that  the  Texas  Legisla- 
ture addressed  the  problems  with  the  Omnibus  Health 
Care  Act.  Soon  after,  the  state’s  medical,  nursing,  and 
pharmacy  boards  followed  with  rule  changes  to  pro- 
mote the  establishment  of  rural  health  clinics  (RHCs). 

By  then,  rural  hospitals  were  closing  across  the 
state  at  a faster  rate  than  nationally,  and  a crisis  was 
at  hand. 

Today,  there  are  more  than  160  RHCs,  with  appli- 
cations for  between  80  and  90  pending  with  the  Texas 
Department  of  Health,  according  to  Sam  Tessen,  presi- 
dent of  the  Texas  Association  of  Rural  Health  Clinics. 
This,  Mr  Tessen  believes,  is  a glimpse  of  the  future. 

Maurice  Wilkinson,  MD,  agrees. 

Her  Fayette-Lavaca  Family  Medical 
Clinic  in  Shiner  is  a hospital 
provider-based  RHC,  meaning  it  is 
an  integral  — if  not  geographic  — 
part  of  a hospital.  (Provider-based 
RHCs  also  may  be  part  of  nursing 
homes  or  home  health  agencies.) 

“It  gives  me  more  of  a life,”  Dr 
Wilkinson  said.  “I  have  some  vaca- 
tion time  and  some  continuing  edu- 
cation time.” 

Dr  Wilkinson  also  has  more 
money.  Before  she  came  to  Shiner, 
she  practiced  in  Flatonia,  where 
roughly  70%  of  her  patients  were 
Medicare  or  Medicaid.  “There  were 
months  when  I netted  $900,”  Dr 
Wilkinson  said.  “I’m  lucky  that  my 
husband’s  a dentist,  but  not  all 
physicians  have  spouses  who  can 
support  them.” 

A better  reimbursement  system 
has  made  RHCs  an  attractive  alternative,  Mr  Tessen 
says.  For  provider-based  clinics  like  Dr  Wilkinson’s, 
the  Health  Care  Financing  Administration  (HCFA) 
bases  payment  on  a cost-to-charge  ratio. 

Said  Sheri  Talley,  MD,  who  is  considering  convert- 
ing her  practice  to  an  RHC,  “Cost-based  reimburse- 
ment — what  a concept.” 

A different  reimbursement  system  distinguishes 
provider-based  RHCs  from  independent  RHCs,  which 
anyone  can  own. 

“For  the  independent,  there  is  an  all-inclusive  rate 
set  by  HCFA,  which  maxed  out  this  year  at  $53.17,” 
Mr  Tessen  said.  When  a patient  covered  by  either 
Medicare  or  Medicaid  visits  an  independent  RHC,  the 
physician  or  other  provider  receives  up  to  $53.17,  re- 
gardless of  the  procedure. 

“In  the  past,  Medicaid  reimbursement  for  an  office 


visit  to  a physician  might  have  been  $20,  depending 
upon  the  service  and  procedure.  $o  with  an  RHC,  that 
physician  would  see  his  reimbursement  suddenly  go 
up,”  Mr  Tessen  said.  “The  downside  is  that  if  they 
provide  a lot  of  costly  services  — diagnostics,  etc  — 
and  the  cost  to  the  provider  is  $120,  the  provider  is 
still  only  going  to  get  paid  the  all-inclusive  rate.” 

“But  RHCs  are  not  intended  to  be  full-service  medi- 
cal clinics,”  he  added. 

That’s  what  referrals  are  for,  and  networking  for 
such  resources  can  go  a long  way  toward  supplement- 
ing the  care  provided  at  RHCs,  according  to  Alma 
Golden,  MD.  Dr  Golden  serves  as  director  of  pedi- 
atric services  for  the  Maternal  and  Child  Health  Pro- 
gram at  The  University  of  Texas  Medical  Branch  at 
Galveston  (UTMB). 

For  more  than  20  years,  UTMB 
has  been  offering  some  services  in 
communities  where  there  weren’t 
enough  physicians  to  meet  the  de- 
mand. The  program  provides  a 
training  ground  for  UTMB  students 
while  serving  pregnant  women  and 
children  in  RHCs  as  far  north  as 
Nacogdoches  and  as  far  south  as 
Harlingen.  $ome  say  it  may  be  pio- 
neering the  linkage  of  RHCs  with 
secondary  and  tertiary  providers, 
forming  a system  for  full-service 
medical  care. 

The  program  is  considered  a 
model,  but  whether  or  not  RHCs 
will  define  the  future  of  rural  health 
care  depends,  of  course,  on  health- 
system  reform. 

Although  the  Clinton  plan 
doesn’t  specifically  mention  RHCs, 
Lisa  Norman,  who  staffs  the  Texas 
Medical  Association’s  Committee  on 
Rural  Health,  says  RHCs  have  expanded  access  so 
well  that  they  can’t  easily  be  ignored. 

Mr  Tessen  says  a provision  exists  in  Clinton’s  pro- 
gram for  what  are  called  essential  service  providers 
(ESPs).  “I  think,  at  least  initially,  RHCs  will  fit  into 
that  category,  or  some  version  of  it,”  Mr  Tessen  said. 
And  he  predicts  that  RFICs  will  continue  to  play  a role 
under  health-system  reform. 

For  rural  physicians,  a well-established  network  of 
RHCs  would  mean  less  worrying  about  funding  and  a 
return  to  the  practice  of  medicine.  As  Dr  Wilkinson 
put  it,  “I  like  to  practice  medicine  and  take  care  of  sick 
people,  and  RHCs  take  all  the  business  away.  It’s  like 
someone  unsaddled  me.” 

For  more  information  on  RHCs,  phone  Lisa  Nor- 
man in  TMA’s  health  care  delivery  department  at  (800) 
880-1300  or  (512)  371-1404. 


“ It  gives  me 
more  of  a life. 

I have  some 
vacation  time  and 
some  continuing 
education  time.  ” 
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Caution  required  when 
contracting  with  managed 
care  organizations 

By  Bernard  D.  Hirsh,  JD 

Counsel,  Wildman,  Harrold,  Allen  & Dixon, 
Chicago,  III,  and  former  general  counsel  of 
the  American  Medical  Association 

Donald  P.  Wilcox,  JD 

TMA  general  counsel 


POTENTIAL  CONFLICT  BETWEEN 
the  business  interests  of  man- 
aged care  organizations  and 
physicians’  goals  of  delivering  high- 
quality  patient  care  must  be  contem- 
plated by  all  who  are  considering 
managed  care  contracts. 

Before  signing,  a physician 
should  first  obtain  information  re- 
garding: 

• The  managed  care  plan’s  capital 
and  financial  resources; 

• The  expertise  and  track  record  of 
its  administrators; 

• Local  employers  who  are  offering 
the  plan; 

• Literature  given  to  prospective 
enrollees,  including  explanation 
of  benefits; 

• Rules  and  regulations  governing 
covered  services;  and 
• Specific  information  regarding 
payment  of  fees  or  capitation  and 
the  plan’s  withhold  or  incentive  j 
system,  if  any. 

In  addition,  a physician  should 
discuss  the  plan  with: 

• His  or  her  office  staff  regarding 
the  record  keeping,  claims  forms, 
and  appointment  procedures  re- 
quired by  the  plan; 

• An  accountant  about  the  likely 
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financial  effect  on  the  practice; 
and 

• An  attorney  regarding  the  provi- 
sions of  the  contract. 

Provisions  in  contracts  used  by 
managed  care  organizations  often  are 
similar.  Following  are  samples  of 
some  key  provisions  of  managed  care 
contracts  and  comments  about  them. 

Medically  Necessary  Care.  Physician 
shall  provide  only  that  level  of  care  which 
is  Medically  Necessary.  As  used  in  this 
Agreement,  the  term  Medically  Neces- 
sary refers  to  those  services  required  to 
identify  or  treat  a Member’s  illness  or  in- 
jury, which  as  determined  by  the  Plan  or 
its  utilization  management  committee 
are:  (1)  consistent  with  the  symptoms  or 
treatment  of  the  Member’s  condition,  dis- 
ease, ailment,  or  injury;  (2)  appropriate 
with  regard  to  standards  of  good  medical 
practice;  and  (3)  the  most  appropriate 
level  of  service  which  can  be  safely  pro- 
vided to  the  Member. 

This  provision  binds  the  physician 
to  provide  only  that  level  of  care 
that  is  medically  necessary  as  deter- 
mined by  the  plan,  which  may  be 
lower  than  the  community’s  medical 
standards.  This  level  of  control  in- 
fringes upon  the  physician’s  clinical 
autonomy  and  may  directly  affect 
patient  welfare. 

In  Hughes  v Blue  Cross  of  North- 
ern California  (1),  the  court  held  that 
the  definition  of  medical  necessity 
must  be  consistent  with  the  commu- 
nity’s medical  standards  and  that  or- 
ganizations involved  in  utilization  re- 
view must  investigate  all  relevant 
facts  before  denying  a claim. 

Texas  law  prohibits  control  over 
the  practice  of  medicine  by  layper- 
sons or  corporations  (2),  and  the 
Texas  Medical  Practice  Act  provides 
that  the  corporate  practice  of 


medicine  is  illegal  (3).  Additionally, 
article  20A.29  of  the  Texas  Health 
Maintenance  Organization  Act  states 
that  the  act  shall  not  be  construed  to 
authorize  any  person  other  than  a 
duly  licensed  physician  “to  regulate, 
interfere,  or  intervene  in  any  manner 
in  the  practice  of  medicine.” 

The  utilization  review  process  is 
the  means  by  which  managed  care 
achieves  the  purpose  for  which  it 
was  created.  But  a health  mainte- 
nance organization  (HMO)  can  pur- 
sue this  objective  without  requiring 
participating  physicians  to  agree  to 
provide  only  those  services  the 
HMO  deems  medically  necessary. 
More  appropriately,  participating 
physicians  should  agree  to  provide 
medically  necessary  services  that 
conform  to  the  standard  of  care  of  a 
reasonably  competent  doctor  in  the 
same  or  similar  community. 

By  the  terms  of  its  contract  with 
subscribers,  an  HMO  may  set  forth 
rules  about  payment  for  services 
such  as  hospitalization  or  referrals 
to  specialists.  These  rules  are  de- 
signed to  discourage  physicians  from 
ordering  nonessential  or  medically 
unjustified  services,  while  permitting 
patients  to  pay  for  services  they  re- 
quested but  for  which  the  HMO  de- 
nied coverage. 

It  should  also  be  noted  that  con- 
trol over  physicians’  decision-mak- 
ing increases  an  HMO’s  exposure  to 
liability  for  the  malpractice  of  inde- 
pendent physician  providers. 

Managed  Care  Relations.  Relations  be- 
tween Physician  and  the  Plan  shall  be 
governed  by  the  following  covenants: 

(a)  Physician  agrees  to  comply  with  the 
managed  care  requirements  and  pro- 
cedures established  by  the  Plan, 
including  but  not  limited  to 
precertification  of  hospital  admis- 
sions and  outpatient  services,  dis- 
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charge  planning  and  inpatient  admis- 
sions, prior  authorization  for  refer- 
rals, and  utilization  management  as 
the  Plan  from  time  to  time  notifies 
Physician. 

(b)  Nothing  in  this  Agreement  is  intended 
to  create  nor  shall  it  be  construed  to 
create  any  right  for  the  Plan  to  inter- 
vene in  any  manner  with  the  methods 
or  means  by  which  Physician  renders 
services  to  participating  patients. 

The  first  paragraph  of  this  provision 
clearly  infringes  on  the  physician’s 
decision-making  and  professional  au- 
tonomy and  also  directly  affects  pa- 
tient care.  It  conflicts  with  the  second 
paragraph,  which  disclaims  any  in- 
tention to  intervene  in  the  physician’s 
choice  or  method  of  treatment. 

Rules  and  Regulations.  The  Plan  shall 
have  the  right  to  issue  rules  and  regula- 
tions that  materially  affect  the  responsi- 
bilities and  rights  of  Physician.  Physician 
shall  have  the  right  to  terminate  this 
Agreement  with  60  days  written  notice  to 
the  Plan,  such  notice  to  be  received  no 
more  than  30  days  after  the  Plan  issues 
its  rules  and  regulations. 

A physician  who  is  adversely  and 
materially  affected  by  new  rules  or 
regulations  adopted  by  an  HMO  un- 
der this  provision  will  nevertheless 
have  to  abide  by  them  for  60  days. 

Peer  Review  Activities.  Physician  agrees 
to  participate  in  the  Plan’s  credentialing 
process  and  to  participate  in  its  peer  re- 
view activities,  including  serving  on  pan- 
els, if  requested. 

Credentialing  and  peer  review  can 
be  very  time-consuming  activities, 
particularly  when  a panel  is  con- 
vened to  conduct  a hearing  and  re- 
port its  findings  in  writing.  Physi-  I 
cians  should  request  that  plans 
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provide  full  written  information  re- 
garding the  credentialing  and  peer 
review  processes.  Will  physicians  be 
paid  for  their  time?  Will  physicians 
have  statutory  peer  review  protec- 
tion? Does  the  plan  provide  insur- 
ance coverage  for  physicians’  risk  of 
litigation  in  serving  on  peer  review 
panels  or  in  performing  other  ad- 
ministrative functions  for  the  plan? 

It  is  essential  to  add  a provision 
that  physicians  may  decline  to  par- 
ticipate in  the  plan’s  credentialing 
process  and  peer  review  activities 
where  such  participation  involves  re- 
viewing competitors. 

Physician  Misconduct.  If  Physician  is 
found  guilty  of  a criminal  offense  or  li- 
able in  a civil  action  for  gross  miscon- 
duct, the  Plan  may  terminate  immediate- 
ly all  of  Physician’s  contractual  rights 
under  this  Agreement. 

Under  this  provision,  a physician 
found  guilty  of  the  criminal  offense  of 
speeding  or  gross  misconduct  in  a civil 
action  for  failure  to  pay  taxes  or  al- 
imony could  be  summarily  terminated. 
This  provision  is  too  broad  because  it 
does  not  specifically  relate  to  the  quali- 
ty of  patient  care  or  cost  containment. 
Taken  literally,  this  provision  also 
could  deprive  the  physician  of  pay- 
ments owed  for  medical  services. 

Withholds.  As  an  incentive  for  efficient 
care,  the  Plan  shall  withhold  20  percent 
of  each  monthly  capitation  payment  to 
Physician  until  the  end  of  the  calendar 
year.  If  Physician  exceeds  utilization 
norms  during  the  year  for  the  services 
listed  in  Exhibit  A,  the  excess  costs  shall 
be  deducted  from  the  total  of  the  Physi- 
cian’s total  monthly  withholds  and  the 
balance  shall  be  paid  to  Physician. 

Utilization  norms  have  a reasonable 
degree  of  statistical  validity  when 
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derived  from  and  applied  to  a large 
population  of  physicians  and  pa- 
tients. But  when  applied  to  patients 
under  the  care  of  an  individual 
physician,  facts  such  as  age,  occupa- 
tion, economic  status,  and  sheer 
chance  — not  efficiency  — may  ac- 
count for  one  physician  exceeding 
the  norms  and  another  staying  with- 
in them. 

When  a physician  must  pay  out 
of  his  or  her  own  pocket  the  cost  of 
necessary  services  that  exceed  uti- 
lization norms,  the  conflict  between 
the  physician’s  economic  interests 
and  the  patient’s  welfare  creates  an 
unfair  ethical  burden. 

Withholds  that  are  personal 
penalties  encourage  cost  containment 
at  the  expense  of  quality  patient  care. 
More  properly,  physicians  should  be 
paid  incentives  based  on  peer  review 
evaluations  of  the  quality  and 
efficiency  of  their  performance. 

Indemnity.  Physician  agrees  to  indemnify 
and  hold  the  Plan  harmless  from  all  lia- 
bility, damages,  or  expenses  of  any  kind, 
including  court  costs  and  attorney’s  fees, 
which  the  Plan  may  be  subjected  to  by 
reason  of  any  act,  negligence,  or  omis- 
sion on  the  part  of  Physician  in  connec- 
tion with  her/his  conduct  or  performance 
of  services. 

A physician  should  not  sign  an 
agreement  with  an  indemnity  or 
hold-harmless  provision  without 
first  obtaining  an  acknowledgment 
of  coverage  in  writing  from  his  or 
her  malpractice  insurance  carrier. 
Most  carriers  will  not  cover  liability 
contracted  for  with  a third  party, 
but  a few  carriers  reluctantly  do 
provide  such  protection  only  with 
respect  to  liability  for  a physician’s 
negligent  treatment. 

Even  if  a carrier  will  cover  a man- 
aged care  organization’s  liability  for 

41 


Law 


the  physician’s  negligent  treatment, 
the  amount  of  coverage  is  still  in 
question.  Plaintiffs  and  juries  treat 
corporations  as  “deep  pockets.” 

As  an  example,  assume  a jury 
finds  a physician  guilty  of  negligent 
treatment  and  the  managed  care  or- 
ganization jointly  responsible  for 
not  extending  preauthorized  hospi- 
talization. The  verdict  is  $1  million 
against  the  physician  and  $2  million 
against  the  managed  care  organiza- 
tion, but  the  physician’s  insurance 
has  a policy  limit  of  $1  million  for 
each  occurrence.  Under  this  clause, 
the  physician  would  be  held  respon- 
sible for  the  $2  million,  even  if  no 
negligence  by  the  physician  is  found. 
Indemnification  and  hold-harmless 
agreements  can  cause  much  legal 
and  financial  trauma. 

Nondisclosure.  Physician  shall  not  dis- 
close the  terms  of  this  Agreement,  in- 
cluding but  not  limited  to  any  fee  sched- 
ule or  capitation  payments,  without  the 
prior  written  consent  of  the  Plan.  This 
paragraph  shall  survive  the  termination 
of  this  Agreement. 

Taken  literally,  this  provision  bars  a 
physician  from  discussing  the  con- 
tract with  anyone,  including  his  or 
her  lawyer,  accountant,  financial 
adviser,  or  other  consultants  once 
it  has  been  executed  without  the 
written  consent  of  the  managed 
care  organization. 

Obviously,  it  is  easier  for  an 
HMO  to  deal  with  physicians  who 
have  not  communicated  with  one 
another  regarding  contract  provi- 
sions, fee  schedules,  or  capitation 
payments.  Generally,  the  courts,  in 
the  absence  of  anticompetitive  con- 
duct, will  protect  only  confidential 
information  such  as  trade  secrets 
from  disclosure. 


Legal  articles  in  Texas  Medicine  are  intend- 
ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. These  articles  are  published  with  the  un- 
derstanding that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters , readers  should  seek  as- 
sistance from  their  attorneys. 


Termination.  This  agreement  may  be  ter- 
minated by  either  party  upon  written  no- 
tice given  at  least  90  days  prior  to  the 
date  termination  is  to  be  effective. 

A managed  care  organization  does 
not  suffer  catastrophic  financial  loss 
when  an  individual  physician  termi- 
nates his  or  her  participation,  but  a 
physician  who  is  involuntarily  termi- 
nated may  lose  a primary  source  of 
income  if  many  of  his  or  her  patients 
are  in  the  plan. 

There  is  little  difference  between 
the  injury  sustained  when  a physician 
is  deprived  of  hospital  privileges 
without  cause  in  a one-hospital  com- 
munity and  that  caused  when  a 
physician  is  terminated  from  an 
HMO  that  dominates  health-care  de- 
livery in  the  community.  In  both  in- 
stances, physicians  should  be  entitled 
to  due  process  and  a fair  hearing. 

HMOs  have  not  only  the  right 
but  the  duty  to  exclude  physicians 
who  continue  a pattern  of  treat- 
ment, diagnostic  testing,  and  proce- 
dures that  cannot  be  medically 
justified  or  do  not  conform  to  the 
standards  of  medical  care  in  the 
community  or  similar  communities. 

Cost  containment  by  promoting 
efficient  methods  of  treatment  and 
eliminating  the  waste  of  limited  re- 
sources available  for  medical  care 
is  in  the  public  interest.  However, 
the  interests  of  both  patients  and 
physicians  require  that  cost  con- 
tainment be  accomplished  by  ob- 
serving standards  of  fairness  and 
due  process. 

It  remains  to  be  seen  whether  a 
termination  without  cause  provision 
will  be  enforceable  in  every  situa- 
tion. A fair  procedure  for  reviewing 
terminations  from  the  plan  should 
be  provided  so  that  arbitrary  deci- 
sions are  avoided. 


Before  you  sign 

Cost  containment  is  essential  to  the 
success  of  a managed  care  organiza- 
tion, but  so  are  consumer  satisfaction 
and  physician  provider  cooperation. 
Glowing  promotional  literature  used 
in  soliciting  subscribers  sometimes  of- 
fers a sharp  contrast  to  arbitrary  re- 
quirements relating  to  utilization  and 
appeal  rights  contained  in  enrollment 
and  physician  provider  contracts. 

An  HMO  invites  legal  liability 
when  its  contract  with  a physician 
provider  gives  it  authority  to  make 
medical  decisions  regarding  patients. 

For  example,  preadmission  re- 
view for  emergency  care  has  result- 
ed in  large  judgments  because  of 
delay  in  granting  or  denial  of  au- 
thorization for  prompt  emergency 
treatment.  For  the  protection  of 
both  the  HMO  and  the  physician, 
the  contract  should  provide  thar 
utilization  will  not  be  denied  with- 
out prior  consultation  with  the 
physician  and  that  preadmission  re- 
view is  not  required  before  the 
physician  admits  a patient  to  the 
hospital  for  emergency  care. 

Additionally,  physicians  should 
require  written  clarification  of  vague 
contract  provisions  and  should  draw 
attention  to  burdensome  paperwork. 
They  also  should  read  and  under- 
stand manuals  and  documents  refer- 
enced in  the  contract. 

Finally,  before  signing  a contract, 
physicians  should  obtain  the  input 
of  an  attorney  experienced  in  re- 
viewing managed  care  contracts 
from  a physician’s  perspective. 
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Changes  in  the  law  will 
affect  physicians 

By  Hugh  M.  Barton,  JD 

TMA  assistant  general  counsel 

The  73rd  Texas  Legislature 
enacted  more  than  150 
health-related  bills.  The  fol- 
lowing summarizes  the  practice-ori- 
ented provisions  of  them.  Except 
where  noted,  these  laws  became  ef- 
fective September  1. 

Act  requires  records  in  30  days 

The  Medical  Practice  Act  now  re- 
quires physicians  to  respond  to  re- 
quests for  release  of  medical  records 
within  30  days,  instead  of  the  old 
“reasonable  period  of  time”  rule. 
When  a physician  denies  a request 
to  release  medical  records,  either  in 
whole  or  in  part,  the  physician  must 
give  the  patient  a written  statement, 
signed  and  dated,  citing  the  reason 
for  the  denial.  A copy  of  this  state- 
ment must  go  in  the  medical  record. 
Physicians  may  still  charge  reason- 
able fees  for  copying  medical 
records,  and  they  may  still  deny  ac- 
cess to  medical  records  if  they  deter- 
mine that  access  would  be  harmful 
to  patients’  physical,  mental,  or 
emotional  health. 

The  law  permits  medical  records 
to  be  released  on  paper,  microfilm, 
microfiche,  computer  disk,  magnetic 
tape,  or  other  “appropriate  medi- 
um,” so  long  as  both  parties  agree 
on  that  medium  ( l). 

Act  doesn’t  limit  PA  employment 
arrangements 

The  legislature  enacted  the  Physician 
Assistants  Licensing  Act,  which 
places  no  limitation  on  the  employ- 
ment arrangements  of  physician  as- 
sistants (PAs),  although  each  PA 
must  still  have  a supervising  physi- 

TEXAS  MEDICINE  VOLUME  89  NO.  12 


cian.  Further,  a PA  may  be  employed 
by  a “health-care  facility”  or  other 
entity  so  long  as  the  facility  shares 
legal  responsibility  for  the  PA  with 
the  PA’s  supervising  physician  (2). 

New  requirements  for  prescription  drugs 

The  prescription  must  now  include 
the  intended  use  of  the  drug,  unless 
the  physician  determines  the  furnish- 
ing of  this  information  is  not  in  the 
best  interest  of  the  patient.  The  pre- 
scription also  must  include  the 
name,  address,  and  telephone  num- 
ber of  the  physician  at  the  physi- 
cian’s usual  place  of  business,  legibly 
printed  or  stamped. 

In  addition,  if  the  prescription  is 
for  a controlled  substance,  it  must 
include  the  DEA  registration  number 
of  the  physician  and  the  quantity 
shown  numerically  followed  by  the 
number  written  as  a word  if  the  or- 
der is  written  (3). 

Shady  advertising  made  illegal 

The  legislature  applied  uniform  adver- 
tising rules  to  all  licensed  health-care 
professionals.  All  false,  misleading,  or 
deceptive  advertising,  or  advertising 
not  readily  subject  to  verification,  is 
declared  illegal.  Specifically,  this  in- 
cludes advertising  that: 

• Creates  unjustified  expectations 
about  the  results  of  health-care 
services  or  procedures; 

• Compares  a health-care  profes- 
sional’s services  with  that  of  an- 
other unless  the  comparison  can 
be  substantiated; 

• Contains  a testimonial; 

• Causes  confusion  or  misunder- 
standing as  to  the  licensure  of  a 
health-care  professional; 

• Advertises  waiver  of  insurance  co- 
payments and  deductibles  when 
copayments  and  deductibles  are 
required; 
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• Advertises  acceptance  of  insur- 
ance payment  as  “payment  in 
full”  when  deductibles  or  copay- 
ments are  required; 

• Takes  advantage  of  the  fears  or 
emotions  of  a particularly  suscep- 
tible type  of  patient;  or 

• Uses  a professional  title  that  is 
expressly  or  commonly  reserved 
to  or  used  by  another  profession 
or  professional. 

The  attorney  general  may  assess 
civil  penalties  of  up  to  $1,000  per 
day  against  violators  (4). 

Age  of  consent  lowered 

In  the  past,  the  law  required  a per- 
son to  be  at  least  18  years  old  to 
consent  to  any  type  of  medical  treat- 
ment. The  legislature  has  lowered 
the  age  of  consent  for  blood  dona- 
tion to  17  years,  with  the  restriction 
that  a blood  bank  may  not  pay  17- 
year-olds  for  donating  blood  or 
blood  components  (5). 

Good  Samaritan  Act  clarified 

The  Good  Samaritan  Act  has  been 
clarified  to  provide  that  people  who 
administer  emergency  care  — when 
the  emergency  is  in  a hospital  or 
other  health-care  facility  — are  not 
liable  unless  their  actions  are  willful- 
ly or  wantonly  negligent  or  were  the 
cause  of  the  emergency  itself.  The 
act  does  not  apply  to: 

• The  patient’s  admitting,  attend- 
ing, or  treating  physician; 

• Those  who  regularly  administer 
care  in  a hospital  emergency  room 
unless  a person  is  at  the  scene  of 
the  emergency  for  reasons  wholly 
unrelated  to  the  person’s  work  in 
the  emergency  room;  and 

• Those  who  would  ordinarily  re- 
ceive a salary  or  other  compensa- 
tion for  administering  care  under 
the  circumstances  in  question  (6). 
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Surrogates  may  consent  to  treatment 
for  others 

It  had  long  been  the  law  in  Texas 
that  a patient’s  spouse  (or  other 
close  family  member)  had  no  legal 
power  to  consent  to  nonemergency 
medical  treatment.  Thus,  when  a 
person  suffered  a debilitating  stroke, 
his  or  her  spouse  had  been  required 
to  obtain  a guardianship  in  order  to  | 
consent  to  medical  care  beyond  the  | 
immediate  emergency  treatment. 

Now,  when  an  adult  patient  in  a 
hospital  or  nursing  home  is  either 
comatose,  incapacitated,  or  other- 
wise mentally  or  physically  inca- 
pable of  communication,  a “surro- 
gate” may  consent  to  treatment  on 
the  patient’s  behalf  — if  the  surro- 
gate is  willing  to  do  so  (7). 

Surrogates  include  the  patient’s 
spouse,  an  adult  child  of  the  patient 
who  has  the  consent  of  other  adult 
children,  a majority  of  the  patient’s 
“reasonably  adult”  children,  the  pa- 
tient’s parents,  or  even  the  nearest 
living  relative.  The  surrogate  must 
make  medical  treatment  decisions 
based  on  his  or  her  knowledge  of 
what  the  patient  would  want. 

The  law  does  not  apply  to: 

• Decisions  to  withdraw  life-sus- 
taining treatment  from  a terminal 
patient, 

• Treatment  of  minors, 

• Hospital  patient  transfers,  or 

• Patients  with  legal  guardians. 

Other  laws  specifically  govern 
these  exceptions. 

Limitations  on  the  types  of  treat- 
ment to  which  the  surrogate  can 
consent  include: 

• Voluntary  inpatient  mental  health 
services, 

• Electroconvulsive  treatment,  and 

• Appointment  of  another  surrogate. 


Covenants 

Physician  employers  seeking  to  pro- 
tect professional  interests  through 
covenants  not  to  compete  have  been 
given  greater  flexibility  by  the  legisla- 
ture. Now,  additional  “considera- 
tion” — meaning  payment  of  money 
or  other  benefits  — is  not  required  to 
make  the  covenant  enforceable.  Fur- 
ther, if  the  covenant  is  otherwise  valid 
but  contains  unreasonable  limitations 
as  to  time,  area,  or  scope  of  activity 
and  imposes  a greater  restraint  than 
necessary  to  protect  the  goodwill  or 
other  business  interests  of  the  em- 
ploying physician,  a court  may  “re- 
form” (meaning  rewrite)  the  agree- 
ment so  as  to  render  the  limitations 
no  greater  than  necessary  to  protect 
the  goodwill  or  business  interests  of 
the  employing  physician  (8). 

Legislature  regulates  staff  leasing 

The  legislature  has  established  a li- 
censure and  regulation  scheme  for 
staff  leasing  services  (9).  After  March 
1,  1994,  no  person,  corporation, 
partnership,  or  association  may  lease 
staff  to  others  without  a license.  This 
will  affect  physicians  who  lease  office 
staff  from  any  entity,  including  a hos- 
pital under  a turnkey  arrangement 
involving  sale  of  an  entire  medical 
practice.  Under  the  new  scheme,  the 
physician  is  a “client”  of  the  staff 
leasing  “licensee.” 

All  licensees  must  have  written 
contracts  with  their  clients.  In  these 
contracts,  the  licensee  must  reserve 
the  right  of  direction  and  control 
over  employees  assigned  to  a client’s 
work  site  and  retain  the  right  to 
hire,  fire,  discipline,  and  reassign 
employees.  However,  an  employee 
licensed  or  certified  under  another 
law  is  considered  to  be  an  employee 
of  the  client  for  purposes  of  the  em- 
ployee’s licensure  or  certification. 
Thus,  a leased  physician  assistant  is 


the  client  physician’s  employee  for 
purposes  of  supervision  under  the 
Medical  Practice  Act. 

The  licensee  also  must  retain  the 
direction  and  control  over  the  adop- 
tion of  employment  policies  (such  as 
the  Americans  with  Disabilities  Act) 
and  safety  policies  (such  as  the 
OSHA  Bloodborne  Pathogen  Stan- 
dard). It  is  a violation  of  the  act  for 
the  licensee  to  refuse  to  meet  reason- 
able health  and  safety  requirements 
within  the  licensee’s  control  and 
made  known  to  the  licensee  by  a 
state  or  federal  agency.  Thus,  there 
is  a legitimate  question  as  to 
whether  compliance  with  “health 
and  safety  requirements”  such  as  the 
OSHA  Bloodborne  Pathogen  Stan- 
dard is  actually  within  the  licensee’s 
control  when  the  legal  responsibility 
is  placed  on  the  client  physician. 

Because  the  required  contract 
“reserves”  and  “retains”  so  many 
traditional  employment  rights  over 
leased  office  staff  to  the  licensee,  it  is 
advisable  to  review  any  staff  leasing 
agreements.  Physicians  may  find 
themselves  uncomfortable  with  the 
degree  of  reserved  or  retained  rights, 
especially  where  difficult  regulatory 
matters  are  concerned. 

Hospitals  can  cooperate 

Texas  hospitals  now  may  negotiate 
and  enter  into  cooperative  agree- 
ments with  other  hospitals  to  allo- 
cate or  share  equipment,  facilities, 
personnel,  or  services  (10).  The 
Texas  Department  of  Health  (TDH) 
will  review  these  agreements  to  de- 
termine whether  the  likely  benefits 
resulting  from  them  outweigh  any 
disadvantages  attributable  to  a re- 
duction in  competition  that  might 
result.  Review  of  the  proposals  will 
be  shared  by  TDH  and  the  Texas  at- 
torney general.  Approved  coopera- 
tive agreements  will  be  monitored 
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for  compliance. 

Certain  types  of  negotiations  are 
not  authorized,  however,  such  as 
hospital  mergers  and  negotiations 
involving  price-fixing  or  predatory 
conduct.  This  law  does  not  autho- 
rize hospitals  to  employ  physicians 
under  a cooperative  agreement. 
Physicians  will  undoubtedly  see  in- 
creased joint  venture  activity  among 
hospitals  as  a result  of  this  law. 
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HCFA  ‘establishes’  ban 
on  private  contracting 

The  Health  Care  Financing 
Administration  (HCFA)  re- 
cently published  a new  section 
in  the  Medicare  Part  B Handbook 
that  leaves  little  doubt  HCFA  will 
continue  to  prohibit  private  con- 
tracting under  any  circumstances. 

Section  3044  of  the  Medicare  car- 
riers’ manual  states  that  nonpartici- 
pating physicians  may  not  contract 
privately  and  charge  a Medicare 
beneficiary  more  than  the  limiting 
charge,  and  physicians  must  submit  a 
claim  form  to  the  Medicare  carrier  if 
the  beneficiary  is  entitled  to  receive 
payment  under  Medicare  Part  B.  Ac- 
cording to  the  manual,  violators  will 
be  subject  to  sanctions  including  civil 
monetary  penalties  and  exclusion 
from  the  Medicare  program. 

The  publication  of  the  policy 
comes  about  a year  after  Lois 
Copeland,  MD,  challenged  it  in 
Stewart  et  al  v Sullivan.  Dr  Copeland 
and  five  of  her  Medicare  patients 
claimed  it  was  a violation  of  their 
rights  for  the  government  to  ban  pa- 
tients from  contracting  privately  with 
a physician  outside  the  Medicare  pro- 
gram on  a claim-by-claim  basis. 

The  judge  dismissed  the  suit  say- 
ing the  plaintiffs  had  failed  to  estab- 
lish that  HCFA  had  a clear  policy 
prohibiting  such  private  contracting. 

The  plaintiffs  had  shown  as  evi- 
dence letters  from  a former  HCFA 
administrator  and  from  a HCFA  di- 
vision manager,  as  well  as  a Medi- 
care bulletin,  which  seemed  to  indi- 
cate a prohibition  against  private 
contracting.  ★ 
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give.  Look  at  us  again  before  you 
give.  Or  call  us  at  (800)  880-1300, 

Ext.  1372  to  learn  how  you  can  play 
a vital  role  in  your  foundation. 
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Transfusion-associated  Chagas’  disease  in  Texas: 
report  of  a case 


A 59-year-old  woman  with 
metastatic  colon  cancer,  immuno- 
snppressed  secondary  to  chemother- 
apy and  prolonged  granulocytope- 
nia, developed  acute  Chagas ’ disease 
that  was  fatal.  During  her  illness, 
she  received  transfusions  with  large 
numbers  of  blood  components.  Al- 
though we  were  unable  to  identify 
an  infected  donor,  we  believe  her  in- 
fection was  acquired  from  transfu- 
sion of  a contaminated  blood  com- 
ponent. Recently,  three  similar  cases 
were  reported  in  North  America.  An 
influx  of  immigrants  from  areas  in 
which  Chagas’  disease  is  endemic 
may  account  for  the  increased  num- 
ber of  cases  of  transfusion-associat- 
ed Chagas'  disease  in  this  country. 


From  the  Department  of  Medicine,  Hematol- 
ogy-Oncology Section,  and  Department  of 
Pathology,  Spring  Branch  Medical  Center, 
Houston,  Tex.  Send  reprint  requests  to  Dr 
Cimo,  8830  Long  Point  Rd,  #702,  Houston, 
TX  77055. 
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Philip  L.  Cimo,  MD 
William  E.  Luper,  MD 
Maria  A.  Scouros,  MD 

INFECTION  WITH  TRYPANOSOMA 
cruzi  (American  trypanosomiasis 
or  Chagas’  disease)  is  usually 
transmitted  to  man  by  the  bite  of  a 
reduviid  bug,  but  the  disease  may 
also  result  from  transfusion  with 
blood  products  contaminated  with 
the  organism.  In  Latin  America 
where  Chagas’  disease  is  endemic, 
blood  transfusion  is  the  second  most 
common  mode  of  transmission.  In 
this  country,  rare  cases  of  insect- 
transmitted  Chagas’  disease  have 
been  described  in  Texas  (1,2)  and 
California  (3),  but  transfusion-asso- 
ciated disease  has  only  recently  been 
observed.  Three  cases  of  transfu- 
sion-associated Chagas’  disease  oc- 
curring in  immunosuppressed  pa- 
tients were  reported  recently  in 
North  America  (4-6).  Blood  donors 
who  had  immigrated  from  Latin 
America  were  thought  to  he  the 
source  of  the  contaminated  blood. 
An  influx  of  Latin  American  immi- 
grants into  Texas  in  recent  years  en- 
hances the  potential  for  bloodborne 
Chagas’  disease.  We  report  here  a 
fatal  case  of  apparent  transfusion- 
associated  Chagas’  disease  in  a na- 
tive Texan.  Like  the  North  Ameri- 
can cases  reported  previously,  this 
patient  was  immunocompromised. 

CASE  REPORT 

A 59-year-old  woman  who  had  lived 
all  her  life  in  Houston  had  a hemi- 
colectomy for  colon  cancer  in  1986. 
In  October  1988,  she  developed 
metastatic  disease  and  was  treated 
with  radiation  and  chemotherapy. 
Treatment  was  continued  until  May 
1989,  when  she  was  admitted  to  the 
hospital  for  severe  pancytopenia, 
mitomycin  C-related  hemolytic  ure- 
mic syndrome,  and  disseminated  in- 
travascular coagulation.  She  required 
multiple  transfusions  with  packed 
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red  blood  cells,  platelet  concentrates, 
and  fresh  frozen  plasma.  Hemopty- 
sis, fever,  and  bilateral  pulmonary 
infiltrates  appeared.  Multiple  nega- 
tive cultures  were  obtained,  but  the 
patient  remained  febrile  even  though 
antibiotics  were  administered. 

Because  of  the  patient’s  persisting 
pancytopenia,  a bone  marrow  aspi- 
ration and  biopsy  were  performed 
that  showed  generalized  hypocellu- 
larity  and  extracellular  parasites  that 
were  identified  as  T cruzi.  We 
notified  the  Centers  for  Disease  Con- 
trol and  Prevention  and  arranged  to 
obtain  nifurdimox  for  therapy. 
However,  over  the  next  24  hours, 
many  parasites  became  visible  in  the 
peripheral  blood,  and  the  patient  de- 
veloped worsening  bradycardia  with 
atrioventricular  block  and  hypoten- 
sion with  cardiogenic  shock.  She 
died  approximately  36  hours  after 
trypanosomiasis  was  diagnosed.  An 
autopsy  was  not  performed.  Lorty 
donors  with  Spanish  surnames 
whose  blood  products  were  adminis- 
tered to  this  patient  were  identified, 
located,  and  tested  for  T cruzi  anti- 
body. All  were  found  to  be  negative. 

DISCUSSION 

Although  we  cannot  document  with 
certainty  the  mode  of  transmission 
of  T cruzi  infection  in  this  patient, 
we  consider  it  probable  that  the  ill- 
ness was  acquired  from  a blood 
transfusion.  She  received  numerous 
transfusions  of  blood  components 
(more  than  500  units)  while  hospi- 
talized and  had  no  other  obvious  ex- 
posure to  the  disease.  She  had  no 
past  history  of  an  insect  bite  and 
had  lived  her  entire  life  in  Houston, 
in  a modern,  well -constructed 
dwelling  where  contact  with  reduvi- 
id bugs  would  be  most  unlikely.  Ex- 
cept for  a brief  vacation  to  Cancun, 
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Table  /.  Transfusion-associated  Chagas’  disease  in  North  America. 


Patient 

Age  (y), 

Sex 

Geographic 

Area 

Clinical 

Manifestation 

Underlying 

Disease 

Outcome 

Origin  of 
Blood 

Donor 

Reference 

Author  (No.) 

1 1,  F 

New  York,  NY 

Fever, 

pericarditis 

Hodgkin’s 

disease 

Recovered 

Bolivia* 

Grant  et  al  (5) 

17,  M 

Duarte,  Calif 

“Heart  disease” 

Bone  marrow 

transplant 

recipient 

Died 

Mexico 

Gerseler  et  al  (4) 

21,  F 

Winnipeg,  Canada 

Fever,  heart 
failure 

Acute 

lymphocytic 

leukemia 

Recovered 

Paraguay* 

Nickerson  et  al  (6) 

59,  F 

Houston,  Tex 

Fever, 

arrhythmia, 

cardiomyopathy 

Mitomycin  C- 
related  hemolytic 
uremic  syndrome, 
leukopenia 

Died 

Unknown 

Cimo  et  al 

' Donor  seropositive  for  T cruzi. 


Mexico,  she  had  never  traveled  to  a 
highly  endemic  area.  Although  she 
had  multiple  complex  problems  due 
to  metastatic  colon  cancer,  the  ter- 
minal portion  of  her  illness  charac- 
terized by  fever,  congestive  heart 
failure,  cardiac  rhythm  disturbances, 
and  cardiogenic  shock  was  probably 
caused  by  acute  infection  with 
T cruzi.  These  organisms  were  iden- 
tified in  the  bone  marrow  and  in  the 
peripheral  blood. 

This  case  and  the  three  cases  of 
transfusion-associated  Chagas’  dis- 
ease reported  previously  are  summa- 
rized in  Table  1.  Each  case  occurred 
in  a geographically  distinct  area. 
Some  form  of  heart  disease  was  seen 
in  each  patient,  and  all  of  the  pa- 
tients were  immunosuppressed  as  a 
result  of  antineoplastic  therapy  or 
an  underlying  neoplastic  disease. 
Two  of  the  four  patients  died.  In  the 
three  cases  reported  previously,  a 
blood  donor  from  an  endemic  area 
was  identified;  in  two  cases,  the  sus- 
pected donors  were  found  to  be 
serologically  positive  for  T cruzi  in- 
fection. Our  patient  was  immuno- 
suppressed as  a result  of  prior 
chemotherapy  and  prolonged  granu- 
locytopenia. She  received  transfu- 
sions of  more  than  500  units  of 
blood  components  during  her  ill- 
ness. Although  some  of  the  donors 
with  Spanish  surnames  were 
screened,  a suspected  infected  donor 
was  not  identified. 


Acute  Chagas’  disease  is  generally 
characterized  by  a benign,  self-limit- 
ing, transient  febrile  illness  of  mild 
clinical  significance.  When  the  para- 
site enters  through  a break  in  the  skin 
as  the  result  of  an  insect  bite,  a 
swollen  indurated  area  accompanied 
by  local  lymph  node  enlargement  re- 
sults. These  initial  signs  are  followed 
by  fever,  malaise,  anorexia,  and  ede- 
ma of  the  face  and  lower  extremities. 
Generalized  lymphadenopathy,  hep- 
atosplenomegaly,  or  meningoen- 
cephalitis may  occur  also.  Rarely 
does  death  result  from  severe  my- 
ocarditis and  congestive  heart  failure. 
Acute  infection  in  an  immunosup- 
pressed patient  may  result  in  a rapid- 
ly progressive  fatal  illness  character- 
ized by  multiple  organ  failure  (4,7). 

As  the  acute  phase  of  the  illness 
subsides,  the  patient  enters  an  inter- 
mediate phase  and  is  generally 
asymptomatic.  This  is  followed  by 
chronic  Chagas’  disease  that  devel- 
ops over  many  years.  The  heart  is 
the  organ  involved  most  frequently, 
and  cardiac  arrhythmias,  congestive 
heart  failure,  and  sometimes  throm- 
boembolism may  occur. 

The  diagnosis  of  acute  Chagas’ 
disease  can  be  made  by  microscopic 
examination  of  fresh  anticoagulated 
blood  where  motile  parasites  can  be 
seen.  In  chronic  Chagas'  disease,  the 
diagnosis  depends  on  demonstration 
of  antibodies  to  T cruzi. 

The  treatment  of  Chagas’  disease 


is  still  unsatisfactory.  Two  drugs  cur- 
rently available  are  nifurdimox  and 
benidazole.  Nifurdimox  is  used  for 
acute  Chagas’  disease,  but  cure  is 
rare;  this  drug  is  not  effective  in  the 
treatment  of  chronic  disease.  Benida- 
zole is  still  undergoing  clinical  trials. 

Chagas’  disease  is  endemic  in 
Latin  America.  In  some  areas  — es- 
pecially Bolivia,  Honduras,  and 
parts  of  Brazil  — the  prevalence  of 
positive  T cruzi  serology  among 
blood  donors  is  20%  or  more  (8), 
and  transfusion-associated  disease  is 
common.  With  the  influx  of  immi- 
grants into  this  country  from  areas 
in  which  Chagas’  disease  is  endemic, 
the  potential  for  transfusion-associ- 
ated disease  exists  here.  In  the  area 
of  Washington,  DC,  a recent  sero- 
logical survey  of  205  immigrants 
from  Nicaragua  and  El  Salvador 
found  that  49%  were  serologically 
positive  for  T cruzi  (9).  Another 
study  of  blood  donors  in  Los  Ange- 
les County  showed  20%  were  immi- 
grants from  areas  of  Latin  America 
in  which  Chagas’  disease  was  en- 
demic (10).  Although  no  survey  of 
blood  donors  has  been  done  in 
Texas,  a 1980  study  of  500  random- 
ly selected  residents  of  the  lower  Rio 
Grande  Valley  revealed  2.4%  with 
positive  serologies  to  T cruzi  (11). 
The  transfusion-associated  cases  re- 
ported in  North  America  have  been 
in  immunocompromised  patients, 
which  suggests  that  additional  trans- 
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fusion-associated  infections  that  are 
unrecognized  may  be  occurring  in 
immunocompetent  hosts. 

With  the  recognition  of  these  pos- 
sibilities, the  recommendation  has 
been  made  that  blood  donations  not 
he  accepted  from  donors  who  have 
resided  in  areas  where  Chagas’  dis- 
ease is  endemic  (12).  The  potential 
for  the  transmission  of  Chagas’  dis- 
ease in  Texas  at  this  time  is  unknown, 
but  with  the  continued  immigration 
from  South  and  Central  America,  the 
likelihood  of  infection  is  increased. 
All  Texas  physicians  should  be  aware 
of  this  potential  threat. 
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This  study  investigated  the  distribu- 
tion of  birth  weights  in  Texas'  trieth- 
nic populations  for  the  years  1 9S4 
through  1986  (more  than  900,000 
births)  with  regard  to  gestational 
age,  maternal  age,  parity,  and  visits 
for  prenatal  care.  African-American 
infants  had  a systematic  tendency  to 
be  born  earlier  and  smaller  than  An- 
glo and  Hispanic  infants.  Among  the 
maternal  age  categories,  mothers 
younger  than  1 8 years  had  the  high- 
est rates  of  preterm  birth  (less  than 
3 7 completed  weeks),  very  low  birth 
weight  (less  than  1800  g),  and  low 
birth  weight  (less  than  2500  g).  High 
multiparity  and  inadequate  visits  for 
prenatal  care  were  associated  with 
increased  rates  for  the  same  adverse 
pregnancy  outcomes,  and  the  risks 
were  always  much  higher  in  African- 
American  than  in  Anglo  and  Hispan- 
ic women  of  the  same  age,  parity, 
and  prenatal  care  categories.  The 
predictive  values  of  these  associa- 
tions for  individual  pregnancies  were 
limited,  but  their  recognition  may 
improve  the  planning  of  prenatal 
care  for  Texas  women  and  of  the  an- 
ticipatory care  for  their  infants. 
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INFANT  MORTALITY  CONTINUES 
to  be  a major  health  concern  in 
the  United  States  and  Texas,  and 
low  birth  weight  (LBW,  less  than 
2500  g)  is  the  major  predictor  of  in- 
fant deaths  (1).  Infants  born  weigh- 
ing less  than  1500  g are  classified  as 
very  low  birth  weight  (VLBW)  and 
are  at  particular  risk  of  death  from 
the  complications  of  preterm  birth 
(2).  Texas’  LBW  rate  in  1990  was 
7.0%  including  1.2%  VLBW  (3), 
and  one  of  Texas’  Health  Objectives 
for  the  Year  2000  is  to  reduce  the 
LBW  rate  to  6.0%  (4).  To  achieve 
this  reduction  (more  than  3000  few- 
er LBW  births  per  year),  we  must 
clarify  the  causes  of  LBW  that  can 
be  prevented.  Pending  such  informa- 
tion, increased  appreciation  of  the 
risk  factors  associated  with  LBW, 
which  might  be  modified  by  prenatal 
care,  may  reduce  the  risk  of  LBW. 

Risk  for  LBW  has  been  associated 
with  a number  of  biologic,  sociode- 
mographic, and  reproductive  factors 
(5,6).  This  report  describes  the  pat- 
terns of  birth  weight  for  each  of 
Texas’  three  main  ethnic  groups  in 
relation  to  gestational  age,  maternal 
age,  parity,  and  visits  for  prenatal 
care,  with  particular  regard  to  their 
associations  with  LBW  and  VLBW. 

MATERIALS  AND  METHODS 

Birth  certificates  for  the  approxi- 
mately 300,000  births  that  occur 
each  year  are  recorded  by  the  Bu- 
reau of  Vital  Statistics,  Texas  De- 
partment of  Health.  To  obtain 
sufficient  data  for  meaningful  analy- 
ses of  factors  associated  with  LBW, 
we  needed  to  combine  data  for  sev- 
eral years.  Computer  files  containing 
birth  certificate  information  from 
the  924,843  births  that  occurred 
during  the  years  1984  through  1986 
were  obtained  for  this  project. 
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Analyses  were  limited  to  the 
three  major  ethnic  groups  (98.1%  of 
all  births).  Birth  weights  were  re- 
ported on  99.9%  of  their  birth  cer- 
tificates and  were  grouped  into  four 
categories:  less  than  1500  g 
(VLBW);  less  than  2500  g (LBW); 
2500  through  3999  g (normal  birth 
weight,  NBW);  and  4000  g or  more 
(high  birth  weight,  HBW).  Gesta- 
tional ages  (weeks  completed  from 
the  first  day  of  the  last  menstrual  pe- 
riod) were  estimated  for  96.1%  of 
births  and  were  grouped  into  less 
than  19  weeks,  2-week  intervals  be- 
tween 19  through  20  weeks,  43 
through  44  weeks,  and  45  weeks  or 
more.  As  defined  by  the  US  National 
Center  for  Health  Statistics  (7),  ges- 
tational ages  estimated  to  be  less 
than  37  completed  weeks  were  con- 
sidered preterm.  More  than  96%  of 
birth  certificates  contained  estimates 
of  both  birth  weight  and  gestational 
age.  Maternal  ages  were  reported 
for  more  than  99.9%  of  births  and 
were  grouped  into  younger  than  18 
years,  18  through  19,  20  through 
24,  25  through  29,  and  30  years  and 
older.  Maternal  parity  was  reported 
for  100%  of  births  and  categorized 
as  primiparous,  high  multiparous 
(three  or  more  pregnancies  to  wom- 
en aged  25  or  younger;  four  or  more 
to  women  aged  25  and  older),  and 
low  multiparous  (any  other  combi- 
nation of  maternal  parities  and 
ages).  Visits  for  prenatal  care  were 
evaluated  by  a modified  Kessner  pre- 
natal care  index  (8),  which  is  based 
on  the  trimester  of  the  first  prenatal 
visit  and  the  total  number  of  prena- 
tal visits  for  the  period  of  gestation. 
The  index  could  be  computed  for 
94.9%  of  the  births  as  being  ade- 
quate, intermediate,  inadequate,  and 
no  care;  the  5.1%  of  births  lacking 
one  or  more  of  the  variables  are 
shown  as  having  incomplete  data. 
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Table  1.  Percent  distribution  of  birth  weights  by  ethnicity. 


Angle 

African- 

i Hispanic  American 

All  Births 

Very  low  birth  weight  (under  1500  g) 

0.9 

1.0 

2.5 

1.1 

Low  birth  weight  (under  2500  g) 

5.8 

6.2 

12.3 

6.8 

Normal  birth  weight  (2500-3999  g) 

82.2 

85.0 

82.7 

83.1 

High  birth  weight  (4000  gm  +) 

12.0 

8.9 

5.0 

10.1 

There  were  906,442  births  for  which  birth  weights  were 

reported  on 

the  birth  certificate. 

Table  2.  Percent  distribution  of  gestational  ages  by  ethnicity. 

African- 

Gestational  Age,  wk 

Anglo 

Hispanic 

American 

All  Births 

18  or  less 

.02 

.02 

.09 

.03 

19-20 

.03 

.04 

.13 

.05 

21-22 

.06 

.08 

.25 

.09 

23-24 

.10 

.13 

.37 

.15 

25-26 

.16 

.23 

.56 

.24 

27-28 

.23 

.29 

.69 

.31 

29-30 

.36 

.53 

1.05 

.51 

31-32 

.69 

.99 

1.80 

.93 

33-34 

1.50 

2.21 

3.49 

1.99 

35-36 

3.94 

5.61 

7.31 

4.92 

All  preterm 

7.10 

10.13 

15.74 

9.22 

37-38 

13.14 

15.35 

17.26 

14.39 

39-10 

39.50 

40.04 

35.99 

39.19 

41-42 

29.68 

24.69 

21.40 

27.00 

43-44 

7.15 

6.58 

6.42 

6.87 

45  weeks  + 

3.44 

3.21 

3.19 

3.33 

There  were  871,781  births  for  which  gestational  ages  were  estimated  on  the  birth  certificate. 


The  statistical  package  SPSS-X 
(9)  was  used  for  analyses  of  the  rela- 
tionships between  single  variables, 
birth  weight,  and  gestational  age 
outcomes. 

RESULTS 

Distribution  of  birth  weights 
For  the  years  studied,  LBW  was  re- 
ported for  6.8%  of  births  including 
1.2%  with  VLBW  (Table  1).  More 
than  10%  of  births  had  HBW. 
African-American  women  had 
roughly  twice  the  proportion  of 
VTBW  and  LBW  infants  and  about 
half  the  proportion  of  HBW  infants 
as  did  Anglo  and  Hispanic  women. 

Distribution  of  estimated 
gestational  ages 

A total  of  9.2%  of  births  were 
classified  as  preterm,  with  the  rate  in 
African-American  infants  (15.7%)  be- 
ing higher  than  rates  for  Anglo  (7.1%) 
and  Hispanic  (10.1%)  infants  (Table 
2).  The  consistent  trend  was  for  a 

52 


slightly  larger  proportion  of  Hispanic 
infants  and  a much  larger  proportion 
of  African-American  infants  to  be 
born  during  each  of  the  gestational 
age  periods  prior  to  38  weeks. 

Distribution  of  VLBW  and  LBW 
births  by  estimated  gestational  ages 
We  found  an  unexpectedly  low  pro- 
portion of  VLBW  births  at  the  earli- 
est estimated  gestational  ages,  but 
by  23  through  24  weeks  about  70% 
of  births  were  classified  as  VLBW, 
decreasing  progressively  thereafter 
to  values  of  less  than  0.1%  by  39 
through  40  weeks  of  gestation 
(Table  3).  The  prevalence  of  VLBW 
in  all  preterm  births  was  highest  in 
African-Americans.  The  prevalence 
of  VLBW  in  all  births  was  also  high- 
est in  African-Americans. 

The  proportion  of  LBW  births  at 
the  earliest  gestational  ages  was  also 
unexpectedly  low,  but  by  23 
through  24  weeks  about  80%  of  all 
births  were  in  the  LBW  category 
(Table  3).  Thereafter,  the  rate  fell 
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progressively  with  advancing  gesta- 
tional age,  reaching  rates  of  2%  to 
3%  in  Anglos  and  Hispanics,  and 
4%  to  5%  in  African-Americans,  by 
39  through  40  weeks  of  gestation. 
Anglos  had  the  highest  rates  of  LBW 
from  21  through  22  weeks  to  33 
through  34  weeks  of  gestational  age; 
African-Americans  had  the  highest 
rates  after  34  weeks  (Fig  1).  The 
prevalence  of  LBW  in  all  preterm 
births  was  similar  in  African-Ameri- 
cans (43.2%)  and  Anglos  (42.2%) 
but  lower  in  Hispanics  (31.2%).  The 
prevalence  of  LBW  in  all  births  was 
higher  in  African-Americans  than  in 
Anglos  and  Hispanics  (Table  3). 

Distribution  of  gestational  ages  and 
birth  weights  by  maternal  factors 
Maternal  age 

Women  under  18  years  of  age  were  at 
greater  risk  of  delivering  preterm, 
VLBW,  and  LBW  infants  than  were 
older  women  (Table  4),  and  the  pro- 
portions of  those  adverse  pregnancy 
outcomes  to  African-American  women 
were  about  twice  those  of  Anglo  and 
Hispanic  women  at  all  maternal  ages. 
The  risk  of  these  adverse  outcomes  de- 
creased with  advancing  maternal  age 
in  each  ethnic  group  until  30  years  of 
age,  after  which  slight  increases  oc- 
curred. The  proportion  of  HBW  in- 
fants increased  also  with  advancing 
maternal  age  in  each  ethnic  group,  al- 
though rates  were  slightly  lower  in 
Hispanic  and  much  lower  in  African- 
American  than  in  Anglo  infants. 

Maternal  parity 

High  multiparity  was  associated  with 
increased  risk  of  preterm  birth  in 
each  ethnic  group  and  with  increased 
risk  of  VLBW  and  LBW  in  Anglo 
and  African-American  women  (Table 
4).  High  multiparity  was  associated 
also  with  an  increased  proportion  of 
HBW  in  the  Hispanic  group. 
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Table  3.  Proportion  of  very  low  and  low  birth  weights  for  each  gestational  age  category. 


Anglo 

Hispanic 

African-American 

VLBW  LBW 

All  Births 

VLBW 

LBW 

VLBW 

LBW 

VLBW 

LBW 

Weeks  completed 

Less  than  19 

24.7 

40.0 

30.8 

46.2 

49.5 

65.7 

36.4 

52.1 

19-20 

45.6 

59.2 

53.1 

63.7 

62.7 

71.2 

54.0 

64.9 

2 1-22 

67.0 

79.3 

62.6 

70.0 

62.8 

76.7 

64.2 

75.7 

23-24 

72.4 

81.1 

69.4 

76.1 

68.6 

80.9 

70.3 

79.7 

25—26 

69.6 

79.0 

57.0 

70.9 

62.7 

75.9 

63.6 

75.6 

27-28 

63.6 

75.9 

47.5 

65.9 

53.2 

71.8 

55.8 

71.8 

29-30 

45.3 

71.7 

28.0 

56.4 

33.9 

65.0 

36.5 

64.9 

3 1-32 

18.7 

64.6 

10.5 

46.8 

15.7 

54.3 

15.2 

56.0 

33-34 

4.7 

51.2 

3.4 

34.3 

5.4 

42.9 

4.4 

43.3 

3i-36 

1.1 

27.1 

0.9 

19.5 

1.2 

28.6 

1.0 

24.7 

All  preterm 

11.2 

42.2 

8.0 

31.2 

13.7 

43.2 

10.7 

38.7 

37-38 

0.2 

8.7 

0.20 

7.8 

0.30 

12.3 

0.20 

9 0 

39-40 

0.06 

2.3 

0.07 

2.5 

0.09 

4.8 

0.07 

2.7 

41-42 

0.04 

1.4 

0.05 

1.6 

0.16 

3.6 

0.06 

1.7 

43-44 

0.08 

2.0 

0.09 

2.0 

0.13 

4.6 

0.09 

2 3 

45  weeks  plus 

0.16 

2.5 

0.10 

2.6 

0.24 

5.3 

0.15 

2.9 

All  births 

0.87 

5.67 

0.88 

5.95 

2.30 

11.87 

1.07 

6.60 

There  were  8 7 1,464  births  for  which  birrh  weights  and  estimated  gestational  ages  were  reported  on  the  birth  certificate. 


Fig  1.  Percent  of  births  under  2500  g at  specific  gestational  ages. 


Index  of  prenatal  carp 
Slightly  more  than  half  (54.2%)  of 
all  pregnancies  met  the  Kessner  cri- 
teria of  “adequate”  visits  for  prena- 
tal care,  but  at  least  6.7%,  17.6% 
and  14.3%  of  pregnancies  of  Anglo, 
Hispanic,  and  African-American 
women,  respectively,  had  “inade- 
quate” visits  (10),  and  2.0%,  6.6%, 
and  4.7%  of  the  same  groups  re- 
ported no  prenatal  care  at  all.  With 
progressively  inadequate  categories 
of  prenatal  care,  the  proportion  of 
preterm,  VLBW,  and  LBW  births  in- 


creased progressively,  and  the  pro- 
portion of  HBW  births  decreased 
progressively.  At  each  level  of  “ade- 
quacy” of  prenatal  visits,  African- 
American  women  had  about  twice 
the  proportion  of  these  adverse  preg- 
nancy outcomes  as  did  Anglo  and 
Hispanic  women  (Table  4). 

DISCUSSION 

Prior  to  the  1960s,  LBW  was 
thought  to  reflect  preterm  birth,  but 
we  know  now  that  about  40%  of 
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LBW  births  in  the  United  States  are 
actually  full-term  and  reflect  some 
process  that  has  restricted  fetal 
growth  (11,12).  That  a wide  range 
of  factors  interact  in  determining 
both  the  distribution  of  gestational 
ages  at  birth  and  the  distribution  of 
birth  weights  at  each  gestational  age 
also  has  been  recognized  (5,6, 
11,13).  Low  birth  weight  due  to 
preterm  birth  is  primarily  associated 
with  biologic  factors  that  interrupt 
pregnancy  such  as  abruptio  placen- 
ta, placenta  previa,  chorioamnioni- 
tis,  multiple  pregnancy,  preterm  rup- 
ture of  the  amniotic  membranes, 
and  idiopathic  preterm  labor 
(14,15).  Causes  of  LBW  at  full-term 
gestation  include  maternal  hyperten- 
sion and  renal  disease,  small  mater- 
nal size,  cigarette  smoking,  and  fetal 
factors  such  as  viral  infections  and 
congenital  abnormalities  (5,16). 
Black  race,  low  socioeconomic  sta- 
tus, low  pregnancy  weight  gain, 
short  interpregnancy  interval,  tox- 
emia of  pregnancy,  inadequate  pre- 
natal care,  previous  low  birth  weight 
infant,  and  previous  infant  death  are 
predictors  of  LBW  outcomes  of  both 
preterm  and  term  pregnancies  (13). 

Black  infants  in  the  United  States 
tend  to  be  born  earlier  and  smaller 
than  white  infants  (17-19),  even  with 
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Table  4.  Proportion  of  births  that  are  preterm  (PT),  very  low  birth  weight  (VLBW),  low  birth  weight  (I.BW),  and  high  birth  weight  (HBW)  by  ma- 
ternal and  prenatal  factors. 


Maternal  Age 

Maternal  Parity 

Modified  Kessner  Prenatal  Care  Index*' 

PT 

VLBW 

LBW 

HBW 

PT 

VLBW 

LBW 

HBW 

PT 

VLBW 

LBW 

HBW 

Anglo 

< 18 

1 1.4 

1.8 

8.7 

7.7 

Adequate 

5.8 

0.7 

4.6 

13.0 

18-19 

9.2 

1.3 

7.5 

8.8 

Primipara 

7.1 

1.0 

6.0 

10.1 

Intermediate 

8.7 

0.9 

6.9 

10.7 

20-24 

7.1 

0.9 

5.9 

10.8 

Low  multipara 

6.6 

0.8 

5.2 

13.5 

Inadequate 

10.0 

1.0 

8.4 

8.9 

25-29 

6.4 

0.8 

5.3 

12.5 

High  multipara 

9.2 

1.3 

8.0 

13.5 

No  PNC 

13.9 

4.0 

15.7 

6.8 

30+ 

6.8 

0.8 

5.5 

14.7 

Incomplete 

3.0 

10.8 

10.0 

Hispanic 

< 18 

14.2 

1.4 

8.5 

4.2 

Adequate 

8.2 

0.8 

5.3 

9.6 

18-19 

12.0 

1.0 

7.1 

5.4 

Primipara 

10.0 

1.0 

6.8 

5.9 

Intermediate 

10.0 

0.8 

5.8 

8.7 

20-24 

9.8 

0.8 

5.8 

7.5 

Low  multipara 

9.4 

0.9 

5.4 

9.4 

Inadequate 

1 1.3 

0.6 

6.1 

8.7 

25-29 

8.7 

0.8 

5.5 

10.1 

High  multipara 

1 1.5 

1.0 

6.9 

12.0 

No  PNC 

15.0 

2.4 

10.6 

6.4 

30+ 

10.0 

1.1 

6.1 

13.3 

Incomplete 

1.9 

8.5 

8.5 

African-American 

< 18 

22.1 

2.7 

14.0 

2.2 

Adequate 

12.1 

2.1 

9.9 

6.2 

18-19 

18.1 

2.5 

13.3 

3.0 

Primipara 

15.4 

2.5 

12.1 

3.9 

Intermediate 

16.5 

2.1 

1 1.9 

4.4 

20-24 

15.2 

2.4 

12.1 

4.4 

Low  multipara 

14.5 

2.3 

1 1.3 

5.8 

Inadequate 

19.3 

1 .6 

13.8 

3.8 

25-29 

13.4 

2.4 

11.3 

6.1 

High  multipara 

18.7 

3.0 

14.6 

5.5 

No  PNC 

23.9 

8.3 

24.7 

2.3 

30+ 

14.5 

2.7 

12.0 

8.2 

Incomplete 

5.6 

19.0 

3.9 

All  births 

< 18 

15.1 

1.9 

9.9 

5.0 

Adequate 

7.0 

0.9 

5.4 

11.5 

18-19 

11.9 

1.4 

8.5 

6.4 

Primipara 

9.0 

1.2 

7.1 

8.2 

Intermediate 

10.5 

1.1 

7.3 

8.8 

20-24 

9.1 

l.l 

6.8 

8.8 

Low  multipara 

8.4 

1.0 

6.0 

11.3 

Inadequate 

12.3 

0.9 

8.2 

7.9 

25-29 

7.8 

1.0 

6.0 

1 1.1 

High  multipara 

1 1.9 

1.5 

8.4 

11.4 

No  PNC 

16.2 

3.8 

14.4 

5.8 

30+ 

8.5 

l.l 

6.4 

13.6 

Incomplete 

2.8 

10.9 

8.6 

::  PNC  = Prenatal  Care,  Inc 

. data 

indicate  insufficient  data  to  cal 

culate  the 

index. 

control  for  major  sociologic  risk  fac- 
tors (20,21).  Some  evidence  suggests 
that  the  increased  risk  of  black  wom- 
en for  preterm  birth  reflects  their 
greater  risk  for  chorioamnionitis, 
premature  rupture  of  the  amniotic 
membranes,  and  idiopathic  preterm 
labor  (22).  Hispanic  populations  in 
the  United  States,  while  sharing 
many  of  the  same  sociologic  risk  fac- 
tors with  the  African-American  pop- 
ulation, do  not  appear  to  share  the 
same  elevated  risk  for  LBW  or 
preterm  birth  (23-25). 

Maternal  age  is  also  associated 
with  differences  in  the  distribution 
of  birth  weights  in  the  United  States, 
with  the  incidence  of  LBW  being 
highest  in  women  younger  than  17 
years,  decreasing  progressively  with 
advancing  maternal  age  until  the 
mid-30s,  and  then  increasing  again 
(26,27).  Extremes  of  parity  are  asso- 
ciated with  a modest  increase  in  the 
incidence  of  LBW  (28).  And  inade- 
quate prenatal  care  is  also  associated 
with  increased  risk  for  LBW 
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(29-33),  although  it  is  unclear 
whether  this  reflects  some  character- 
istic of  the  women  initiating  the  pre- 
natal care  or  some  component  of  the 
care  received.  The  actual  risk  of  ad- 
verse pregnancy  outcome  probably 
varies  with  the  number  of  coexisting 
risk  factors  (34). 

Until  recently,  the  limited  infor- 
mation contained  on  Texas  birth  cer- 
tificates precluded  investigation  of 
the  strength  of  association  between 
risk  factors  and  adverse  pregnancy 
outcomes.  The  recent  (1989)  expan- 
sion of  birth  certificates  to  include  in- 
formation on  a wide  range  of  factors 
that  might  influence  pregnancy  out- 
comes (35)  will  permit  studies  to 
clarify  the  association  of  these  factors 
with  both  preterm  birth  (regardless 
of  birth  weight)  and  LBW  (regardless 
of  gestational  age)  as  both  imply  risk 
for  the  newborn. 

We  must  identify  factors  that  are 
associated  with  increased  risk  for 
preterm  birth,  and  we  must  identify 
those  newborns  as  soon  after  birth 
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as  possible  because  of  their  greater 
risk  for  perinatal  mortality  (36).  Be- 
cause of  difficulties  in  making  accu- 
rate clinical  estimates  of  gestational 
age  (37,38),  birth  weight  has  be- 
come an  important  proxy  measure 
of  risk  for  the  complications  of  pre- 
maturity. More  than  90%  of  the 
VLBW  births  in  this  study  and  more 
than  50%  of  the  LBW  births  were 
preterm.  However,  while  VLBW  in- 
creases the  probability  of  prematuri- 
ty, only  8%  to  14%  of  preterm  new- 
borns in  our  study  had  VLBW. 
Moreover,  35%  of  births  estimated 
to  have  occurred  at  29  through 
30  weeks  of  gestation  (when  compli- 
cations of  prematurity  might  be  ex- 
pected) were  not  LBW,  and  using 
birth  weight  as  an  index  of  gesta- 
tional age  may  delay  recognition  of 
the  true  neonatal  risk. 

We  cannot  explain  the  lower- 
than-expected  prevalence  of  VLBW 
and  LBW  in  the  infants  born  at  the 
earliest  gestational  ages  in  our  study, 
but  preterm  births  with  weights 
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greater  than  expected  for  their  esti- 
mated gestational  age  have  been  re- 
ported in  many  population  surveys 
(39,40),  and  it  is  speculated  that 
they  represent  either  some  excessive 
fetal  growth  process,  or,  (more  like- 
ly), unintentional  or  intentional  un- 
derestimation of  the  date  of  concep- 
tion (41). 

We  identified  also  a definitional 
problem  in  quantifying  preterm 
births.  In  1967,  the  American  Acade- 
my of  Pediatrics  recommended  that 
preterm  births  be  defined  as  less  than 
38  completed  weeks  of  gestation.  But 
in  1977  the  World  Health  Organiza- 
tion recommended  that  preterm  be 
defined  as  less  than  259  days  or  37 
completed  weeks,  and  this  latter 
definition  is  currently  used  in  the  In- 
ternational Classification  of  Disease 
(42),  the  National  Center  for  Health 
Statistics  (7),  and  most  pediatric  and 
obstetric  texts  and  journal  articles. 
The  importance  of  this  definitional 
issue  is  that  defining  births  that  occur 
at  less  than  38  completed  weeks  as 
“preterm”  results  in  Texas  having  a 
preterm  rate  of  above  14%,  much 
higher  than  that  of  the  United  States 
(10.6%  in  1989)  (43),  and  the  5%  to 
10%  reported  by  other  developed  so- 
cieties (44)  where  the  “less  than  37 
completed  weeks”  criterion  is  used. 
The  9.2%  preterm  rate  reported  in 
the  present  study,  using  the  latter  cri- 
terion, indicates  that  Texas  has  a 
preterm  rate  somewhat  lower  than 
the  national  average. 

Preterm  and  LBW  deliveries  are 
major  national  and  state  health  con- 
cerns, as  Texas  records  more  than 

26.000  preterm  births,  more  than 

19.000  LBW  births,  and  more  than 
3000  VLBW  births  from  its  three 
predominant  ethnic  groups  each 
year.  These  analyses  indicate  some 
of  the  factors  that  are  associated 
with  those  outcomes  and  that  may 


guide  the  planning  of  prenatal  and 
neonatal  care.  However,  the  causal 
mechanisms  must  be  better  under- 
stood if  the  national  and  state 
Health  Objectives  for  the  Year  2000 
are  to  be  achieved. 
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••We're  just  a 
phone  call  away!" 


MA’s  Health  Care  Financing  Department 
responds  to  more  than  6,000  phone  calls  and 
letters  from  physicians  and  their  office  staff, 
annually.  Wherever  a problem  exists,  a physician 
reimbursement  specialist  and  a physician  coding 
specialist  make  aggressive  efforts  to  resolve  that 
problem  through  whatever  steps  are  necessary, 
ranging  from  advise  to  the  medical  office  to 
direct  intervention  with  the  payor.  In  addition, 
the  department  operates  three  programs  aimed 
at  helping  physicians  deal  with  payers. 

ON-SITE  MINI-CONSULTATIONS: 

Under  the  sponsorship  of  county  medical  soci- 
eties, TMA  holds  Mini-consultations  around  the 
state.  At  no  charge,  physicians  and  their  staff  are 
invited  to  half-hour  sessions  that  focus  on  the 
payment  and  coding  problems  of  special  concern 
to  their  practice.  Issues  that  cannot  be  resolved 
during  a session  are  followed  up  by  TMA  staff, 
and  physicians  are  informed  of  any  progress. 

ADVOCACY: 

TMA  meets  regularly  with  Medicare,  Medicaid, 
the  larger  private  payers  and  the  larger  managed 
care  plans  to  resolve  both  individual  problems 
and  policy  issues.  These  meetings  have  been 
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extremely  productive  and  useful.  They  provide  a 
forum  for  discussion  of  issues  too  complex  to  be 
resolved  through  normal  claims  review  channels, 
and  they  offer  the  payers  a physician  perspective 
on  the  operation  of  their  plans.  In  TMA’s  meet- 
ings with  Medicare,  85-90%  of  the  problems  are 
typically  resolved  in  favor  of  physicians. 

HASSLE  LOGS: 

TMA’s  hassle  factor  log  simplifies  the  process  of 
communicating  to  the  Association  the  hassles 
that  medical  offices  experience  with  insurance 
companies,  Medicare,  Medicaid,  utilization 
review  firms  and  regulatory  agencies.  The  logs 
are  being  used  to: 

> make  it  easier  for  medical  offices  to  seek 
assistance  from  TMA 

>■  identify  hassle  factors,  e.g.  by  identifying 
the  principal  sources  of  hassles 

> build  a long-term  computerized  data  base 
on  medical  practice  in  Texas 

GIVE  US  A CALL! 

Any  questions  concerning  TMA’s  mini-consulta- 
tions, Medicare  problems,  or  advocacy  issues 
should  be  directed  to  either  Pat  Coffey 
(Ext.  1416)  or  Bradley  Reiner  (Ext.  1407). 


TMA  Department  of 
Health  Care  Financing 
800-880-1300 
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TEXAS  MEDICAL  ASSOCIATION 


Texas  Physicians’ 
Directory 


Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rh i nology- Allergy  Nutrition- Stress] 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  Interna- 
tional Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recur- 
rent Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual, 
sinus,  everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  5.12  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks,  R.F.  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE  AT  HERMANN 

Hermann  Hospital,  6410  Fannin,  Suite  470,  Houston,  Texas  77030 
(713)  797-2732  FAX:  (713)  793-5711 

The  University  Center  for  Pain  Medicine  is  a multidisciplinary  center  which  offers 
comprehensive  treatment  options  for  acute,  subacute,  chronic  pain,  and  cancer 
pain  patients.  The  Pain  Center  utilizes  such  services  as  physical  therapy, 
occupational  therapy,  biofeedback,  relaxation,  and  psychological  counseling  in 
conjunction  with  nerve  blockade  and  ablation  techniques  to  treat  the  various 
components  of  the  patient's  pain  syndrome. 

Gordon  Irving,  MD 
Medical  Director 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the 
treatment  of  patients  with  chronic  pain.  The  therapeutical  modalities  include 
noninvasive  techniques  (such  as  psychological  counseling,  biofeedback, 
relaxation,  physical  therapy,  etc.)  and  invasive  techniques  (such  as  nerve 
blocks,  neurolytic  procedures,  cryoneurolysis,  radio-frequency  lesioning, 
implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal  opioid 
delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Michael  T.  McCann,  MD 


Dermatology 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevl 
Cutaneous  Oncology 

2201  Oxford  Avenue.  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 


St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas.  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 
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PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers.  411  North  Washington,  Suite  7000,  Dallas.  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD.  Deceased 
Joe  Ellis  Wheeler,  MD 
George  F.  Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate.  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1330  N.  Beckley,  Suite  103.  Dallas.  Texas  75203 
Office;  214-942-2007  Fax;  214-942-8742 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr..  MD 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale.  Fort  Worth.  Texas  76104:  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas.  Texas  75230:  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E,  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B,  Montgomery.  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  0,  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 


Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 


Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 


9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130,  Bldg  C #101,  Mesquite.  TX  75150,  214-682-1307 
Charles  Mitchell,  MD  L.  T.  Johnson,  MD 


1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,  817-545-2596 


R.  Craig  Saunders,  MD 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $80  per  column  inch  per  month  and  listings  must  run  for  a 
minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Denise  Kotson,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION  AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and 
outpatients  and  for  children  and  adults.  Specialized  programs  are; 

Amputee  Pediatric  (Inpatient/Day  Hospital) 

Brain  Injury  Southwest  Regional  Arts  Medicine  Center 

Musculoskeletal  Restorative  Surgery 

Outpatient  Brain  Injury  (The  Challenge  Program)  Spinal  Cord  Injury 
Outpatient  Services  Stroke 

Subacute  (LifeBridge  Hospital) 

Accredited  by:  Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  Commission 
on  Accreditation  of  Rehabilitation  Facilities 

Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 
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A hazardous  substance  is  stored  nearby. 
It’s  the  excess  fat  packed  around  your  middle. 
Fat  that  increases  your  chances  of  high  blood 
pressure  and  diabetes.  Which  increase  your 


risk  of  heart  disease.  Good  reasons  to  start 
a waist  disposal  program  today. 

You  can  help  prevent  heart  disease  and  stroke. 
We  can  tell  you  how.  Call  1-800-AHA-USA1. 


American  Heart  Association^ 


This  space  provided  as  a public  service.  ©1993,  American  Heart  Association 
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Classified  Directory 


OPPORTUNITIES 

AVAILABLE 

Anesthesiology 

Anesthesiology  Residency  positions  available  in  busy,  aca- 
demically oriented  department.  Must  have  completed 
clinical  base  year  requirements  for  CA-1  positions  to 
start  July  1,  1994.  Unexpected  openings  available  at 
this  time  for  CA-2  level.  Delightful  community  within  driv- 
ing distance  of  skiing,  etc.  Contact  Edward  Wilson,  M.D., 
Residency  Program  Coordinator,  or  Gabor  Racz,  M.D, 
Professor  and  Chairman,  Department  of  Anesthesiology, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
Texas,  79430.  (806)  743-2981,  Fax  (806)  743-2984. 
Texas  Tech  University  and  Texas  Tech  University  HSC  are 
equal  opportunity/affirmative  action  employers. 

Cardiology 

Two  board  certified  cardiologists  are  seeking  board  certi- 
fied/board eligible  cardiologist  for  invasive/non-inva- 
sive  practice  in  southwest  Houston.  Please  call  (713) 
491-3335  or  send  CV  to  Lillian  O'Neil,  1111  Hwy  6, 
Suite  18,  Sugar  Land,  TX  77478. 

Emergency  Medicine 


THE  STERLING  GROUP 

Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1 130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 


Houston  Area:  Exceptional  living  north  of  Houston.  Enjoy 
country  living  and  amenities  of  city  life.  Excellent,  up- 
scale, progressive  community  hospital  with  extremely 
high  standards  of  care  has  practice  opportunity  for  ex- 
perienced ED  physician.  Very  attractive  remuneration 
and  8 to  12  hour  shifts.  Send  CV  to  Sally  S.  Williams, 
Coastal  Emergency  Services  of  Dallas,  PA,  3010  LBJ 
Freeway,  Suite  500,  LB#43,  Dallas,  TX  75234-2709  or 
call  1-800-745-5402. 

Needed:  Emergency  physicians  — North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817  336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Mer- 
rimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

ARLINGTON:  MEDICAL  DIRECTOR  — Outstanding  opportu- 
nity for  experienced  E D.  physician  who  is  BC/BP  in 
Emergency  Medicine.  This  level  II  hospital  has  22,000 
annual  visits  with  double  coverage  and  fast  track.  Very 


stable  16  year  contract  with  hospital  provides  for  maxi- 
mum job  security.  Minimum  hourly  guarantee  plus  a 
percentage  of  collections,  and  we  provide  professional 
liability  insurance  with  limits  of  $1M/$3M.  Please  send 
C.V.  to  Teri  Medlar,  Sterling  Healthcare,  Inc.,  8700 
Crownhill,  Suite  600,  San  Antonio,  TX  78209,  or  call  1- 
800-999-3728  or  210-822  9811. 


ff  Colorado  Springs,  Colorado 


Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 
Colorado  Springs,  CO.  is  seeking  full  and  part-time 
BC/BE  MED’s  to  come  enjoy  the  good  life.  Four 
days  per  week  - NO  NIGHTS/HOSPITAL 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan.  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr,,  Colorado  Springs,  CO  80918  or  call 
Susie  Pearce 


719/527-2959,  or  719/594-0046. 


Fort  Worth  Area:  Cleburne,  TX:  Enjoy  country  life  and  be 
minutes  from  Dallas-Fort  Worth  events.  Opportunity  in 
excellent  ED  for  BE/BC  primary  care  physicians.  Remu- 
neration includes  hourly  rate  plus  incentive.  Send  CV  to 
Sally  S.  Williams,  Coastal  Emergency  Services  of  Dal- 
las, PA,  3010  LBJ  Freeway,  Suite  500,  LB#43,  Dallas, 
TX  75234-2709  or  call  1-800-745-5402. 


EMERGENCY  MEDICINE 
OPPORTUNITIES 


Texas  Panhandle:  If  you’re  drawn  to  the 
adventure  of  the  wild  west,  we  can  help  you 
get  there.  Volumes  range  from  2,000  to 

45.000  with  remuneration  competitively  set. 
East  Texas:  Peaceful,  tree-lined  roads  lead  to 
Emergency  Medicine  practice  opportunities  in 
East  Texas.  Whether  you’re  looking  for  a 
new,  state-of-the-art  ED  with  8,000  annual 
visits  or  a faster  paced  suburban  hospital  with 

14.000  visits  per  year,  we  can  help  you  find 
the  place  that  suits  you  and  your  family. 
Remuneration  ranges  from  91,000  to  121,000. 
Lubbock:  Level  I trauma  center,  teaching 
facility,  outstanding  in-house  resident  back- 
up. 45,000  annual  ED  patient  volume  at  this 
300-bed  hospital.  EMS  Base  Station  with 
Helipad.  EM  physicians  have  appointment 
with  medical  school.  Lucrative  reimburse- 
ment. Malpractice  insurance  can  be  procured 
for  you. 

To  enlighten  you  further  on  these  great  oppor- 
tunities, call  or  send  your  CV: 

Cheryl  Grimm 

Coastal  Emergency  Services  P.A. 

3010  LBJ  Freeway,  Suite  500,  LB  #43 
Dallas,  TX  75234 

800-745-5402  or  214-484-5400 


Opportunity  is 
Knocking  For 
Emergency 
Medicine  & 
Primary  Care 
Physicians 


Coastal  is  a group  of  career  emergency  medicine 
specialists  who  combine  high  standards  in 
physician  staffing  with  expertise  in  emergency 
department  management.  We  offer  outstanding 
opportunities  for  qualified  physicians  with 
lucrative  remuneration  and  flexible  scheduling. 


Call  today  or  send  your  CV  for  Opportunities 
in: 

O Dallas  O East  Texas 

O Gulf  Coast  Area  O Hill  Country 
O Houston  O Rio  Grande  Valley 

7 T*  COASTAL  EMERGENCY  SERVICES.  P.A. 
3010  LBJ  Freeway,  Suite  500,  LB43 
Dallas,  Texas  75234-2709 
Phone:  1-800-745-4502 
Fax:  214-484-4395 
Attn:  Lori  S.  Clay^A VP 


111*1111  T T 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


Texas,  Two  Locations:  Coastal  Emergency  Services,  PA  is 
seeking  physicians  to  provide  services  at  two  Texas 
hospitals.  The  first,  located  in  Brownwood,  is  a 218- 
bed  hospital  with  1668  month  ED  visits.  24  hour  x-ray 
and  lab  coverage.  The  second  is  in  the  city  of  Center. 
The  facility  has  6,500  annual  ED  visits.  It  is  located  45 
minutes  from  Shreveport,  Louisiana  and  2'  hours  away 
from  Dallas.  48-hour  maximum  shifts.  For  further  infor- 
mation on  these  opportunities,  please  call  Victoria 
Spillane  at  1-800-745-5402  or  send  your  CV  to  3010 
LBJ  Freeway,  Suite  500,  LB  #43,  Dept  SD,  Dallas,  TX 
75234-2709. 


San  Antonio  — Emergency  Physicians  Affiliates  has  op- 
portunities for  qualified  emergency  physicians  to  work 
in  the  emergency  departments  of  a prestigious  four 
hospital  system.  This  system  consists  of  four  Level  II 
full-service  community  hospitals  with  an  excellent  medi- 
cal and  nursing  staff,  double  and  triple  coverage,  and 
dictation  system.  Total  ED  volume  of  95,000  annually. 
Fee-for-service  remuneration  of  $155,00062$205,000 
per  year.  Physicians  must  be  Board  Certified  or  residen- 
cy trained  in  Emergency  Medicine  or  a primary  care 
specialty.  Please  send  CV  to  Tom  Tidwell,  Emergency 
Physicians  Affiliates,  8700  Crownhill,  Suite  #600-A, 
San  Antonio,  Texas  78209-1130  or  .call  (210)  822- 
9860  for  more  information. 


Family/General  Practice 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  R H I Health  Clinic,  Inc,  a feder- 
ally funded  community  health  center,  located  at  310 
W.  Oaldawn,  Pleasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  2 1 0-569-2527. 


62 


TEXAS  MEDICINE 


VOLUME  89  NO.  12 


DECEMBER  1993 


Family/General  Practice 

HOUSTON/DALLAS 

PHYSICIANS 

IMMEDIATE  POSITIONS 

for  BC/BE  physicians  (Int. 
Med.,  F.P.,  Peds)  now  available 
in  our  large  managed  care 
practice.  We  are  a rapidly 
expanding  network  of  health 
care  centers  throughout  the 
greater  Houston /Dallas  areas. 
Our  starting  salaries  average 
$135K-$150K  for  full-time  sta- 
tus. Enjoy  flexible  hours  and 
great  health  benefits.  A nice 
place  to  work.  All  residents 
are  welcome. 

Call  Joni  Taylor  at  1-800-633- 
2373,  ext.  283  or  fax  your  CV 
to  1-800-635-8906  to  arrange 

an  immediate  local  interview. 


f DOCTORS 

OFFICENTER 


MEDICAL  GROUP 

— 


Unique  and  rewarding  opportunity  for  a BC/BE  F.P.  or  I.M. 
for  a well-established  small  FP/IM  group  practice  in 
Houston  s prestigious  Memorial  area.  Pleasant  staff 
and  patient  population.  Clinical  research  if  interested. 
Partnership  opportunity.  Reply  713-932-1990  or  fax  CV 
713-932-1997. 

S180.000  NET  GUARANTEED.  Family  Practice  with  some 
OB.  Call  1:4.  Gorgeous  hospital.  Excellent  weather  and 
easy  drive  to  NM  snow  skiing.  Great  hunting,  great 
schools,  and  a safe  town.  Call  David  Townsend,  Harris 
Kovacs  Alderman,  at  800-677-7987,  ext.  3-243. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time),  Wichita 
Falls  Family  Practice  Residency  Program,  an  affiliate  of 
The  University  of  Texas  Southwestern  Medical  Center  at 
Dallas.  Must  be  board  certified  or  have  met  the  educa- 
tional requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  pa- 
tient care,  and  research.  Send  C.V.,  cover  letter,  and  3 
letters  of  reference  to  D.  Clifford  Burross,  MD,  Wichita 
Falls  Family  Practice  Residency  Program,  1301  Third  St,, 
Wichita  Falls,  TX  76301.  An  Equal  Opportunity  Employer. 


Classified  Directory 


FAMILY  PRACTICE  I 

PHYSICIANS  I 

I For  a beautiful  "Norman  Rockwellesque"  | 

■ community  within  75  miles  of  D/FW.  ■ 

I',  Hills,  lakes,  trees,  friendly  people,  ^ 

relaxed  life  style,  and  good  money.  | 

| For  this  or  other  opportunities  T 

;-j  CALL  ’ p 

l-'  Mark  Bennett  at  915-550-9096  i' 
^^oMa^C^to9 15-362-32 11  J 

Houston  suburb  — Family  practice  physician  retiring. 
Hospital  assisted  assumption  of  excellent  practice.  For  I 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082;  800-933-0911  or  713- 
531-0911. 


Suburban  North  Houston 


AM/PM  Clinic  needs  Physicians. 
Four-day  week,  no  call,  plus  fringes. 
Send  CV  c/o  Texas  Medicine,  Ad  Box  816, 
401  W.  15th  Street,  Austin,  TX.  78701. 


Excellent  opportunity  for  a FP  or  GP  in  rural  community. 
Modern  25  bed  hospital  and  clinic.  Unique  compensa- 
tion plan  which  includes  guarantee  plus  expenses. 
Share  ER  call  with  two  physicians.  Contact:  Chuck  Lath- 
am, Administrator,  Hamlin  Memorial  Hospital,  Hamlin 
TX  79520,  (915)  576-3646. 

Several  communities  in  Central  Texas,  West  Texas,  and 
Panhandle  looking  for  doctors.  Excellent  opportunities 
for  doctors  who  want  to  make  a difference  in  their  com- 
munity. For  further  information,  call  Jerry  Lewis  1-800- 
666-1377. 

Chief  of  Staff  needed  to  supervise  the 
medical  operation  of  a university  health 
center  in  conjunction  with  the  practice  of 
medicine.  Requirements:  Graduation  from 
an  accredited  medical  school,  Texas 
license,  Board  certification  in  Family 
Practice  or  Internal  Medicine,  and  five  or 
more  years  experience  in  a primary  care 
practice.  Excellent  benefits. 

Contact  Sheila  Meyer,  Director,  University  of 
North  Texas  Student  Health  Center,  P.O.  Box  5158 
Denton,  TX  70203,  817-565-2786. 

Equal  Opportunity/Affirmative  Action  Employer. 

Busy  Alief  Area.  Established  medical-dental  office  needs 
part-time  MD/Physician  to  associate  or  purchase  with  | 
no  financial  risk.  One-two  days  a week.  Large  patient 
base.  Call  713-530-2500. 

TEXAS— Modern  minor  emergency/ambulatory 
care  centers  seeking  well-rounded  practitioner  for 
expansion  in  Central  Texas.  Generous  modified  fee- 
for-service  income  package  with  superior  professional 
liability  insurance  included.  Must  have  gooa  experience 
in  family  medicine.  Industrial  medicine  experience  help- 
ful, Send  CV  or  call  Keith  D.  Williams,  MD,  3305  North 
Third,  Ste.  304,  Abilene,  TX  79603,  (915)676-3023 


Geriatrics 


SENI0RMED  SERVICES,  PA 


We  are  seeking  a general  : 
internist  or  family  practitioner  j 
with  geriatric  interest.  An  : 
entrepreneurial  spirit  is  essential.  : 

The  professional  chosen  for  this  j 
position  will  launch  an  evolving  j 
North  Dallas  group  practice.  j 

A very  attractive  benefit  pack-  j 
age  (including  practice  equity)  j 
enhances  this  offer.  j 

Please  contact  Carl  Hunt  j 
for  detailed  information.  • 
(214)  233-5333  ! 

1-800-346-6687  I 


Internal  Medicine 


Internist:  Fort  Worth,  Texas  : 

BE/BC — 12  MD  Group — Downtown  location — : 

No  Management  Headaches — No  up  front  j 
cash — Guaranteed  salary  & benefits,  plus  bonus  • 
incentive  for  1st  2 years— Leon  Schroeder,  • 
Administrator,  The  Fort  Worth  Clinic,  P.A.,  i 
1221  West  I^ncaster  Avenue,  Fort  Worth,  TX  : 
76102,  817-336-7191,  Fax  817-332-8076.  ' : 


Houston  — Private  practice  multlspecialty  group  needs  i 
Internist  to  meet  continued  growth.  For  details,  contact  • 
Practice  Dynamics,  11222  Richmond.  Suite  125,  Hous-  : 
ton,  TX  77082;  800-933-0911  or  713-531-0911.’  j 


Physician  - Internal  Medicine 

The  University  ot  Texas  at  Austin  Student  Health  Center  • 

The  Student  Health  Center  is  currently  seeking  a : 
physician  with  the  following  required  qualifications:  ; 
doctoral  degree  in  medicine;  current  license  to  prac-  .’ 
tice  medicine  in  the  state  of  Texas;  residency  train-  • 
ing  with  board  eligibility  or  board  certification  in  j 
internal  medicine;  and  experience  in  direct  patient  : 
care.  This  can  be  a 9-month  annual  position  • 
(September  through  May)  or  a 12-month  annual  i 
position.  Work  hours  are  8 a.m  to  6 p.m.,  but  may  • 
vary  and  will  include  some  nights  and  weekends.  ; 
Salary  is  open;  excellent  fringe  benefits.  The  : 
Student  Health  Center  has  15  other  physicians  and  • 
lab/x-ray  and  pharmacy  facilities.  You  may  call  : 
(512)  471-4231  for  more  information.  To  apply,  : 
send  letter  of  interest  and  resume  to:  • 

Nancy  Van  Vessem,  MD  j 

Medical  Director  : 

The  University  of  Texas  at  Austin  : 

Student  Health  Center  • 

Box  7339,  University  Station  : 

Austin,  Texas  78713-7339  : 
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Classified  Directory 


Internal  Medicine 


INTERNIST  OR  FAMILY  PRACTICE 


NEED:  A permanent  part-time  physician  and 
a Locum  Tenens  for  December  and  January. 
Please  contact  Pamela  at  (214)  492-0333, 
or  write  Medical  Doctors  Clinic 
3730  N.  Josey  Lane,  Suite  104 
Carrollton,  Texas  75007. 


Locum  Tenens 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 . Chicago 

2.  Denver 

3.  Oakland 

4.  VENTURA 

5.  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atlanta 

10  Service 


Since  1979,  we’ve  approached  the 
locum  tenens  assignment  of  physicians 
quite  differently  from  the  competition.  Our 
nationwide  network  of  offices  offers 
assignments  free  from  any  hassles  to 
qualified  physicians... we  do  the  homework 
- we  investigate  assignment  locations, 
interview  personnel  with  whom  you’ll  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  you  a 'true  picture”  of  where  you're 
going  and  what  to  expect. 

And  to  accompany  you  on  your  journey, 
we  provide  malpractice  insurance  on  an 
“occurrence”  basis. 


FOR  MORE  INFORMATION  CALL:  1 -800-531-1 1 22 


Inf 

P HYSIC1ANS 


Copyright  1993,  Interim  Services,  Inc 
An  H&R  BLOCK  Company 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed  physicians 
and  allied  health  care  providers  from  more  than  40 
fields  of  specialization  available  to  provide  locum 
tenens,  or  temporary,  stalling  assistance  when  and 
where  you  need  it. 

Plus,  we  have  the  standards  and  experience  to 
guarantee  your  satisfaction  each  time  we  place  a 
member  of  our  medical  stall  in  your  practice  or 
facility.  It’s  the  closest  thing  you’ll  bnd  to  a nsk-lree 
way  to  cover  tor  absent  stall  members,  “try  out"  a 
potential  new  recruit,  or  take  care  otyour  patients 
while  you  search  for  a new  full-time  associate.  Call  us 
today  to  arrange  for  quality  locum  tenens  coverage, 
or  to  discuss  your  permanent  recruiting  needs. 

CompHeallh 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Ob/Gyn 


r WANTED!  ^ 

OB/GYN 

For  a beautiful  "Norman  Rockwellesque" 
community  within  75  miles  of  D/FW. 
Hills,  lakes,  trees,  friendly  people, 
relaxed  life  style,  and  good  money. 

For  this  or  other  opportunities 
CALL 

Mark  Bennett  at  915-550-9096 
^ or  fax  C V.  to  9 1 5-362-32 1 1 ^ 


OB/GYN  — Join  two  board-certified  obstetricians  in  mul- 
ti-specialty group.  Equal  partnership  in  one  year.  Sta- 
ble, progressive  hospital  with  Level  II  nursery,  LDRP's. 
Salary  guarantee  plus  productivity  incentive,  full  bene- 
fits. Other  Texans  have  relocated  to  this  community  of 
25,000  in  Kansas  horse/cattle  country.  Excellent  pub- 


lic schools,  affordable  homes  ranging  from  new  subdivi- 
sions to  renovated  Victorians  to  ranch  estates.  Call 
Barb  Inselman,  1-800-533-0525,  10983  Granada 
#202,  Overland  Park,  KS  66211. 

Pathology 

PATHOLOGIST.  BC/BE  in  AP/CP.  Position  available  in 
Alexandria,  Louisiana.  This  four-pathologist  group  is  pri- 
marily hospital-based  in  two  general  and  acute  care  fa- 
cilities (350  and  120  bed  capacities).  Also  consultative 
coverage  for  three  rural  acute  care  hospitals  and  an 
outpatient  surgical  center.  Very  competitive  compensa- 
tion. Contact  J.G.  Hair,  MD  at  (318)  473-3175. 

Pediatrics 

Physician  needed  to  become  the  second  member  of  the 
Division  of  Adolescent  Medicine  at  The  University  of 
Texas-Houston  Medical  School.  Fellowship  training  and 
previous  academic  experience  preferred.  The  University 
of  Texas  is  an  Equal  Opportunity  Employer.  Women  and 
minorities  are  encouraged  to  apply.  Contact  Dr.  Will 
Risser,  Department  of  Pediatrics.  UT  Medical  School, 
PO  Box  20708,  Houston,  TX  77225-0708.  (713)  792- 
5330  ext  3046. 

Ambulatory  clinics  near  Austin  looking  for  part-time/full- 
time pediatricians.  No  hospital  or  night  calls.  For  fur- 
ther information,  contact  Jerry  Lewis  1-800-666-1377. 
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ORTHOPEDIC  SURGERY 


Look  for  exciting  news  - Coming  soon 
from  The  TEXAS  Specialists! 


CARDIOLOGY 


NORTHEAST  TEXAS 

Major  cardiology  group  seeks  BE/BC  associate  for 
practice  in  NE  Texas  community.  Referral  area  of 
200,000.  Modern  medical  facilities  in  town  with  more 
than  100  physicians.  Progressive,  family-oriented 
community  with  strong  diversified  economy,  excellent 
schools.  Many  social  and  recreational  opportunities. 
Full  back  up  and  call  coverage;  generous 
compensation  and  benefits  to  high  caliber  physician 
Contact:  Vicki  Truitt. 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical 
building  designed  to  accommodate  two 
dermatologists.  Current  physician  plans  early 
retirement  and  offers  practice  for  sale.  Building 
available  for  sale  or  lease. 

■ Contact:  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


FORT  WORTH  "\ 

Listen  to  this!  Ten  or  elevenJtBJiour  shifts  per  month 
with  salary  andj^mptetAbeypfils  package  worth  at 
1 least  $122r00  lff^Al\pyk^We  Fiave  multiple  positions 
and  an  immediale-reed.  Call  today. 

Contact:  VtcklTruitt. 


progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities  Modern,  200-bed  hospital.  Easy 
access  to  Dallas/Fort  Worth.  Competitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt. 

EAST  TEXAS 

A financially  sound,  48-bed  hospital  seeks  board 
certified  (or  eligible  pursuing  certification)  family 
physician  to  establish  a solo  practice.  Call  sharing 
and  coverage  is  available  from  other  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca;  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician 
Contact:  Barry  Strittmatter. 

FORT  WORTH 

Hassle-free  practice!  Large  family  practice  group 
seeks  Spanish-speaking  physicians  for  office  based 
practice  in  community  clinic.  Forty-hour  work  week; 
no  evenings  or  weekend  call.  Excellent  salary  and 
generous  benefits.  Call  for  details.  Contact:  Vicki  Truitt. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  additional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundant  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more.  Contact:  Jim  Truitt. 


NORTH  CENTRAL  TEXAS 

Near  Dallas  - Excellent  private  practice  opportunity  in 
smaller  community  with  easy  access  to  amenities  of 
major  Metropolitan  area.  Well-equipped  93-bed 
hospital  affiliated  with  premier  health  care  system. 
Practice  options  include  solo  with  call  coverage  or 
single  specialty  group.  Outstanding  income  potential; 
quality  life  style.  Incentive  package. 

Contact:  Jim  Truitt. 


OTOLARYNGOLOGY 


NORTH  EAST  TEXAS 

ENT  needed  for  community  of  27,000  (referral  area 
200,000).  Pretty  town;  good  schools;  lots  of  social 
and  recreational  amenities.  Good  hospitals;  share 
call  with  recently  trained,  BC  ENT  Competitive 
incentive  package  offered  to  qualified  physician. 
Contact:  Vicki  Truitt 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained.  BC  pediatricians  seek  compatible 
associate  for  single-specialty  practice.  Fourway, 
shared  call.  Ultra-modern  hospital  with  new,  Level  II 
nursery  and  designated  pediatric  unit.  Generous 
income  and  benefits;  provider  network.  Attractive 
area  with  easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediatricians 
seek  fourth  associate  for  group  practice  in  attractive 
community  of  27,000  (referral  area  of  200,000). 
Progressive,  family  oriented  community  with  strong, 
diversified  economy;  excellent  schools.  Social  and 
recreational  opportunities  abound.  Modern  hospital 
with  Level  II  nursery  and  designated  pediatric  care 
unit.  Shared  call;  excellent  income  and  benefits;  early 
partnership;  provider  network.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


‘ NORTH  CENTRAL  TEXAS 
Popular  location,  recreational  paradise!  Need  two 
more  FPs  to  offer  full  range  ofjamrtyfrbedicine  in  town 
of  21,000;  easy  accesis^tfi^StTtas/FoVt  Worth.  OB 
optional.  Ultra-jmod»'n'\20^pW,-hospital.  Excellent 
I referral  bgSe  arek^ctoJf^  Shared  call.  Generous 

I incentive  packaggr'This  opportunity  has  it  all! 

Contact:  Vicfu  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 

: No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

i NORTH  CENTRAL  TEXAS 
Additional  family  physicians  needed  for  community  of 
14,000  in  strategic  location  (within  one  hour  of 
Dallas/Fort  Worth).  Modern,  88-bed  hospital;  OB 
optional.  Four-way  call  sharing.  Incentive  package, 
nice  opportunity!  Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
are  seeking  additional  family  physician  for  associate 
i practice  (or  solo  sharing  call)  in  small  university  town 
! within  one  hour  of  D/FW  Metroplex.  No  OB  Great 
life  style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
I recreational  and  social  amenities.  Generous 
i incentive  package  from  community  hospital  to 
qualified  doctor.  Contact:  Barry  Strittmatter. 

I NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 

Fifth  internist  needed  to  accommodate  heavy  patient 
demand  in  popular  community  ot. 21,000  (primary 
service  area  of  95,000+);  Msjtascess \o  Dallas/Fort 
Worth.  Routine,  five-waytc^+s^^gogr^extraordinary, 
200-bed  hospftal-tf^3iliVe^3tra^services;  outstanding 
backup  frgm  olfe^Kspecialties.  Pretty  area; 
recreationaK-ofiportunities  abound  Nice  place  to 
practice;  generous  incentive  package. 

Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Uniquely  outstanding  opportunity  with  dynamic  group 
of  four  medical  and  four  radiation  oncologists  who 
seek  fifth  medical  oncologist  for  group  practice. 
Salary,  plus  bonus  and  excellent  benefits.  Practice 
with  a top-notch  group  and  enjoy  a life  style  in  a city 
offering  an  abundance  of  amenities.  Call  for  more 
specific  details.  Contact:  Jim  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTH  CENTRAL  TEXAS 
Don't  compromise  quality  of  practice  or  quality  of  life. 
If  you've  wanted  a small  town  environment  for  your 
family,  but  didn't  want  to  risk  giving  up  good  call 
coverage  or  hospital  support  of  obstetrical  services, 
there  is  a community  of  14,  000  (within  45  minutes  of 
Dallas/Fort  Worth  Metroplex)  that's  looking  for  you! 
High  quality  support  services,  including  call  coverage 
from  recently-trained  OB/GYN  Strategic,  accessible 
north  central  Texas.  Many  attractive  features; 
competitive  incentive  package.  Call  for  details. 
Contact:  Vicki  Truitt. 


P lease  call  for  additional  listings  . 


DALLAS/FORT  WORTH  METROPLEX 
BC  physician  seeks  associate  in  the  heart  of  the 
Dallas/Fort  Worth  growth  area.  Extremely  desirable 
location;  affluent  patient  base.  Undemanding,  three- 
way  shared  call  coverage;  competitive  incentive 
package.  Call  for  more  details.  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  T exas  Medical  Association 


Classified  Directory 


Locum  Tenens 


Psychiatry 


PHYSICIANS 


• Texas  Locum 
Tenens  Stalling. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


MMEc 

3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-03 16 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

February  1994... 

....December  30,  1994 

March  1994 

April  1994 

March  1, 1994 

May  1994 

April  1, 1994 

June  1994 

May  2,1994 

July  1994 

June  1,1994 
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PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 

Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville,  TX  77342 


CLASSIFIED  ADVERTISING  CATEGORIES 


Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Aller.  & Immuno. 

Internal  Medicine 

Otolaryngology 

Medical  Equip. 

Anesthesiology 

Locum  Tenens 

Pathology 

Office  Space 

Cardiology 

Neonatology 

Pediatrics 

Practices 

Dermatology 

Neurology 

Phys.  Med./Rehab 

Property 

Emergency  Medicine 

Neurosurgery 

Plastic  Surgery 

Travel 

Endocrinology 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Famlly/Gen  Pract. 

Ob/Gyn 

Radiology 

Cont.  Education 

Gastroenterology 

Oncology 

Rheumatology 

Business  & Financial 

Geriatrics 

Ophthalmology 

Urology 

Services 
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Radiology 


NetD  ^ 

Second  opinion? 


its  ii'/ae  For  R4R 


800  523-9955 


RADIOLOGY 


Lnnim  Teams  • Permanent  Recruitment  Sjx’dalist 


Urology 

ABILENE  — Any  BE/BC  urologist  interested  in  practicing 
in  West  Texas  is  invited  to  contact  T.  Harrop  Miller, 
M.D.  at  6250  Regional  Plaza,  Suite  1000,  Abilene,  Tx. 
79606. 


Other  Opportunities 


HOUSTON/DALLAS 

PHYSICIANS 

IMMEDIATE  POSITIONS 

for  BC/BE  physicians  (Int. 
Med.,  F.P.,  Peds)  now  available 
in  our  large  managed  care 
practice.  We  are  a rapidly 
expanding  network  of  health 
care  centers  throughout  the 
greater  Houston/Dallas  areas. 
Our  starting  salaries  average 
$135K-$150K  for  full-time  sta- 
tus. Enjoy  flexible  hours  and 
great  health  benefits.  A nice 
place  to  work.  All  residents 
are  welcome. 

Call  Joni  Taylor  at  1-800-633- 
2373,  ext.  283  or  fax  your  CV 
to  1-800-635-8906  to  arrange 

an  immediate  local  interview. 


i DOCTORS 
OFFICENTER 


MEDICAL  GROUP 


Dissatisfied  with 
your  practice? 


We’re  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic. 

You  don’t  need  to  answer  every  ad 
or  contact  numerous  recruiters. 
We  can  place  you  anywhere- 
1000’s  of  communities- 
every  size,  every  state! 


In  Texas: 

45+  cities 
Houston 
Corpus  Christi 
San  Antonio 
Dallas 
Beaumont 


Nationwide: 

750  cities 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  • References 


. The  Curare  Group,  Inc. 

(800)  880-2028 
Fax:  (812)  331-0659 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 
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Other  Opportunities 

Take  A Closer  Look  At 

King’s  Daughters  Clinic.  P.A. 

If  you’re  considering  a practice  change, 
we  have  an  opportunity  for  you  ! 

✓ Urologist 

✓ Pediatrician 

✓ Family  Practitioner 

✓ Internist 

✓ Dermatologist 

✓ Pathologist 


For  more  information, 

call  Scott  Becker  at  (817)  778-2123 

or  write: 

King’s  Daughters  Clinic,  PA. 

1905  SW  H.K.  Dodgen  Loop 
Temple,  Texas  76502 


FOR  SALE  OR  LEASE 

Entertainment 

The  Ticket  Exchange 

Buy/Sell/T  rade 

Spurs  Games,  Sporting  Events,  and  Concerts 
BEST  SEATS 

1-800-376-8484 


Practices 

Fully  equipped,  established,  busy  general  medicine  office 
available  in  Fort  Worth  due  to  retirement  of  present 
owner.  Ideal  for  bilingual  physician.  Negotiable  terms. 
Respond  c/o  Texas  Medicine,  Ad  Box  812,  401  W. 
15th  Street,  Austin,  TX.  78701. 

Family  Practice  for  Sale.  Well-established,  very  busy  Family 
Practice  in  Fort  Worth,  located  in  the  Hospitals  area.  In- 
troduction will  be  offered.  Present  staff  will  stay.  Financ- 
ing could  be  arranged.  Respond  c/o  Texas  Medicine,  Ad 
Box  815,  401  W.  15th  Street,  Austin,  TX.  78701. 


HOUSTON  AREA 

Well  established  Internal  Medicine  practice 
available.  Physician  retiring.  Collections  in 
excess  of  270K/Yr  with  doctor  presently  work- 
ing less  than  one-half  time.  Very  well  equipped 
1875  sq.  ft.  Medical  Building  with  X-ray  and 
Laboratory.  Building,  equipment  and  practice 
all  for  $275K.  ALL  OFFERS  CONSIDERED. 
GREAT  POTENTIAL. 

Respond:  Physician 
P.O.  Box  24244 
Houston,  Texas  77229-4244 


For  Sale:  Very  busy  Medical  Clinic  in  Fort  Worth.  Mix  of 
Family  Practice.  Occupational  and  Emergency  Medicine. 
12,000+  clinic  visits  per  year.  Negotiable  terms.  Re- 
spond c/o  Texas  Medicine,  Ad  Box  817,  401  W.  15th 
Street,  Austin,  TX.  78701. 


OB/GYN 

OFFICE  ADMINISTRATOR 

A well  established  group  of  ten 
OB/GYN  physicians  has  an  excellent 
opportunity  for  an  office  administrator  in 
a southern  Texas  metropolitan  area.  A 
generous  recruitment  package  includes 
guaranteed  salary  and  a full  benefit 
package.  This  metropolitan  area  offers 
excellent  outdoor  recreational  activities. 

For  more  information, 
call  (512)  857-1501  or  send  CV  to: 

Linda  Biediger 
P.O.  Box  3828 
Corpus  Christi,  TX  78469 
Fax  (512)  857-5960 


ADMINISTRATIVE  POSITION  WANTED 

Anesthesiologist,  BC,  AMG,  55,  seeking  change  of 
pace  in  medicine,  but  not  ready  to  retire.  Desire 
administrative  position;  no  direct  patient  care. 
Managerial  and  coding  experience.  Family  health 
problems  require  nights,  weekends  free;  must  stay  in 
DFW  (Texas)  area.  Minimal  travel  okay. 

Available  on  short  notice.  Compensation  open. 
P.O.  Box  330273,  Ft.  Worth,  TX  76163. 


DALLAS/FT.  WORTH 


Well-established  General  Surgery  practice  in  mid-ciues 
suburb  is  now  available  Partnership  also  available 
Collections  in  excess  of  $300,000  for  1992  Prestigiously 
located  office  is  fully  computenzed  Thorough  and  gener- 
ous introduction  will  be  offered  Courteous  and  efficient 
staff  will  stay,  if  desired  Owner  financing  for  the  appro- 
pnate  physician  will  be  made  available 

For  information,  contact 
Mr.  Harrison  at  (800)  933-0911. 


Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 


Texas  & Sunbelt  States 

Call  1-800-284-4560  /Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


B r o n s t e i n 

& Associates 


68 


TEXAS  MEDICINE 


VOLUME  89  NO.  12 


DECEMBER  1993 


Classified  Directory 


BUSINESS  AND 
FINANCIAL  SERVICES 


Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Ser 
vice  Association,  Atlanta,  Georgia.  Toll  Free  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 


REDUCED 

**AIRFARES**HOTELS 

Save  up  to  50%  on  all  your  Business 
and  Personal  trips  through  membership 
in  The  Business  Express  Travel 
Network!!  Airfare  is  200% Guaranteed!! 

For  free  information,  call 

(214)  492-1309  Ext  1123# 
(Press  Pound  Key)  or  24  Hour  FAX 
(214)  394-4185. 

R.B.  Davis  Medical,  Inc. 

P.O.  Box  29308  - M 
Dallas,  Texas  75229 


Additional  Opportunities 


Austin,  TX — Needed:  F/P  or  G/P  Physician 
for  full  or  part-time  to  staff  a free  standing 
primary/urgent  care/occupational  medicine 
facility.  Remuneration  commensurate  with 
experience.  Send  CV  to  Austin  MediCenter, 
c/o  Matthew  Vail,  MD,  Medical  Director, 
6343  Cameron  Road,  Austin,  TX  78723 
or  call  467-2052. 


FAMILY  PRACTICE 

Galveston  Area:  Family  Physician  needed  to  assume  a 
clinic  practice  in  Texas  City.  Office  space,  equipment 
and  staff  furnished.  Salary  guaranteed  plus  incentive. 

Houston/Pasadena:  Immediate  opening  for  BC/BE 
primary  care  physician.  Hospital  based  Industrial 
Health  Clinic.  Forty  hours  per  week,  no  on-call. 
Competitive  compensation  package  includes  pro- 
cured liability  insurance. 

Call  Pat  Weidman,  1-800-745-5402,  or  send  CV  to 
CES  of  Dallas,  3010  LBJ  Freeway,  LB  43,  Dallas,  TX 
75231,  ATTN:  Pat. 


METR0PLEX  EMERGENCY 
PHYSICIAN  ASSOCIATES, P.A. 

MEPA  is  a physician-owned  service 
company  specializing  in  staffing  and 
management  of  hospital  emergency 
departments. 

We  are  seeking  EM  physicians  for 
Dallas/Fort  Worth  and  Longview. 
BC/BE  in  EM  or  related  specialty 
essential. 

Compensation  packages  include: 

• $144K  - $240K  range  with 
paid  liability  insurance 

• Ownership  and  Directorship 
options  available 

• Variety  of  practice  locations 

We  are  committed  to  providing 
extraordinary  medical  care  and  lead- 
ership in  the  emergency  medicine 
field,  and  to  placing  professionals  in 
a satisfying,  growth-oriented  work 
environment. 

Contact:  Carl  Hunt,  Metroplex 
Emergency  Physician  Associates,  PA 
14651  Dallas  Parkway,  Suite  700 
Dallas,  Texas  75240 

1-800-346-6687 
FAX  (214)  789-0338 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one-inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified 
ads.  Discounts  are  available  for  display  classified  ads 
5 inches  and  larger. 

5 to  9'  inches  $85/inch 

10  to  19'  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substitut 
ed  for  formal  addresses  upon  request  at  no  extra  cost. 
Name  and  address  of  ad  box  number  listings  cannot  be 
given  out  unless  specific  permission  to  do  so  has  been 
given.  The  advertising  office  will  not  contact  ad  box 
number  holders  except  by  mail.  Federal  laws  prohibit 
references  to  race,  color,  religion,  sex,  natural  origin,  or 
age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Denise 
Kotson,  Classified  Manager,  TEXAS  MEDICINE,  401 
West  15th,  Austin,  TX  78701. 


ATTENTION  ADVERTISERS 


We’ve  reduced  our  display  rates  AND 
we’re  discounting  classifieds  by  10% 
for  TMA  members! 

NEW  RATES  TAKE  EFFECT  WITH 
THE  JANUARY  1994  ISSUE. 
Texas  Medicine  reaches  over  29,000 
doctors  in  Texas.  If  you  need  more 
information  on  how  to  reach  this  market 
or  if  you’d  like  to  reserve  space  in  the 
next  issue,  please  call 
(800)  880-1300,  ext.  1376  or  1382. 


Advertising  Directory 

Aberdeen  Medical  Insurance 
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45 
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5 
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Medical  Protective 
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National  Health  Services 
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Courses 


JANUARY 

Anesthesiology 

Jan  5-8,  1994 

Anesthesia  Update.  Coronado,  Calif.  Contact 
University  of  California  at  San  Diego,  Office 
of  CME,  9500  Gilman  Dr,  Dept  0617,  La 
Jolla,  CA  92093-0617  (619)  534-3940 

Jan  15-16,  1994 

Current  Topics  in  Anesthesiology.  Phoenix, 
Ariz.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Cardiology 

Jan  10-14,  1994 

Workshop  on  2-D  and  Doppler  Echocar- 
diography. Vail,  Colo.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, PO  Box  79231,  Baltimore,  MD 
21279-0231  (800)  257-4739 

Jan  17-21,  1994 

Cardiovascular  Conference.  Snowmass, 
Colo.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Jan  27-29,  1994 

Recent  Advances  in  Diagnosis  & Medical- 
Surgical  Treatment  of  Pulmonary  Disease. 
San  Diego.  Contact  LJniversity  of  Califor- 
nia at  San  Diego,  Office  of  CME,  9500 
Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617 (619) 534-3940 

Jan  28-30,  1994 

New  Diagnostic  & Therapeutic  Tech- 
niques in  Clinical  Cardiology.  Lake  Buena 
Vista,  Fla.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Jan  29,  1994 

Advances  in  Cardiology.  New  Orleans. 
Contact  Tulane  University  Medical  Center, 
Office  of  Continuing  Education,  1440 
Canal  St,  Ste  1611,  New  Orleans,  LA 
70112-5466  (504)  588-5466 

Critical  Care  Medicine 

Jan  13-14,  1994 

Topics  in  Critical  Care  Medicine.  Phoenix, 
Ariz.  Contact  Mayo  Clinic  Scottsdale, 


13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Dermatology 

Jan  21-23,  1994 

Practical  Dermatology  & Dermatologic 
Office  Procedures  for  the  Primary  Care 
Physician.  San  Diego.  Contact  University 
of  California  at  San  Diego,  Office  of  CME, 
9500  Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617 (619) 534-3940 

Emergency  Medicine 

Jan  10-14,  1994 

Emergency  Medicine  Symposium  I.  La  Jol- 
la, Calif.  Contact  University  of  California 
at  San  Diego,  Office  of  CME,  9500 
Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617 (619) 534-3940 

Jan  22-29,  1994 

Update  on  Controversies  in  Emergency  and 
Primary  Care.  Knoa,  Hawaii.  Contact  Uni- 
versity of  California  at  San  Diego,  Office  of 
CME,  9500  Gilman  Dr,  Dept  0617,  La  Jol- 
la, CA  92093-0617  (619)  534-3940 

Family  Practice 

Jan  21-23,  1994 

Advances  in  Family  Medicine.  League  City, 
Tex.  Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-4941 

Nephrology 

Jan  19-22,  1994 

Advanced  Nephrology:  Nephrology  for  the 
Consultant.  San  Diego.  Contact  University 
of  California  at  San  Diego,  Office  of  CME, 
9500  Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617 (619) 534-3940 

Orthopedic  Surgery 

Jan  28-30,  1994 

Orthopaedic  Recertification  Review.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Psychiatry 

Jan  28-30,  1994 

Comprehensive  Course  in  Geriatric  Psy- 
chiatry. San  Diego.  Contact  University  of 
California  at  San  Diego,  Office  of  CME, 
9500  Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617  (619)  534-3940 


Surgery,  General 

Jan  17-21,  1994 

Postgraduate  Assembly  in  Surgery.  San 
Diego.  Contact  University  of  California  at 
San  Diego,  Office  of  CME,  9500  Gilman 
Dr,  Dept  0617,  La  Jolla,  CA  92093-0617 
(619) 534-3940 

FEBRUARY 

Allergy 

Feb  3-5,  1994 

Immunology  and  the  Clinical  Practice  of 
Allergy.  San  Diego.  Contact  University  of 
California  at  San  Diego,  Office  of  CME, 
9500  Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617  (619)  534-3940 

Cardiology 

Feb  3-4,  1994 

Cardiology  Update.  Los  Angeles.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  PO  Box  79231,  Baltimore, 
MD  21279-0231  (800)  257-4739 

Feb  9-12,  1994 

Cardiovascular  Conference.  Snowbird, 
Utah.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  PO  Box 
79231,  Baltimore,  MD  21279-0231  (800) 
257-4739 

Feb  11-13,  1994 

Advances  in  Diagnosis  & Therapeutic  Car- 
diac Catheterization.  Lake  Buena  Vista,  Fla. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  PO  Box  79231,  Bal- 
timore, MD  21279-0231  (800)  257-4739 

Feb  26-Mar  5,  1994 

Cardiovascular  Emergencies.  Maui, 
Hawaii.  Contact  University  of  California 
at  San  Diego,  Office  of  CME,  9500 
Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617  (619)  534-3940 

Cytopathology 

Feb  17-20,  1994 

Cytopathology  Review  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Dermatology 

Feb  4-5,  1994 

Pediatric  Dermatology  for  the  Primary 
Care  Physician.  San  Francisco.  Contact 
University  of  California  at  San  Francisco, 
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Extended  Programs  in  Medical  Education, 
Rm  LS-105,  San  Francisco,  CA  94143- 
0742  (415)  476-4251 

Gastroenterology 

Feb  25-26,  1994 

Advances  in  Gastroenterology:  Focus  on 
Pain.  Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Feb  26-Mar  5,  1994 

Topics  in  Gastroenterology  and  Internal 
Medicine.  Barbados.  Contact  George 
Washington  LIniversity  Medical  Center, 
2300  K St,  NW,  Washington,  DC  20037 
(202)  994-4285 

General  Surgey 

Feb  24-26,  1994 

Interactive  Symposium  in  General  Surgery. 
Scottsdale,  Ariz.  Contact  Mayo  Clinic 
Scottsdale,  13400  E Shea  Blvd,  Scottsdale, 
AZ  85259  (602)  391-7447 

Internal  Medicine 

Feb  19-24,  1994 

Topics  and  Advances  in  Internal  Medicine. 
San  Diego.  Contact  University  of  Califor- 
nia at  San  Diego,  Office  of  CME,  9500 
Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617 (619) 534-3940 

Neurology 

Feb  3-5,  1994 

Neurology  for  the  Non-Neurologist.  San 
Diego.  Contact  University  of  California  at 
San  Diego,  Office  of  CME,  9500  Gilman 
Dr,  Dept  0617,  La  Jolla,  CA  92093-0617 
(619) 534-3940 

Feb  17-19,  1994 

Recent  Advances  in  Neurology.  San  Fran- 
cisco. Contact  University  of  California  at 
San  Francisco,  Extended  Programs  in  Med- 
ical Education,  Rm  LS-105,  San  Francisco, 
CA  94143-0742  (415)  476-4251 

Nutrition 

Feb  9,  1994 

Chocolate  in  Perspective:  Cocoa  Butter,  A 
Unique  Saturated  Fat.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 


Otolaryngology 

Feb  5,  1994 

Otolaryngology  for  the  Primary  Care 
Physician.  New  Orleans.  Contact  Tulane 
University  Medical  Center,  Office  of  Con- 
tinuing Education,  1440  Canal  St,  Ste 
1611,  New  Orleans,  LA  70112-5466  (504) 
588-5466 

Pediatrics 

Feb  5-12,  1994 

Pediatric  Emergencies.  Snowbird,  Utah. 
Contact  University  of  California  at  San 
Diego,  Office  of  CME,  9500  Gilman  Dr, 
Dept  0617,  La  Jolla,  CA  92093-0617 
(619) 534-3940 

Primary  Care 

Feb  19, 1994 

Trends  in  Healthcare:  The  Adult  Diabetic. 
New  Orleans.  Contact  Tulane  University 
Medical  Center,  Office  of  Continuing  Edu- 
cation, 1440  Canal  St,  Ste  1611,  New  Or- 
leans, LA  70112-5466  (504)  588-5466 

Psychiatry 

Feb  18-20,  1994 

Psychiatry  Review:  Preparation  for  Part  II. 
La  Jolla,  Calif.  Contact  University  of  Cali- 
fornia at  San  Diego,  Office  of  CME,  9500 
Gilman  Dr,  Dept  0617,  Fa  Jolla,  CA 
92093-0617  (619)  534-3940 

Feb  26,  1994 

Geriatric  Psychiatry  Review:  The  Spectrum 
of  Dementing  Illness.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Surgery,  General 

Feb  24-26,  1994 

Interactive  Surgical  Symposium  in  General 
Surgery.  Scottsdale,  Ariz.  Contact  Mayo 
Clinic  Scottsdale,  13400  E Shea  Blvd, 
Scottsdale,  AZ  85259  (602)  391-7447 

Urology 

Feb  11-12,  1994 

Incontinence  Update.  New  Orleans.  Con- 
tact Tulane  University  Medical  Center, 
Office  of  Continuing  Education,  1440 
Canal  St,  Ste  1611,  New  Orleans,  LA 
701 12-5466  (504)  588-5466 


MARCH 

Critical  Care 

Mar  5-10,  1994 

Critical  Care  Medicine  Course.  Oklahoma 
City.  Contact  Oklahoma  University  Health 
Sciences  Center,  Dept  of  Medicine,  PO  Box 
26901,  Rm  3SP  400,  Oklahoma  City,  OK 
73190  (405) 271-5904 

Emergency  Medicine 

Mar  5-12,  1994 

Sports  Medicine.  Maui,  Hawaii.  Contact 
University  of  California  at  San  Diego, 
Office  of  CME,  9500  Gilman  Dr,  Dept 
0617,  La  Jolla,  CA  92093-0617  (619)  534- 
3940 

Mar  14-18,  1994 

Emergency  Medicine  Symposium.  La  Jolla, 
Calif.  Contact  University  of  California  at 
San  Diego,  Office  of  CME,  9500  Gilman 
Dr,  Dept  0617,  La  Jolla,  CA  92093-0617 
(619) 534-3940 

General  Medicine 

Mar  10-11,  1994 

Clinical  Reviews  1994.  Phoenix.  Contact 
Mayo  Clinic  Scottsdale,  13400  E Shea  Blvd, 
Scottsdale,  AZ  85259  (602)  391-7447 

March  17-18,  1994 

Alzheimer’s  Disease:  Advances  in  Treat- 
ment, 1994.  San  Diego.  Contact  University 
of  California  at  San  Diego,  Office  of  CME, 
9500  Gilman  Dr,  Dept  0617,  La  Jolla,  CA 
92093-0617  (619)  534-3940 

Genetics 

Mar  17-19,  1994 

Human  Genetics  in  Clinical  Practice.  New 
Orleans.  Contact  Tulane  University  Medi- 
cal Center,  Office  of  Continuing  Educa- 
tion, 1440  Canal  St,  Ste  1611,  New  Or- 
leans, LA  70112-5466  (504)  588-54663 

Neurology 

Mar  4,  1994 

New  Horizons  in  Dystonia.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-4941 

Obstetrics  and  Gynecology 

Mar  4-6,  1994 

Anesthesia  Conference  for  Obstetrics. 
Houston.  Contact  Baylor  College  of 
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Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4941 

Mar  4-6,  1994 

Women’s  Imaging  Symposium.  San  Diego. 
Contact  University  of  California  at  San 
Diego,  Office  of  CME,  9500  Gilman  Dr, 
Dept  0617,  La  Jolla,  CA  92093-0617 
(619)  534-3940 

Mar  22-25,  1994 

Controversies  in  Women’s  Health  Care. 
Puerto  Vallarta,  Mexico.  Contact  Scott  & 
White  Memorial  Hosp,  Office  of  CME, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Mar  24-26,  1994 

Urogynecology  and  Disorders  of  the  Fe- 
male Pelvic  Floor.  Phoenix.  Contact  Mayo 
Clinic  Scottsdale,  13400  E Shea  Blvd, 
Scottsdale,  AZ  85259  (602)  391-7447 

Ophthalmology 

Mar  4-6,  1994 

The  Cullen  Eye  Course:  Clinical  Advances 
in  Ophthalmology.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-4941 

Orthopedic  Surgery 

Mar  9-13,  1994 

Orthopaedic  Pathology  Workshop.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 

Mar  25-26,  1994 

Current  Concepts  in  Management  of 
Spinal  Trauma.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-4941 

Mar  25-27,  1 994 

Complete  Foot  Care  Course.  Houston. 
Contact  American  Foot  and  Ankle  Society, 
701  16th  Ave,  Seattle,  WA  98122  (800) 
235-4855 

Otorhinolaryngology 

Mar  18-19,  1994 

Endoscopic  Sinus  Surgery.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 
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Physical  Medicine 

Mar  12,  1994 

Physical  Medicine  Approaches  to  Com- 
mon Musculoskeletal  Problems.  Phoenix. 
Contact  Mayo  Clinic  Scottsdale,  13400  E 
Shea  Blvd,  Scottsdale,  AZ  85259  (602) 
391-7447 

Plastic  Surgery 

Mar  5-7,  1994 

Rhinoplasty  Symposium.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Preventive  Medicine 

Mar  12,  1994 

Preventive  Medicine  Update  1994. 
Phoenix.  Contact  Mayo  Clinic  Scottsdale, 
13400  E Shea  Blvd,  Scottsdale,  AZ  85259 
(602) 391-7447 

Radiology 

Mar  7-11,  1994 

Postgraduate  Magnetic  Resonance  Imag- 
ing Course.  Coronado,  Calif.  Contact  Uni- 
versity of  California  at  San  Diego,  Office 
of  CME,  9500  Gilman  Dr,  Dept  0617,  La 
Jolla,  CA  92093-0617  (619)  534-3940 

Risk  Management 

Mar  13,  1994 

Streetwise.  Orlando,  Fla.  Contact  Medical 
Risk  Management,  Inc,  2500  City  West 
Blvd,  Ste  300,  Houston,  TX  77042,  (713) 
789-6518 

Surgery 

Mar  10-1 1,  1994 

Gastrointestinal  Surgery  Refresher  Course 
& Update.  St  Louis.  Contact  Washington 
University  School  of  Medicine,  Campus 
Box  8063,  660  Euclid  Ave,  St  Louis,  MO 
63110-1093 (800) 325-9862 

Mar  16-19,  1994 

Surgical  Challenges  of  the  Head  and  Neck: 
A Dissection  Course  Emphasizing  Contem- 
porary Strategies.  La  Jolla,  Calif.  Contact 
University  of  California  at  San  Diego,  Office 
of  CME,  9500  Gilman  Dr,  Dept  0617,  La 
Jolla,  CA  92093-0617  (619)  534-3940 

Trauma 

Mar  25-26,  1994 

Current  Concepts  in  Management  of 
TEXAS  MEDICINE 


Spinal  Trauma.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-4941 

Calendar  of  Meetings 


• Denotes  Texas  meeting 

December 

Dec  3-7,  1993,  St  Louis 

International  Endourology  Society  1994 

World  Congress 

Contact  Washington  University  School  of 
Medicine,  Campus  Box  8063,  660  Euclid 
Ave,  St  Louis,  MO  631  10-1093  (800) 
325-9862 

Dec  4-9,  1993,  Washington,  DC 
American  Academy  of  Dermatology 
Contact  AAD,  930  N Meacham  Rd, 
Schaumburg,  IL  60168  (708)  330-0230 

January 

Jan  27-30,  1994,  Austin 

• Texas  Society  of  Pathologists  Annual 
Meeting 

Contact  TSP,  401  W 15th  St,  Austin,  TX 
78701-1680  (512)  370-1510 

April 

Apr  13-17,  1994,  Austin 

• Texas  Radiological  Society  Annual  Meeting 
Contact  TRS,  401  W 15th  St,  Austin,  TX 
78701  (512) 370-1507 

Apr  29-May  2,  1994,  Baltimore 
Association  of  American  Physicians; 
American  Society  for  Clinical  Research  In- 
vestigation; American  Federation  for  Clin- 
ical Research,  Clinical  Research  Meeting 
Contact  Clinical  Research  Meeting,  do 
SLACK  Inc,  6900  Grove  Rd,  Thorofare, 
NJ  08086  (609) 848-1000 


For  assistance  in  locating  CME  opportunities 
offered  elsewhere  or  for  self-paced  home  study 
materials,  contact  the  Texas  Medical 
Association  CME  Resource  Center  at 
(800)  880-1300.  ext  1512.  nr  t’tr>\ 370-1552. 
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